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FOREWORD 


The hospital “industry,” if that term may be used, is now the sixth 
largest in the United States in terms of oe payrolls, funds 
received and expended, and capital plant. The largest single medical 
system in the ospital field is the Veterans’ Administration, which 
maintains 171 hospitals and 17 domiciliaries, with a current appro- 
priation for fiscal year 1959 of over $717 million which is predicated 
on the furnishing of inpatient care of 141,100 beneficiaries during 
the fiscal year, including over 3,000 hospitalized in non-Veterans’ 
Administration installations. 

The Department of Medicine and Surgery of the Veterans’ Admin- 
istration employs approximately 128,400 full-time employees, includ- 
ing 4,600 doctors, 792 dentists, and approximately 15,000 nurses. 
The physical plant has been estimated to be in excess of $2,500 million. 
Of the total 178,000 full- and part-time VA employees, 148,000 are 
in medical service. 

Hospitals are located in 48 States and in Puerto Rico. 

In addition to inpatient care the Department of Medicine and 
Surgery of the Veterans’ Administration operates a large outpatient 
medical program for service-connected cases with a current monthl 
load of in excess of 180,000. 

The questionnaire which elicited this information is similar to those 
used in the 83d, 84th, and 85th Congresses. 

A project of the size of the medical and on oe program of the 
Veterans’ Administration warrants and is entitled to constant scrutiny 
reed study, and I believe that this document fills a real need in this 

eld. 

The cooperation of the managers in promptly and fully answering 
the questionnaire is appreciated. 

Ourn E. 
Chairman, Committee on Veterans’ Affairs. 
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INTRODUCTION 


During the 83d, 84th, and 85th Congresses, the Committee on 
Veterans’ Affairs submitted questionnaires to the managers of each 
of the 173 hospitals and 17 domiciliaries then comprising the Veter- 
ans’ Administration hospital system. The questionnaires were printed 
as Committee Print 53 of the 83d Congress, Committee Print No. 31 
of the 84th Congress, and Committee Print No. 30 of the 85th Con- 
gress. These documents have been of great value to members of this 
committee and all those who have an interest in the provision of 
hospital care for veterans. 

Prior to the beginning of the present Congress, questionnaires were 
submitted to managers of the 171 hospitals and 17 domiciliaries now 
comprising the Veterans’ Administration hospital system. A great 
deal of the information submitted by the managers has been tabulated, 
with a view toward placing the material in the questionnaires in a 
form which will be of greatest possible value in providing a clear 
picture of various phases of operation of the Veterans’ Administra- 
tion hospital system on a nationwide basis. A subject index to tabu- 
lations is provided, as well as a separate table of contents. Informa- 
tion taken from the questionnaires has been listed in the tabulations 
alphabetically first by State and then by city of location. The 
questionnaire responses themselves have been printed in the same 
order following the tabulations. 

Veterans’ Administration central office comment on the committee 
questionnaire and tabulations, with supplemental information rela- 
tive to operation of hospitals and domiciliaries is printed at the end 
of this volume, following the questionnaire returns, along with a 
section entitled ‘Authority for Hospital Construction and Background 
of Operations Leading to Decision on Given Site.”’ 

As of January 12, 1959, there was a total of 126,750 rated beds 
(rated bed capacity) in Veterans” Administration hospitals and 17,814 
rated beds in Veterans’ Administration domiciliaries. Of the rated 
beds in hospitals, 13,137 were for treatment of tuberculosis. In 
response to the question “What is the number of TB beds (rated 
capacity) which were unavailable on January 12, 1959, because they 
were not required for fiscal year 1959 operating plan?” 15 managers 
replied that some of the rated beds in their hospitidls were in this 
category, a total of 1,855. Veterans’ Administration central office 
has stated that these beds were removed from use because of absence 
of demand. 

The committee has long been interested in the possibility of con- 
pba. certain types of beds for which the demand is not as great 
as In the past, as in the case of the TB beds, for other uses, such as 
the care of long-term chronically ill, senile patients, and the like. 
For this reason, managers were asked whether any beds formerly 
used for care of TB patients had been converted to other use during 
1958. The managers of 22 hospitals reported that 1,095 such con- 
versions were made in 1958. 

Of the total 126,750 rated hospital beds in the Veterans’ Adminis- 
tration hospital system, 120,605 were classified as operating beds on 
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January 12, 1959, with 6,223 out of active service because staff was 
not recruitable, construction, beds were in process of activation, type 
of bed was not required to meet the Veterans’ Administration cur- 
rent operating plan, or for other reasons. On the same date, there 
were 113,819 patients hospitalized in Veterans’ Administration hos- 
pitals. It will thus be seen that the system is operating in excess of 
90 percent of capacity. 

f the 113,819 patients hospitalized on January 12, 1959, 33 percent 
were hospitalized for a service-connected condition. Of the total 
patients hospitalized, 10,235 were for treatment of tuberculosis, 56,569 
were psychiatric, 4,397 were neurological, and 42,618 for treatment 
of general medical and surgical conditions. On the same date, there 
were 15,810 members of Veterans’ Administration domiciliaries. 

A total of 497,243 veterans were discharged from Veterans’ Admin- 
istration hospitals during the calendar year 1958, 3,187 more than in 
1957, when there were 493,056 discharges. In the calendar year 1956, 
a total of 493,979 veterans were discharged from Veterans Adminis- 
tration hospitals. 

Item III of the questionnaire requested detailed information con- 
cerning the length of stay of patients in Veterans’ Administration 
hospitals. In the case of G.M. & S. and TB hospital managers, the 
committee requested the average days of stay of patients discharged 
during the 6 months ending December 31, 1958. In the case of NP 
(neurosychiatric) hospitals, the committee requested information as 
to the length of time in the hospital since admission of patients in the 
hospital on January 12, 1959. G.M. & S. hospitals were also asked 
to cable the average number of days of hospitalization required for 
patients discharged during the period April 1, 1958, through October 
31, 1958, for specified types of surgery. It was requested that infor- 
mation be furnished only for patients admitted for the surgery indi- 
cated and the managers were instructed to exclude those patients 
who were treated for multiple conditions. 

Returns of the questionnaire and additional information obtained 
by the Central Office of Veterans’ Administration to assure that the 
answers of the Managers concerning length of stay for surgery (G.M. 
& S.) were responsive to the question of the committee provided the 
information set forth in tables 6 through 13. It was indicated that the 
average stay for all general medical and surgical patients discharged 
from the 110 G.M. & S. hospitals reporting, for the 6-months period 
ending December 31, 1958, was 35.9 or The average stay for all 
TB patients discharged from the 18 TB hospitals reporting, during 
the same period, was 220.9 days. The following information was 
ploraned with respect to those patients admitted to G.M. & S. 


ospitals for the surgery indicated. 


Cases Length of 

stay (days) 
876 9.2 
Hemorrhoidectomy snacewnbsocsadsnbdensnnesonbasoben-sdcsbtosccesedscsedeues 2, 001 13.3 
Subtotal gastrectomy for duodenal ulcer_-......-.-..-.--.-------------------- 583 29.2 

Prostatectomy: 

Suprapubic. 156 35.5 
dn 54 32.1 
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With respect to veterans hospitalized in NP (neuropsychiatric) 
hospitals.on January 12, 1959, the following.information was sub- 
mitted: 

Length of time in hospital since admission 


Number of 
veterans 


Since there were only 59,281 “rated beds” and 58,030 “operating 
beds” for use in treatment of neuropsychiatric conditions, it is readily 
apparent that the greatest need for beds exists in this category, 
particularly in view of the fact that almost a third of the patients 
occupying these beds have been hospitalized for 5 or more years. 
Experience indicates, further, that the greater the length of hos- 
pitalization for psychiatric disturbances, the less likely are chances 
of eventual cure. It follows, therefore, that barring a dramatic 
advance of medicine which would reverse this experience, the situation 
will not improve in the future, but is more likely to worsen. It is 
reasonable to assume that in the future more beds of this type will 
be needed for care of the long-term coer in I ill and that fewer beds 
will be available for treatment of mental illness in its initial phases 
when a cure would be more likely to occur. 

A further effect of the situation discussed in the previous paragraph 
is apparent when viewed in light of the waiting lists at the various 
NP hospitals. As an example, the NP ‘hospital-at Pittsburgh, Pa., 
reported that 908 veterans were hospitalized on January 12, 1959, 
and that of this number 306, or slightly over one-third, have been 
hospitalized in excess of 5 years. At the same time, this hospital 
reports an official waiting list of 520, with 8 scheduled for admission 
after January 12, 1959, and applications processed and approved for 
388. Those on the waiting list ini this hospital, scheduled for admis- 
sion, and other potential admissions which are known to the Manager 
totaled 678. 

The entire hospital system reported 31,768 on waiting lists for all 
types of treatment. There were a total of 413,640 applications 
processed, of which 281,004 were approved and 132,636 rejected on 
the basis that care was not needed. 

Despite the fact that the patient load dyring 1958 showed an 
increase over the entire Veterans’ Administration hospital system, 
returns of questionnaires indicate a decline of 1,396.4 in the number 
of employees of all types. As of December 31, 1956, the Veterans’ 
Administration hospital system employed 118,121.9 full-time equiva- 
lent employees. As of December 31, 1958, the full-time equivalent 
employees totaled 116,725.5. Of this total, 6,322.9 were physicians, 
3,757.5 being full-time or part-time Veterans’ Administration em- 
a gee 1,408.9 being residents and interns, 1,156.5 being consultants 
and attending physicians, and 538.4 being dentists. A total of 
14,380.2 nurses were employed. The bulk of those employed in the 


system, 95,484, were made up of other types of personnel than those 
named above. 
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The total of 1,156.5 full-time equivalent consultants and attending 
physicians was composed of several thousand different individuals 
whose services were utilized by the Veterans’ Administration. During 
1959, it was estimated that 7,323 different physicians would be utilized, 
with an average annual payment of $1,097 to each consultant or 
attending physician. The Veterans’ Administration managers esti- 
mated that $8,030,146 will be paid to these physicians during 1959. 

The committee obtained information from the Governors of each 
of the States relative to salaries and incentive for personnel employed 
in State medical institutions. A digest of the replies is printed at the 
end of this volume. Generally, it was noted that salaries of Veterans’ 
Administration pengonnel exceed those paid to employees of State 
institutions, with the possible exception of the managers. In some 
States the salary paid to the managers of State institutions exceeds 
that paid the Veterans’ Administration hospital managers. 

Item VII of the questionnaire deals with patient eligibility and 
ability to pay for hospital treatment. Managers were requested to 
furnish the numbers of admissions for the period November 30th 
through December 6, 1958, for treatment of tuberculosis, for psychi- 
atric care and for general medical and surgical treatment, the number 
of service-connected, the number admitted for treatment of a non- 
service-connected condition but having a compensable service- 
connected disability, the number of non-service-connected admitted 
who were in receipt of a Veterans’ Administration pension, and, in the 
case of general medical and surgical only, those with insurance. The 
committee also asked for information concerning the amount of 
insurance billed to insurance companies, veterans, and employers 
during the years 1957 and 1958, and the amount of insurance collected 
from these sources during those years. 

Replies indicated that during the subject period there were 9,817 
admissions of all types. Of this total, 1,220 were admitted for treat- 
ment of a non-service-connected condition. In the non-service- 
connected group, 284 were admitted for treatment of tuberculosis and 
435 for treatment of a psychiatric condition, leaving a total of 7,878 
admitted for treatment of general medical and surgical conditions. 
In the last group, those admitted for treatment of a non-service- 
connected general medical and surgical condition, 380 were discharged 
after a stay of 30 days or less and were not on the Veterans’ Adminis- 
tration pension rolls, 73 had health insurance but their entitlement 
had been exhausted, and 847 had health insurance and their entitle- 
ment had not been exhausted. During the calendar year 1958, the 
Veterans’ Administration billed insurance companies, veterans, and 
employers for insurance in the amount of $9,616,944.05 and collected 
$1,705,642.21. 

Item VIII of the questionnaire deals with cost of operation of 
Veterans’ Administration hospitals, and the replies to some of the 

uestions are set forth in tables No. 19 and 20. For fiscal year 1959, 
the managers estimated that the total cost of operation for Veterans’ 
Administration hospitals (including the three domiciliaries located at 
Clinton, Iowa; Camp White, Oreg.; and Thomasville, Ga.), will be 
$724,056,960. Of this amount, it was estimated that 82 percent, or 
$596,876,612, will be expended for staff salaries. It is estimated that 
the average cost per discharged patient hospitalized in general medical 
and surgical hospitals will be $892.81. 
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Table 20 sets forth the cost of operation of Veterans’ Administration 
hospitals, by fiscal year, for the years 1955 through 1959. Total cost 
of operation of each hospital is given, as well as the elements of cost, 
such as salaries, patient travel, communications, utilities, raw food 
costs, the cost of drugs and medicines, and medical and dental supplies, 
as well as the cost per patient discharged for each of the subject 
years. No attempt was made to establish an average increase or 
decrease in cost, either for the overall operation or for the various 
elements of cost which are listed. With the exception of one tuber- 
culosis hospital, however, all hospital managers reported an overall 
increase in cost of operation from 1955 to 1959. The exception 
reported a decline in overall cost of about $110,000 for the years in 
question, but indicated that the cost per patient discharged had risen 
from $3,856 in the year 1955 to an estimated $5,363 for the year 1959. 

Aside from salaries, one of the greatest increases appears in the 
category of drugs and medicines. One hospital, a psychiatric hospital, 
indicates that the cost of drugs and medicines has risen from $19,256 
in 1955 to an estimated $60,471 in the year 1959. This same hospital 
shows an increase in overall cost of $817,664, but a decline in cost per 
pee discharged—from $8,104 in 1955 to an estimated $3,754 for 

cal year 1959. 

Managers were asked to furnish an estimate of the capital value of 
each of the Veterans’}|Administration hospitals and domiciliaries. They 
were also asked to furnish information concerning maintenance, items 
required to maintain the hospital plants in good condition, thus 
protecting the investment of Federa funds in those hospital plants. 
Maintenance items were broken down into four categories: those 
scheduled for fiscal year 1959, those which the manager stated are 
needed but have been deferred because of lack of funds; those esti- 
mated as required for fiscal years 1960 and 1961. 

According to the managers’ estimates, the capital value of hospitals 

and domiciliaries comprising the Veterans’ Administration hospital 
system is $2,835,030,000. The cost of maintenance items needed 
but deferred due to lack of funds is estimated at $11,554,900. The 
managers estimated cost of items required in 1960 to be $15,933,600 
and in 1961, $4,939,700, or a total estimated cost for all maintenance 
items of $42,242,000. 
_In addition to maintenance items, the managers were asked to 
list capital improvements, minor betterments and equipment which 
they considered necessary for the continued efficient operation of the 
hospitals. The cost for these items are listed in detail in tables 22 
through 25. The total cost of all capital improvements, maintenance, 
minor betterments, and replacement and new equipment, for the 
period of time indicated-in the tables, amounts to $259,679,600. 

The final item for which a tabulation was prepared involved the 
operation of hospital laundries and comparable costs for operation 
on the basis of costs applicable to Podsehl tatndiide and on the basis 
of commercial laundry operation. All hospitals reporting, with the 
exception of four, indicated a commercial cost exceeding the cost of 
federally operated laundries. In two of these cases, reports indicated 
that the cost of operating on a commercial basis would be less than 
that for a federally operated laundry and in two cases an equal cost 
was reported. During 1958, the Veterans’ Administration hospital 


system used 7.7 pounds of laundry per patient day, a total of 314,027 
pounds of laundry. 
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TaBLEe 1.—Rated bed capacity of VA hospitals and domiciles as of Jan. 12, 1959 


Hospitals 
Type of bed 
Tuberculosis 
State and city | Totat Domi- 
| bed | Con- ciles 
| capac- | verted 
ity Out of |to other] Psychi-| Neuro-| G.M. 
‘ | active | than | atric | logical & 8. 
| All | iserv- |TB use 
J ice! | during 
year 
1958 2 
Alabama: 
1, 953 42 1,412 19 
kansas: 
471 23 10 308 j........ 
| 12} 2,041 33 1, 538 2,729 
District of Columbia: Washington.| 335 |. 18 15 
Florida: 
729 
See footnotes at end of table, p. 4. 
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TaBLe 1.—Rated bed capacity of VA hospitals and domiciles as of Jan, 12, 1959— 


Continued 
Hospitals 
Type of bed 
Tuberculosis 
State and city Total Domi- 
bed Con- ciles 
capac- verted 
ity Out of |to other| Psychi-| Neuro-| G.M. 
active | than | atric | logical & 8. 
All | serv- B use 
ice! | during 
year 
1958 2 
Wadsworth: 
Wadsworth division 944 295 507 1, 080 
Kentucky: 
Maryland: 
Massachusetts: 


Kansas Ci 
Poplar Blu 
St. Louis 


Montana: 
Fort Harrison 


Miles City 
Nebraska: 
Grand -| 


Lincoln. 
Omaha.. 


Nevada: Reno 


New Jersey: 
East Orange 


Lyons. 


See footnotes at end of table, p. 4. 


| 
Michigan: 
Minnesota: 
Mississippi: 
209 15 5 187 818 
500 83 39 338 |...-.--- 
495 375 |.------- 
| 96 |---++--- 
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TABLE 1.—Rated bed capacity of VA hospitals and domiciles as of Jan. 12, 1959— 


Continued 


State and city 


pac- 
Out of |to other} Psychi-| Neuro- 
ae atric | logical 


ne 


All | serv- | TB use 


New Mexico: 


Canandaigua.................... 


Northport, Long Island 


Chillicothe 
Cincinnati 
Cleveland . 
Dayton. 
Oklahoma: 


Pittsburgh: 
Leech Farm Rd. (NP)____.- 
University Dr. (G.M. & 8.)_ 


Fort Meade 

Hot Springs 

Sioux Falls 
Tennessee: 


See footnotes at end of table, p. 4. 


Hospitals 
Type of bed 
Tuberculosis | 
| Cc 
| ice! | during 
calendar 
year 
1958 2 
New York: 
North Carolina: | 
North Dakota: 
Ohio: | | 
823 | 183 695 2, 138 
Oregon: | 
Pennsylvania: 
South Dakota: 
Mountain Home| 5:75 539} 1,781 
Nashville) 520 | 128 |....----|-------- 344 |..-...-- 


4 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


TaBLe 1.—Rated bed capacity of VA es itals and domiciles as of Jan. 12, 1959— 
nt 


nued 


State and city 


han 
All | serv- |TB use 


ancouver 


Total 126, 750 |13, 137) 1,855 | 1,095 | 59,281 | 4, 286 50,047 | 17,814 


1 Included in column headed ‘‘Tuberculosis—All’” and out of active service because of absence of demand. 
ite item—not included in ‘“Tuberculosis—All’”’ column. 


2 Separa‘ 
334 G.M. & S. beds deleted from the rated ty as of Jan. 31, 1959 
4 603 beds (28 psychiatric, 129 neurological, and 446 G.M. & 8.) deleted from the rated capacity as of Jan. 


31, 1959, 
196 beds (25 TB, 70 psychiatric, and 101 G.M. 00 of 


¢ 933 TB beds deleted from the rated capaci of J 

shy bons foe — and WOM as & 8.) deleted from the rated capacity as of Jan. 31, 1959. 
15 TB, 179 psychiatric, ~ 178 G. = & 8.) deleted from the rated capacity as of Jan, 31, 1959. 
( & S.) deleted from the rated capacity as of Jan. 31, 1959. 


beds 
beds "300 chiatric, 
G.M.&.8. beds*deleted ‘fro: im the rated oa capacity as of Jan. 31, 1959. 


Hospitals 
Type of bed 
Tubercubsis 
Total Domi- 
bed Con- ciles 
ca) verted 
Out of |to other| Psychi-| Neuro-| G.M. 
atric | logical}; & 8. 
, ice! | during 
calendar 
year 
1958 2 
‘ Texas: 
McKinney | 194 194 128 
Utah: Salt Lake 710 40 404 42 
44 117 33 454 1, 621 
Washington: 
West Virginia: 
900 | 375 60 525 500 
Wisconsin: 
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Taste 2.—Operating beds in VA hospitals and domiciles as of Jan. 12, 1959 


- Hospitals, type of bed 
+ State and city Domiciles 
Total, TB Neuro- |G.M:&8. 
hospital logical 
bama: 
1, 968 42 1,427 19 
Arizona: 
374 Ss 228 158 
471 40 23 10 
California: 
Fresno... 
Palo Alto... 
Gade 
Colorado: 
Denver- 


Fort Lyon... 
Grand Junction 


Connecticut: 
Delaware: Wilmington. 
District of Columbia: 


D 8 
Dawson prings (Outwood) - ......... 


773 214 183 40 
Florida: 
516 31 57 10 418 729 
Georgia: 
Towa: 
k: 783 158 
1, 001 3 67 
Wadsworth: 
Wadsworth division.............. 836 77 295 65 399 1, 080 : 
Louisiana: 
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TaBLe 2.—Operating beds in VA hospitals and domiciles as of Jan. 12, 1969—Con. 


Hospitals, type of’ bed 


Total, TB Neuro- |G.M.&S. 


State and city . Domiciles 
Massachusetts: 
Boston (West Roxbury) - 2, 193 287 
Minnesota: 
Missouri: 
Jefferson Barracks 815 152 567 49 
490 40 73 39 338 j.......... 
Montana: 
Nebraska: 
| ~~) 950 160 110 241 439 
a 500 96 8 396 
New York: 
1,005 48 300 78 
1,374 83 150 56 1, 
1,000 80 120 120 
i 1,769 138 1, 560 61 
1, 238 91 195 72 880 |......---. 
Northport, Long Island... ........-.. 2, 488 2, 469 6 
: North Carolina: 
North Dakota: . 
Ohio: 
813 39 78 24 
823 59 695 2, 138 
358 358 
Oklahoma 488 44 74 40 
Oregon: 
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TaBLE 2.—Operating beds in VA hospitals and domiciles as of Jan. 12, 1959—Con. 


i Hospitals, type of bed 
State and city Domiciles 
Total, TB Neuro- |G.M.&8. 
hospital ic logical 
Pennsylvania: 
1, 606 110 1,414 82 
Pittsburgh: 
Leech Farm Rd. 836 115 
500. 38 149 36 
Puerto Rico: San Juan. 10 
Rhode Island: Providence. “pH 5 393 43 39 33 
40 45 
1, 338 285 
1, 252 215 377 42 
800 116 
Galt Lake Cite... 710 34 404 
Vermont: White River 188 5 
Virginia: 
Kecoughtan_ 117 33 
1, 046 200 131 55 
Roanoke 2 000 | 
Washington: 
American Lake G04 
Spokane 200 |.. i 
Walla Walla. 157 
West Virginia: 
Wisconsin: 
475 327 
| 1, 146 20 
Wood. 87 1 64 
Wyoming: 
Cheyenne..___. 133 
Total, all 120,605} 11,177] 58,030 3,714 | 47,684 17,520 
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TaBLe 3.—Beds out of active service in VA hospitals as of Jan. 12, 1959 T 
of 
i not 
ior 
In process| Construc-| Staff not | current 
State and city Total joefactiva-| tion recruit- joperating| Other 
tion able plan, re- 
gardless 
of staff 
availa- 
bility 
L 
Birmingham wae 29 de 29 
Tuskegee- - 
Fayetteville... 
M 
M 
M 
M 
Delaware: Wilmington___ 
District of Columbia: 
Flordia: 
M 
N 
N 
N 
N 
N 
N 
N 
Kentucky: N 


See footnotes at end of table, p. 10. 
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TaBLe 3.—Beds out of active service in VA hospitals as of Jan. 12, 1959—Continued 


- of 
not 
req 
for 
In process} Construc-| Staff not | current 
State and city Total |ofactiva-| tion reeruit- joperating| Other 
tion able plan, re- 
gardless 
of staff 
availa- 
bility 
Shreveport... 
Maine: Togus- 
Maryland: 
Massachusetts: 
Saginaw. 
Minnesota: 
Gulfport Division. 
134 Missouri: 
ul 
Poplar 
St. Louie. ..... 
Montana: 
Fort 
Nebraska: 
New Hampshire: Manchester... 
New Jersey: 


Lyons 


See footnotes at end of table, p. 10. 


33427—59——_3. 


| 
New York: 
North Carolina: 
North Dakota: 
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TaB.e 3.—Beds out of active service in VA hospitals as of Jan. 12, 1959—Continued 


State and city 


In process| Construc- 


tion 


Other 


‘Tennessee: 


freesboro 


Waco 


Utah: Salt Lake City....................- 
Vermont: White Riyer Junction_._______- 
Virginia: 


1 Deleted from the rated capacity as of Jan. 31, 1959. 
2 688 of the 735 beds shown were deleted from the rated capacity as of Jan. 31, 1959. 


Type of 
bad not 
‘ required 
for 
Staff not | current 
Total jofactiva-| recruit- joperating| 
tion able plan, re- 
i gardless 
of staff 
availa- 
bility 
Ohio: 
Oklahoma: 
Oregon: 
Pennsylvania: 
Pittsburgh: 
Texas: 
Washington: 
74 24 150 
West Virginia: 
Wisconsin: 
Wyoming: 
39 397 263 | 2,083; 


ued 


her 
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TaBuE 4.—Patients in VA hospitals, by service connection, type of patient, and age 
and members in VA domiciles as of Jan. 12, 1959 pies 


Patients in hospital 
Percent of hos- 
pital patients 
Total Type of patient (service and |Mem-| age 55 or older 
nonservice connected) bers ; 
State and city in 
dom- 
' Per- icile 
Num- | cent Psy- |Neuro-} Jan. 10,| Jan. 12, 
ber jservice|} TB chi-. | logical |G.M. & 8. 1957 959 
con- atric 
nected 
j 
Alabama: 
428 ll 41 | 2 35 
252 15 12 7 |. 
1, 852 36 51 | 1,414 47 39 33 
204 20 3 44 49 
374 25 |) 177 6 53 
323 15 192 152 63 63 
Arkansas: 
Fayetteville. 237 8 4 See 67 62 
451 ll 59 24 18 300 |. 
North Little 1,975 1, 861 
California: 
429 320 
166 
«at 
54 


Wadsworth div 
Wichita 
tucky: 
Dawson 


25) 40 433 
37| 7) 314 


2 


SSe 


SES BES SSS GER & 


SSS 


8B 


“1173 
pest Palo 1, 343 | 1, 332 il |---------- 38 
San Fernando. 494 23 430 64 |.------ 46 
San 377] 10|.---...| 12] 344 
882 34 80 591 |.----.- 211 3 
Colorado: 
18| 7% BOL }-------| 42 
Grand 131 8 1 7 }-------| 
Connecticut: 
1372 West Haven............... 704 25 158 170 53 | 2. oe 47 
Delaware: 285 15 37 34 12 46 
District of ,Col ia: Wash- 
Florida: 
498 20 29 68 56 345 722 67 
Georgia: 
1, 622 52| 256 | 1,036 3 37 
478 5 6 31 23 418 }--....- 
Downey...................| 2,364 64) 232 | 2,073 25 
Fort 185 ul 2 29 23 131 |------- 
669 7} 184 75 36 374 
Towa: 
Des Moines................| 368 3 340 57 
1,487 | 85 1,487 60 
ea Excelsior Springs divi- | 
sion 122 16 41 
---| 819] 15 2B 
Ke 240 15 60 
3.4 | | 
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TaBLe Caroviiatentnute VA hospitals, by service connection, type of patient, and age 
nd members in VA nm oa as of Jan. 12, 1969—Continued 
Patients in hospital 
Percent of hos- 
Total Type of patient (service and | M: Lag} pong 
, em-| age 55 or 
| nonservice connected) bers 
State and city : in 
dom- 
Per- icile 
Num- | cent Neuro- Jan. 10,| Jan. 12, 
ber service} TB | chi- /logical|G.M.&S8. 1957 1959 
con- atric 
New 491 8 38 44 16 40 45 
Shreveport.._........._-..- 446 12 69 23 16 oe Ce 54 55 
M 760 29 1 511 27 45225225 47 49 
Maryland: 

Fort Howard. 354 6 2 7 50 $06 
1, 570 1, 456 9 43 43 

Massachusetts 
1, 123 174 265 684 34 42 
igan: 
353 17 30 60 37 34 41 
791 15 188 9 74 48 45 
Iron Mountain 249 12 1 3 76 78 
Minnesota: 
Minneapolis_-...........-- 957 18 108 96 85 668 |....... 59 49 
St. 1, 353 1, 338 5O 46 
Mississippi: 
Res 1 2 171 808 61 67 
501 15 67 24 ll 399 51 52 
uri: 
Jefferson Barracks. ........ 790 68 | 141 | 562 49 8 20 29 
Kansas 457 li 41 66 37 $13 37 
Poplar 176 We 1 1 874 62 
Montana: 
Fort Hi 148 13 1 9 ll 50 50 
Miles 90 9 61 52 
braska: 
Grand Island 184 AR 184 74 76 
245 ll 1 30 20 49 51 
12 43 76 48 47° 52 
Nevada: 2 7 160 |_..... 54 57 
New Jersey: I 
East 920 17 161 101 204 454 “45 “4 
New Mexico: : 
Albuquerque... 502 28 96 408 |......! 43° 49 
w York 
908 4 43 | 330 133 402 63 62 
205 43 10 152 | 1, 290 80 79 
1, 305 16 96 140 53 4066 35 42 
930 19 75 118 138 500 |......- 41 ‘41 
913 14 78 148 38 649 ‘61 53 
1,727 66 137 | 1,518 61 32 
455 14 40 90 53 WO 40 
482 10 88 | 68 14 36 30 
999 20} 626 43 40 
203 12 44 | 
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TaBLE 4.—Patients in VA 7 fom by service connection, type ef patient, and age 
and members in VA domiciles.as of Jan. 12, 1959—Continued : 


: Patients in hospital 
Percent of hos- 
pital patients 
Total Type of patient (service and | Mem-| age 55 or older 
nonservice connected) bers | 
State and city in 
dom- 
Per- icile 
Num.- | cent = Neuro-} Jan. 10,| Jan. 12, 
ber jservice) TB | chi- |logical|G.M.&8. 1957 1959 
con- atric 
Ohio— Continued 
762 10 35 172 0 NR 
72 16 1 32 73 614 35 42 
785 8 59 60 |...-2.- 1, 885 66 66 
343 16 4 3 33 52 
Oklabonna 464 19 43 74 82 42 
508 ll 124 5 45 56 57 
570 @ 561 1 BO 
Pennsylvania: 
......) 195 ll 2 58 54 
) 1, 562 69} 106} 1,377 41 
187 6 2 6 14 56 
5 Pittsb : 
L University Dr. ( 
Wilkes-Barre... 481 21 39 114 68 43 49 
i] Puerto Rico: San 192 & il 36 35 
Rhode Island: Providence. --__- 362 il 43 28 255 j.-..~ we 52 51 
7 South Carolina: Columbia..... 584 10 2 33 24 625 |....... 44 / 45 
{ South Dakota: 
2 Fort 706 680 1 26457. 58 
Hot Sings 225 14 34 177 73 82 
Sioux Falls. ............... 243 47 166.|.....~ | 
l Tennessee: 
6 Memphis. 1, 254 13 266 966.1... 40 
7 Mountain 561 8 525 | 1,755 65 
Murfreesboro.............. 1,170 1,170 49 
ashville_ 551 15 1D 248 379 Beh 38 
6 13 1 31 10 ) rs 57 5&6 
2 15 @ 8 47) 44 
7 15 224 346 42 606 |...-.-. 32 43 
6 21 28 6 42, 49 
8 19 108 197 34 302 394 59 
3 6} 1 53. 51 
8 7 2 168 39 333 | 1,185 71 bs 
9 17 178 131 49 . 35 
| 45 1} 1,754 10 33 35 
- ll 84 3 14 216 60 64 
10 3 2 14 iat 
9 263 484 479 
0 9) 278 10 47 
12 105 127 756 | 1, 454 , 61 
33 |10, 235 |56,569 | 4,397 | 42,618 |15,810 
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Taste :5.— Discharges from 
1956-58 
Disc’ and 1958 
State and city 
Irregular All other 
1956 1957 Total dis- | Deaths |  dis- 
charges 
...... 3,950| 3,978| 4,500 189 279 4,041 
Monkgomery;........------..-.-.---- 3,127 2, 982 2, 991 89 133 2, 769 
727 571 721 97 57 567 
3, 305 3, 195 2, 844 166 2, 467 
A: 
Phoenix........._.___- + eee 2, 594 2, 481 2, 656 53 177 2, 426 
ucsOn..-._-- ay SBR 1, 842 1, 983 1,970 220 167 1, 583 
1, 494 1, 647 1,749 167 106 1,476 
2,666 2, 607 2,829 65 136 2, 628 
5, 721 6, 027 6, 184 271 5, 710) 
1,340 1, 566 1, 633 146 91 1, 396 
2, 545 2, 667 2, 502 75 142 2, 285 
772 803 848 179 87 582 
9, 900 8, 576 7, 865 759 6, 724 
11,905} 11,794 | 11,528 570 1, 094 864 
6, 051 6, 121 5, 887 218 460 5, 209 
712 747 749 164 41 544 
Sen Pernends. 743 777 862 250 62 550 
San Francisco.........2.s-.---..------ 4, 445 4, 205 4,314 70 271 3,973 
746 1, 686 1, 735 89 138 1, 508 
orado: 
5, 607 5, 543 5, 705 175 309 5, 221 
Fort 221 295 250 18 29 203 
. Grand 1, 485 1, 685 1,654 14 56 1, 584 
Gonnecticut: 
Newington 2,315 2,172 2, 258 54 141 2,063 
West 3,018 2, 997 3,385 239 244 2, 902 
Delaware: Wilmington........_.......__- 2, 132 1, 982 1, 907 82 161 1, 664 
District of Columb : Washington........| 4,494 4,075 | 3,846 149 351 3, 346 
Flor a: és 
Bay Pines_.... sbi... . 3, 590 3, 882 3, 673 103 488 3, 082 
Coral Gables. 5, 088 5, 078 4, 819 119 472 4, 228 
Lake City..._. 2, 567 2, 448 2,676 120 194 2, 362 
Ailad ...| 3,982] 3,787| 4,077 148 272} 3,657 
Augusta.......... 3,497 3, 713 3,335 200 2, 739 
3, 145 2, 940 2, 470 131 156 2, 183 
Tdaho: Boise... 2,263) 2,002} 2,102 102 974 
4,241] 4,323 4, 430 207 306 8, 917 
11° 690 11,533 | 11,053 702 1, 125 9, 226 
2, 469 2, 081 1,907 71 184 1, 652 
Fort Wayne..___-- 1, 683 1, 563 1, 370 83> 1,188 
Indisniolis 5, 894 5,468 | 5,600 322 427| 4,851 
Marion. 306 360 425 41 80 
Des Moines 4,524 4,891 5,151 52 263 4, 836 
Towa City... 4, 092 4, 096 86 302 3, 708 
"868 367 378 8 36 334 
2,730] 2,507} 1,944 139 103 } 702 
a Springs division........| 421 371 338 127 200 
2,639} 2,440] 2,408 161 2581 989 
Wiehite. 2, 205 2,092 66 170: 1,856 
Springs Outwood) 416 478 | 450 218 228 
Louisville... 3,789 |° 3,944 | 13,892 190 340 3, 362 
Louisiana; 
| sere | 119 387} » 4.572 
io g 608 3,850 | 8/772 138 221 3,413 
yaines Peeme..J...--..-~9.----------<0- 2, 334 2, 580 2, 665 58 240 2, 367 
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TasLe 5.—Discharges from VA hospitals and deaths in hospital, calendar years 
1956-58—Continued 


* Discharges and 1958 
deaths 
State and city 
Irregular All other 
1956 1957 | Total dis- Deaths dis- 
charges charges 
1, 566 1,178 894 135 39 720 
3, 108 2, 940 2, 992 142 304 2, 546 
eas Pah gee 2, 539 2, 586 2, 546 120 127 2, 299 
Massachusetts: 
12,617 12, 781 12, 700 220 745 11, 735 
448 780 18 38 724 
North 328 378 380 59 32 289 
Rutland Heights 820 819 234 502 
an: 
3, 618 3,474 3, 729 72 210 3, 447 
6, 155 6, 769 6, 730 196 498 6, 036 
Mountain 1, 298 1, 224 1,475 27 1,349 
1, 607 1,619 1, 629 38 144 1,447 
Minnesota 
7, 954 10,177 13, 064 230 527 12, 307 
446 382 53 63 266 
1, 849 1, 834 1,756 49 118 1, 589 
Gulfport division. 637 431 79 22 530 
pS 4, 621 4, 607 4, 594 196 233 4, 165 
Missouri: 
Jefferson Barracks 935 130 58 747 
5; 271 721 4,718 116 304 4, 298 
2, 383 2,178 2, 185 132 109 1,944 
5, 700 5, 270 5,181 267 360 4, 554 
Montana: 
1, 927 1, 859 1, 888 23 72 1,793 
1,111 1, 164 1, 135 13 30 1, 092 
Nebraska: 
co Se ae an 1, 605 1, 536 1, 366 18 85 1, 263 
Oe SS See oe 3 2, 022 2, 074 56 121 1, 897 
4,018 4,021 4,144 138 225 3, 781 
1, 663 1, 621 1, 566 112 1, 408 
New Hampshire: Manchester ___.-.....-- 1, 658 1, 481 1, 489 14 118 1,357 
New Jersey: 
5, 133 4, 493 4, 828 271 454 4, 103 
497 458 500 89 77 334 
New Mexico: 
3, 818 3, 947 3, 898 366 149 3, 383 
832 966 1,011 116 41 854 
New York 
4, 885 4, 938 4, 781 167 401 4, 213 
304 386 77 51 258 
2, 119 003 1, 684 14 114 1, 556 
9, 173 9, 411 9, 225 607 695 7, 923 
6, 596 6, 6, 218 198 602 5, 418 
5, 139 5, 217 5, 028 186 412 4, 430 
@anendeigne....5.02.........155.4..... 371 420 31 54 335 
468 492 637 144 59 434 
461 547 605 15 70 520 
Se EE eS ae 8, 292 8, 215 9, 205 329 614 8, 262 
Northport, Long Island_____-___-__-__ 768 845 726 80 62 584 
4, 046 3, 990 174 256 3, 560 
5, 819 5, 804 203 276 5, 325 
3, 674 3, 624 138 143 3, 343 
4, 783 4, 988 615 265 4, 108 
- 782 1,010 43 908 
1,810 1, 925 17 86 1, 822 
442 556 201 35 320 
687 732 95 67 570 
3, 240 3, 208 240 356 2,612 
6, 5, 812 5, 979 150 457 5,372 
4, 208 3, 923 237 388 3, 298 
4, 703 4, 755 4, 165 129 182 3, 854 
Oklahoma City ‘ee 5, 550 5, 301 5, 059 254 266 4, 539 
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TaBLE 14.—Time in hospital since admission of patients remaining in NP hospitals 
on Jan. 12, 1959 


7 Number of patients in hospital 
ey m8 land less | 2and less | 5and less} 10 
Less an years 
than than2 | than5 | than 10 and 
1 year years years years over 
Alabama: 
Tuscaloosa 918 244 66 182 198 228 
Tuskegee. 1, 852 517 188 190 264 693, 
Arkansas: North Little Rock........-..-- _ 1,972 406 134 253 359 820 
California: 
Los Angeles_- 1,975 453 189 433 310 590 
Palo Alto. 1,343 303 96 244 245 455 
Sepulveda. 882 326 285 271 
Colorado: 
Caan o: Fort Lyon. 672 168 7 81 49 297 
ois: 
Danville 1, 692 339 130 |: 242 413 568 
Downey - 2, 364 356 526 297 207 978 
Indiana: Marion. -- 1,570 243 68 129 202 928 
Towa: Knoxville. 1, 437 261 123 309 171 573 
ansas: Topeka. 972 389 128 158 201 96 
Kentucky: Lexington._---...--.----..--- 1, 139 233 128 219 154 405 
aine: Togus- 760 349 73 18 80 240 
Maryland: Perry Point 1,570 460 59 180 203 668 
Massachusetts: 
Bedford 1,698 187 139 324 206 S42 
Brockton - 957 379 129 374 
Northampton 1,089 177 72 177 133 630 
Michigan: Battle Creek... -.............- 2, 012 388 176 438 213 797 
Minnesota: St. Cloud -- 1,353 259 110 173 180 631 
Mississippi: Gulfport............- 899 309 66 113 132 279 
Missouri: Jefferson Barracks...... 790 345 187 246 _ a 
New Jersey: Lyons 1, 904 321 133 426 198 916 
New York: 
Canandaigua.. 1,644 213 130 269 207 825 
1,727 334 147 366 
Northport, Long Island-...........--- 2, 385 277 155 440 382 1,131 
North Carolina: Salisbury._...-.......--- 941 314 114 226 123 164 
2, 035 273 160 393 239 970 
569 91 86 87 96 209 
Pennsylvania 
1, 562 294 102 191 95 880 
987 360 78 209 227 113 
Pittsburgh 908 205 115 282 135 171 
South Dakota: 706 98 56 94 149 309 
Tennessee: M 1,170 324 258 130 150 308 
1, 906 460 209 345 375 517 
Virginia: Roanoke. 1, 864 447 242 305 246 624 
Washington: American Lake * 850 a 75 133 143 365 
Wisconsin: Tomah 1,143 1 119 209 292 339 
Wyoming: Sheridan. 635 67 67 93 100 308 
Total. 52, 942 11, 487 5, 395 9, 249 8, 044 18, 767 
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Tasie 15.—Hospital waiting list, scheduled admissions, potential applicants for 
hospital care as of Jan. 12, 1959, and applications processed for hospital admission 
from July 1 to Dec. 31, 1958 


Total Waiting list ' Other | Applications processed ? 
waiting Sched- | poten- 
list, led for tial 
sched- m admis- 
State and city uled and | Service | Non- sion sions 
other con- service known | Total Ap- Re- 
potential | nected con- Jan. 12 | to man- proved | jected 
adm nected ager 
sions 
a: 
Birmingham. 006 119 33 194 4, 577 2, 481 2,096 
Montgomery 106 2, 431 1, 506 925 
‘Tuscaloosa. ......-.....- 68 7 12 786 688 98 
9 1, 531 1, 433 98 
Arizona: 
4 2,718 1,815 903 
@ 24 27 1, 522 1,044 478 
Arkansas: 
Fayetteville. ............ 34 1, 602 1, 321 281 
Little Hovk.......ic..... 199 |. 2i.... 40 45 44 4, 386 3, 388 998 
North Little Rock_.....- 118 9 50 819 723 96 
California: 
8 96 1, 973 1, 369 604 
Long Beach. .-........... 168 18 | 13,388 4, 621 8, 767 
Los Angeles. ............ 1, 262 2 1, 213 26 21 9, 163 5, 884 3, 279 
46 74 69 5, 430 3, 420 2,010 
Palo 823 608 552 56 
San Francisco. -........- 196 22 99 14 4, 688 2, 786 1, 902 
365 1, 640 1, 254 386 
Colorado: 
52 28 64 4, 408 3, 059 1, 349 
Connecticut: 
14 3 1, 352 1, 134 218 
West Haven 16 20 2, 872 1,719 1, 153 
Delaware’ Wilmington______ 23 10 1, 690 1, 194 496 
District of Columbia: Wash- 
ington i a 89 1 17 3, 732 2, 024 1, 708 
Florida: 
585 13 104 3, 949 2, 665 1, 284 
Coral Gables. ........... 473 34 112 5, 490 2, 992 2, 498 
| 83 17 40 2, 163 1, 692 471 
75 21 14 4, 450 2, 394 2, 056 
574 21 17 2, 644 2, 097 547 
17 31 31 873 $41 432 
17 1, 575 1, 261 3i4 
Illinois: 
Chi 4 
West 19 7, 824 3, 345 4,479 
R 21 _ 9, 348 4, 461 4, 887 
Danville 25 641 545 6 
15 27 1, 271 1, 107 164 
Fort Wayne.-.-.....-... 45 25 34 1, 037 838 199 
Indianapolis............- | 143 95 25 4, 605 2, 968 1, 637 
134 17 3 393 392 
owa: 
132 26 26 2, 782 2, 268 514 
49 15 7 158 151 7 
ansas: 
573 34 73 1,451 1, 135 316 
Springs 
xcelsior Sp 
Wadsworth division. 9 eee 38 37 16 1,471 1, 159 312 
103 6 4] 1,836] 1,507 329 
awson ut- 
wood). 2 6 2 225 198 27 
149 2 74 855 657 198 
Louisville. ............ 34 34 196 4,174 2, 588 1, 586 
a: 
Alexandria. ............. 46 12 2, 632 2, 298 334 
New Orleans. 164 1 8| 4,674| 2,788] 1,886 
Shreveport. 85 47 38 3,308 | 2,267 1 1,041 


See footnotes at end of table, p. 48. 
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TaBLE 15.—Hospital waiting list, scheduled admissions, potential applicants for 


hospital care as of Jan. 12, 1959 


oy July 1 to Dec. 31, 1958—Continued 


and applications processed for hospital admission 


Total Waiting list ! Other | Applications processed ? 
waiting Sched- | poten- 
list, uled for tial 
sched- admis- | admis- 
State and city uled and | Service | Non- sion sions 
other con- service after | known | Total Ap- Re- 
potential | nected con- | Jan. 12 | to man- proved | jected 
m: nected ager 
sions 
Maine: | 68 27 9 2, 159 1, 496 663 
Maryland: 
Baltimore -- _— 16 15 16 490 468 22 
Fort Howard 21 2, 090 1, 548 542 
Perry Point-- 314 30 70 1, 606 1,546 60 
Massachusetts 
Boston. 142 132 34 990 6, 196 2, 794 
Brockton___--- 90 20 15 411 378 33 
Northampton. -- 59 80 70 10 
Michigan: 
6 6 50 3, 190 1, 780 1, 410 
Battle Creek. -........-.- 769 19 4 487 359 128 
95 46 30 5, 892 4,078 1,814 
Iron Mountain ll 893 810 83 
Minnesota: 
Minneapolis... ......---- 77 47 40 7, 768 5, 858 1,910 
53 23 130 1, 993 1, 224 769 
division_-__- 89 7 2, 100 588 567 21 
77 19 71 4, 362 2,714 1, 648 
Missouri: 
Jefferson Barracks 256 13 15 919 717 202 
Kansas City............. 222 4 191 3, 832 2, 449 1, 383 
70 19 19 1, 641 1, 297 344 
160 108 66 6, 859 3, 495 3, 364 
Montana: 
Fort Harrison... .......- 43 38 | 1,048 895 153 
Miles City 24 2 ll 10 1 587 525 62 
Nebraska 
Grand 692 601 91 
2 23 2 1,131 1, 036 95 
35 14 26 2, 428 2, 076 352 
Nevado: 16 23 9 1, 460 995 465 
New Hampshire: Manches- 
93 29 33 1, 322 1, 033 289 
New Jersey: 
East Orange............. | a 225 32 36 3, 164 2, 966 198 
644 13 46 628 38 
New Mexico: 
49 41 18} 1,998) 1,642 356 
Fort 4 8 17 497 459 38 
New York 
2 3 9 334 306 28 
20 64 113} 7,109] 4,276) 2,833 
73 39 160 | 6,744 | 4,896 1, 848 
10 51 38 | 3,957] 2,401 1, 556 
483 255 247 8 
Castle 3 13 20 335 273 62 
Montyose. 1, 245 9 95 409 378 31 
Northport, Long Island_.| 2,339 | 2, 298 38 3 815 637 178 
North Carolina: 80 51 52 2, 648 2, 004 644 
47 72 36 5, 156 3, 229 1, 927 
Fa 78 9 59 | 2,792) 2,038 754 
sb 35 58 36 3, 241 2, 365 
Neth Dakota: 59 1 48 730 612 118 
— 15 3 488 466 2 
Brecksville... 16 16 298 295 3 
Chillicothe. ...........-. 352 504 328 176 
66 38 18} 3,546| 1,664| 1,882 
9 5,085 2,901! 2,094 
See footnotes at end of table, p. 48. 
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TaBLE 15.—Hospital waiting list, scheduled admissions, potential applicants for 
hospital care as of Jan. 12, 1959, and applications processed for hospital admission 
from July 1 to Dec. 31, 1958—Continued 


Total Waiting list ! Other | Applications processed ? 
waiting Sched- | poten- 
list, uled for | tial 
sched- admis- | admis- 
State and city uled and | Service | Non- sion sions 
other con- | service known | Total Ap- Re- 
potential | nected | con- Jan. 12 | to man- proved | jected 
adm. ager 
sions 
Oklahoma: 
a faa 118 25 44 2, 553 2, 241 312 
Oklahoma City. 120 18 105 3, 469 2, 504 875 
‘on: 
127 3, 742 2, 776 966. 
Pennsy 
12 4 51 1, 068 969 99 
18 4 251 239 12 
Coatesville. ............. 546 14 47 278 258 20 
SE 9 422 45 24 1, 046 974 72 
Philadelphia --........-- + SAE 27 63 5 5, 182 3, 789 1, 393 
Pittsb : 
Leech Farm Rd. 
RE 520 150 497 388 109 
University Dr. 
(G.M. & §. | Se 79 91 8 3, 881 3, 204 587 
WwW a 2 141 21 5 2, 642 1,949 693. 
Puerto Rico: San Juan----...  ») ae. 16 52 28 | 13,009 6, 521 6, 578 
Rhode Island: Providence... gd RR ee 7 56 112 2, 439 2, 087 352 
South Carolina: Columbia -- 138 27 14 4, 093 3, 429 664 
South Dakota: 
Were 7 1 ll 159 128 31 
45 49 30 1, 385 1,070 315 
94 33 8, 852 5, 376 3, 476 
Mountain Home 17 64 56 3, 154 1, 960 1, 194 
Murfreesboro............ | REDS 41 34 38 623 584 39 
151 92 79 3, 641 2, 703 938 
xas: 
nham 361 314 47 
4, 857 3, 053 1, 804 
Houston. , 894 5, 589 355 
Kerrville. 753 704 49 
Marlin 1, 233 1, 146 87 
Me 9 1,878 1, 566 312 
Temple 71 2,042 1, 589 453. 
Waco 264 1,018 996 22 
Utah: Salt Lake City... 45 2, 245 1,356 
Vermont: 
White River Junction. -- 28 1,196 1,077 ug 
47 1, 790 1, 185 655 
23 39 50 4, 857 3, 302 1, 555 
80 18 |. 1,951 1, 646 305 
172 yg 2 255 238 17 
45 5 21 3, 441 2, 464 977 
Lecnmetal 1 15 1, 228 1,040 188 
29 _ ae 1, 634 1, 457 17 
973 755 218 
40 1,248 654 504 
5 10 35 1,277 933 344 
115 14 3 2, 228 1, 589 639 
99 |....---..| 1,744] 1,621 223 
4 26 2 934 784 150 
197 ae 412 346 66 
45 37 49| 4,205) 3,145| 1,150 
32 4 886 751 135 
1 11 8 4 83 
_ 31, 768 8} 20,301} 4,742] 6,717 | 413,640 | 281,004 | 132, 686 
4 Fiigible applicants not scheduled for admission as of Jan. 12, 1080. 
3 For which determination been made that care was or was not needed. 
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. 81, 1958 


SESE 
S883 $38 sss 
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S833 


See footnote at end of table, p. 52. 
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251.0 
559.0 
1, 199.6 
215.4 
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301.7 
210. 2 
428.3 
1, 164.1 
47. 
60. 
256.08) 1 
360.8) 3 
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91. 
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104. 
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20. 159. 4 
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Dee. 31, 1958 
Resi- 
dents 
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Full- 
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632. 


1958 
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774.9 
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State and city 
Louisville. 
Kansas 
Poplar Bluff. 


TABLE 16.—Full-time equivalent employment in VA hospitals on Dec. 31, 1956, and 
Louisiana: 


Dawson Springs 
New 
Gulfport division___. 
Jefferson Barracks__- 
St, 


Kentucky: 


Missouri: 


i 

eet 


‘See footnote at end of table, p. 52. 


|_| 
607.0 573.4 —33.6 48.0) 25.0 0 23.0 3.0 72. 8} 449.6 
| 633.0 623.1 —9.9| 57.3) 21.3) 20.0 16.0) 2.0) 102.0) 461.8 
| 491.7 522.0} +30.3) 28.8 18.0 0} 610.8) 2.3 76. | 414.9 
} 705. 8 717.8 +12.0) 32.3 31.5 0 .8 4.0 113.0 568.5 
368.1 356. 0 —12.1 17,2 12.0 1.5 3.7) 2.0 52.0) 284.8 
514.8 509. 3 —5.5| 33.9) 21.0 6.5 6.4, 2.0 77.4, 396.0 
| 1,132.0) 1,096.6 —35.4 51.2} 34.0) 11.5 5.7) 4.0 80.0) 961.4 
1,031.8) 1,042.0) +10.2} 26.0) 23.4 0 2.6) 4.1 85.0} 926.9 
1,684.7) 1,621.5 —63. 2) 133.0) 62.5) 52.6 17.9; 6.0) 253.5) 1,220.0 
1, 007.1 988. 0 —19.1 24.3) 21.3 0 3.0) 4.0 87.1 872.6 
675.4 683. 9 +8.5 16.1 13.0 0 3.1 4.1 66.9) 596.8 
570. 4 532.0 —38.4 16.7 14. 6) 7) 1.6) 2.1 68.6) 444.6 
574.6 521.4 —53.2 36.1 14.9 17.0 4.2 3.5 76.0) 405.8 
1,051.8} 1,286.0) +234.2 21.2 20. 0) 0 1.2} 4.0 57.8} 1, 203.0 
1,065.1) 1,047.1) —18.0) 71.6) 38.3) 21.0) 12.3) 5.0) 132.3) 838.2 
302. 0 303. 0: +1.0) 10.0 8.0 0 2.0} 2.0 48.0) 243.0 
272.6 272.3 -.3 13.0 9.0 0 4.0 2.0 42.0) 215.3 
1,376.7) 1,399.1) +22.4) 131.2) 59.0) 47.5) 24.7; 4.5) 210.0) 1,053.4 
770.3 784.1 +13.8 17.1 12.0 0 5.1 4.0 65.4| 697.6 
245.6 249.8 +4.2 16. 2 15.2 0 1.0 1.0 38.0) 194.6 
720.6 694. 7 —25.9 19.8 15. 5 3.0 13) 3.0 57.0) 614.9 
642. 1 631.2; -—10.9} 42.2) 23.5) 10.0 8.7) 3.0 93.0) 493.0 
| 601.0 818.5) +217.5 17.9) 17.9 0 0 3.0 40.7| 756.9 
630. 8 607.7 —23.1 37.2} 21.0 10.3 5.9) 2.0 106.0) 462.5 
233. 1 222. 4 —10.7 10.5 9.0 0 1.5, 2.0 32.0) 177.9 
676. 4 664.0} —12.4) 61.4) 28.3) 18.1) 15.0) 3.0) 113.0) 486.6 
ontana: 
Fort Harrison___.._- 240.3 244.8 +4.5 12.5 10.1 0 2.4, 2.1 38.8} 191.4 
Miles City_-_.._..-- 124. 120.3 —4,2 7.2 4.9) 0 2.3 1.0 14.5 97.6 
Nebraska: 
Lincoln... 
Nevada: Reno-.__---- 
| } 
aa 1 
l | 
1 2 | 
0 
7 
5 
| 7 
6 
4 
9 
| 8 
| 
| | 
1 | 
4 


ol 
All 
other 
staff 


WOOOWNONN 


SRESEEREBER ESS 


459. 
329. 
069 
812. 
197. 
100. 
237. 
110. 
616. 
761 
316.0 
435. 
230. 
528. 
354. 
198. 
395. 
974, 
186. 
687. 
471 
794.0 
908. 
456. 
253. 
355. 8 
532. 5 
213. 
241 
425. 
448. 
608 
530. 
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Dec. 31, 1958—Continued 


1958 


7 
4 
. 3 
3 
1 
8 
6 


Loo HOOD 


642. 
423. 
284. 
917.1 
257. 1 
126. 
289. 
203 
799, 
025. 
950. 
412. 
247.0 
791.0 
401.7 
259. 
480. 
095. 
243 
823. 
634. 
922.0 
172 
585. 
334. 
461.4 
678.0 
490. 
265. 
311 
756. 
574, 
693. 
677. 
180. 
269. 
187. 
795, 
1, 489. 
463. 
267, 
334 
786, 
1, 215. 
945 
291.3 
599. 
305 
225 


Total staff !, Dec. 31 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


TaBLeE 16.—Full-time equivalent em 


and 


. 
All 
ther ; 
| 
| 


52 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


TABLE 16.—Full-time equivalent employment in VA hospitals on Dec. 31, 1956, and’ 
Dec. 31, 1968—Continued 


Dee. 31, 1958 
Total staff ', Dec. 31 
Physicians 
State and city other 
Resi- | Con- staff 
Increase Full- | dents | sult- 
1956 1958 (+) Total} and | and | ants 
decrease part- | in- and 
(-) time | terns jattend 
ings 
Wash 
American Lake. ____ 590.3] 580.0} 13.6) 12. 0 540} 500.4 
443.4] 457.6} +142} 44.9] 18.5] 19.5] 11.9} 3.0] 73.0] 336.7 
Spokane 236.7| 244. +82| 12.0) 12.0) 0 0 | 20| 439) 187.0 
575.1| 604.9] +20.8| 25.8) 24. 0 1.5| 81.0} 495.1 
Walla 411.9} 426.7} +148] 17.0) 0 | 10.0, 20| 67.4) 340.3 
West Virginia 
221.9} 216.3} 126) 10.5) 0 20 32.0) 169.7 
237.0} 229.6 10.6) 2.6] 39.0] 1780 
240.6} 2287) 123) 10.6) 0 1.7] 1.0} 30.0} 1764 
941.2} 904.4] —36.8| 31.7] 26.5} 3.0, 22) 29) 117.0) 7528 
Wisconsin. 
Madison...........- 508.0} 522.0) +14.0| 29.0) 17 5.0| 7.0] 85.0} 405.0 
675.0} 681. +6.0| 180} 0 7.0| 46.0} 614.0 
1,479.0} 1,513.1} +34.7} 103.5] 60.0; 25.0] 18.5| 11.0} 202.5) 1,196.1 
485.3} 490.1) +48] 6.0| 0 20) 47.0] 434.2 
Totals... _......|118, 121. 9116, 728. 906. 787. 408. 9/1, 156. 5 14, 380. 2195, 484. 0 


1 Full-time equivalent of full-time and part-time employees. 
TaBLe 17.—Total hospital staff, additional types of personnel who would be added 


to staff, and use of consultant and attending physicians 


sought if Utilization of consultant and 
- mated for fiscal year 195? 
loyees 
(full-time 
equiva- Total 
State and city lent) on man 
uty, 
Dee. Nurses!} Physi- | Den- | Other!| ber of sultants 
1958 cians! | tists! different and at- 
(exclusive 
of travel) 
$687 965 
235 | 6,575 
1,000 | 24,000 
479 7,191 
378 2 1,515 15, 150 
14 11596 | 47,305 
1,309 25 882 26, 450 
3 300 357,05 
775 1 49 9, 
926 80 21 26, 250 


See footnote at end of table, p. 55. 
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LE 17.—Total hospital staff, additional types of 
= to staff, and use of rr oe and attending physicians—Continued 


ersonnel who would be added 


Em sought if prim: Utilization of consultant and 
were attending esti- 
Total em- mated for fiscal year 1959 
loyees 
(full-time 

Average 

wamentaty duty, Num- | annual | all con- 

Dec. 31, | Nurses!| Physi- Other'| berof |payment) sultants 

1 1] tists! per and at- 

persons | person | tendings 
(exclusive 

of travel) 

Connecticut: 
0} | | | 482] 32,750 
884 16 73 81 1,025 83, 000 
Delaware: 358 (*) (*) (*) 39 740 28, 865 
Pineton | | @ | | no} 90,000 
a: 

OS ee 602 ¢ 14 (* 51 24 965 23, 164 
see 423 4 2 % (*) 24 401 9, 623 

a: 

421 ( 1 71 867 61, 550 
1, 342 6 {3 40 1, 500 60, 000 
586 12 5 61 12 1, 463 17, 550 
180 3 2 4 1, 900 7, 600 

265 2 (*) 27 1, 621 43,775 
is: 
Chi 
Wert 644 9 73| 1,143] 99,150 
705 w ty (*) 65 1, 385 90, 000 
1,041 7 15 1,345 20,175 
1,720 (*) 19 1,175 22, 324 
249 3 12 1, 883 22, 600 
2, 980 (* 141 2, 274 320, 608 
Fort 240 (*) (*) 13} 1,271 16, 525 

S48 4 59 74 1,824 000 
1,098 |  (*) (*) (*) 16| 32,650 
wa: 
16 | (*) | 4| 2,225 8, 900 
Des Moines. 520 + 21 558 11, 725 
624 (*) 49 480 23, 525 
Knoxv 975 (*) 13 1,831 23, 800 
1,10} (*) | (*) 48| 1,272} 61,050 
Springs divi 

xce vi- 

sion. 187 *) (* 10 825, 8, 250 

Wadsworth division.--.. 805 <3 te te 40 1, 850 74, 000 
Dowson Springs (Out- 
191 (*) 6 650 3, 900 
Tae See 773 *) *) wg (*) 27 870 23, 500 
632 ll 4 * 37 90 64, 000 
Louisiana: 
aS eS 573 10 2 (* 20 18 461 8, 300 
New 623 te 60 1,797 107, 840 
718 18 7 46 18 729 13, 130 
Baltimore. 356 2 6| 16 22| 1,155| 25,400 
Perry Points Bb ofl Sit 
1,042] (*) *) (* 25 963} 24,080 


See footnote at end of table, p. 55. 


All 
509. 4 
336.7 
187.0 
495.1 
340. 3. 
169.7 
178.0 
176.4 
752. 8. 
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144.6 
434.2 
484.0: 
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1950 
tal 
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TaRLeE 17.—Total hospital staff, additional types of personnel who would be added 
to staff, and use of consultant and attending physicians—Continued 


Employees sought if primary Utilization of consultant and 
fund allotment were incre attending physicians esti- 
Total em- mated for fiscal year 1959 
loyees 
(full-time | 
equiva- Total 
State and city lent) on Average! paid to 
duty, Num- | annual | all con- 
Dee. 31, | Nurses'| Physi-| Den- | Other'| ber of |payment) sultants 
1958 cians | | tists ! different per and at- 
persons | person | tendings 
(exclusive 
of travel) 
Michigan: 
Ame §21 (*) (*) (*) (*) 75 $800 $59, 971 
Battle Creek _- sada 1, 286 (*) (*) (*) (*) 17 604 10, 275 
Dearborn... ae 1, 047 (*) (*) (*) (*) 100 1, 534 153, 400 
Iron Mountain. 303 (% 6} (*) 20 1, 214 24, 280 
272 (*) 2 (*) (*) 22 1,309 28, 800 
Minnesota: 
Minn Sen Fae 1, 399 (*) (*) (*) (*) 105 1, 446 151, 810 
RE 784 (*) (*) (*) 13 2, 586 33, 615 
ES SS 250 (*) 10 (*) 25 9 1, 404 12, 635 
Gulfport division. ...-.-... 695 (*) 8 (*) 13 17 710 12, 070 
631 (*) (*) (*) @) 44 1, 288 56, 660 
Missouri: 
Jefferson Barracks_.______- 819 (*) (*) bee as 13 1, 362 17, 700 
Kansas City 608 (*) 10 (*) 29 59 1,043 61, 555 
Poplar Bluff aed 222 5 1 (*) 9 12 1, 858 22, 300 
664 9 5} (*) 8 109} 1,062 | 115,775 
Montana: 
West 2. -..... 245 5; (*) (*) 1 25 1, 600 40, 000 
ON See. 120 (*) (*) (*) 4 10 1, 905 19, 050 
Nebraska: 
Grand Island___._-......-- 247 (*) % (*) 2 18 1, 457 26, 225 
318 (*) 12 41 1, 585 65, 000 
oS Eee eee 539 (*) 5 (*) 4 61 637 38, 875° 
Nevada: Reno-._-.......-.- 208 2; (*) 4 26 539 14, 025 
New Man- 
a ee a 213 (*) 4 (*) 5 37 742 27, 450 
New J 
East Orange 1,114 (*) (*) (*) 82 1,171 96, 000 
1,349 12 (*) (*) 24 32 1,170 37, 440 
New Mexico: 
Albuquerque. --._-.--.---- 596 (*) (*) (*) 12 64 591 37, 840 
247 (*) (*) 1 14 1, 674 23, 430 
10 (* 13 80 878 70, 200 
(*) be (*) 28 752 21,050 
4 - 12 24 941 582 
(*) (*) 43 135 | 1,272 | 171,685 
17 85 1,414 | ~120, 200 
(* (*) 117 1,115 | — 130, 500 
(*) (*) 32 619 19, 793 
bg fe (*) 15 1, 600 , 000 
(*) ¥. (*) 2% | ‘1,187 07858 
(*) tie (*) 123 1, 093 134, 500 
(*) 21 1, 138 23, 900 
ts} (* 24 1, 302 31, 249 
*) ge 19 68 630 42, 850 
) (*) (*) (*) 74 1, 058 78, 280 
) (*) (* (*) 53 585 31, 000 
(*) (*) 13 | 1,358 17, 650 
7 21 860 18, 050 
257 *) (*) 0 (*) 26 1, 586 41, 225 
127 ee 8 €4 8 2, 072 16, 575 
289 (*) (3 (*) 17| 1,628 27, 680 
1, 204 (*) (*) <3 (*) 8} 2,188 17, 500 
799 (*) (*) (* (*) 90 767 , 025 
1,025 19 1 80 1, 288 103, 000 
950 (*) (*) (*) (*) 121 976 118, 100 
413 (*) (* (*) 14} 1,443 20, 200 
599 12 1,069} 82,350 
247 2 1; 8 11| 5,727 63, 000 
791 (} es} 12 69 145 10, 025 
402 (*) 14 6| 1,198 7, 188 


See footnote at end of table, p. 55. 
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RLE 17.—Total hospital staff, additional types of personnel who would be added 
be to staff, and use of consultant and attending shepisians—-Coationtd 


Employees sought if primary 


Utilization of consultant and 


fund allotment were increased attending physicians esti- 
Total em- mated for fiscal year 1959 
ployees 
equiva- 
, | Nurses!| Physi-| Den- | Other'| ber of |payment) sultants 
1958 cians! | tists! different per and at- 
persons | person | tendings 
(exclusive 
of travel) 
Pennsylvania: 
635 10 (*) 20 171 7 | 76, 475 
oe ea Rd. (NP)-- 922 12 5 (*) 80 27 1, 978 53, 400 
eared cat seen 1,173 (*) (*) (*) (*) 71 1, 327 94, 250 
Wilkes- 585 (*) (*) (*) (*) 35 738 26, 514 
Puerto Rico: San Juan __---- 335 3 2 (*) 
Rhode Island: Providence--. 461 7 2 (*) ~ 
South Carolina: Columbia-- 678 16 6 (*) 5 21 2, 395 50, 285 
South Dakota: a 
312 (*) 1 (*) (*) 3 
Tennessee: ‘ 
ON 1, 756 (*) (*) (*) (*) 28 654 18, 309 
Mountain Home. 575 (*) 8 (*) 
Murfreesboro... 693 (*) (*) (*) 
‘exas: 
: 13} (*) 31 125| 1,336 | 167,000 
(*) (*) (*) 14 "957 13, 400 
Marin” 3 1} (*) 860 9, 460 
Utah: “Sait Lake City. 10 | (*) 14 90 833 75, 000 
mont: te ver 
291 1 (*) 4 46 1, 368 62, 950 
Virginia: 
1, 225 (*) 4 (*) 38 1, 200 45, 
ashington: 

American 580 6 ‘ 1 (*) 14 ll 1, 100 12, 100 
Vaneouvel 605 (*) (*) (*) 5 14 1, 257 17, 600 

wath 427 2 (*) (*) 2 10 714 
est Virginia 
216 7 1 1, = 22, = 
230 2 2 1 30, 
Siumtingtom. .............. 229 6 5 (*) 7 26 750 19, 51 
904 (*) 12 (*) 55 31 1,191 36, 
se 
1,513} (*) (*) (*) 83 | 2,513 | 208, 601 
183 (*) (*) (*) 3 13 1, 873 24, 350 
SS Ra See 490 (*) (*) (*) (*) 6 917 5, 500 


tn pale for which an asterisk (*) is shown indicated that ey would employ additional personnel 
n these categories without showing the number to be employed 


| | 
it and 
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See footnotes at end of table, p. 87. 
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TABLE 20.—Net cost of operation of VA hospitals, fiscal years 1955-59-—Continued 
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TABLE 21.—Capital value of VA hospital and domiciliary buildings, and 
maintenance costs 


Capital Maintenance costs (dollars) 
value (at 
estimated 
State and city replace- Needed, Estimated 
ment Scheduled | but de- 
cost) ! fiscal year | ferred due Total 
(000) 1959 to lack Fiscal year | Fiscal year 
of funds ? 1960 8 1961 3 
Alabama: 
Montgomery--_..._______- 5, 800 $6, 126 $9, 165 $36, 350 12, 350 63, 991 
Tuscaloosa_.....____._-_-- 15, 000 0 61, 850 155, 100 0 216, 950 
OO ee 25, 056 83, 634 73, 382 141, 951 131, $55 430, 822 
Arizona: 
2S eee 5, 200 3, 500 11, 500 74, 600 0 89, 600 
, Sa Seen 12, 000 107, 600 148, 707 92, 797 107, 682 456, 786 
rr ae 13, 000 55, 150 422, 700 58, 100 0 535, 950 
Arkansas: 
a 8, 250 11, 500 12, 045 17, 300 0 40, 845 
OT ER 14, 166 3, 967 27, 803 14, 100 0 45, 870 
North Little Rock... __-.- 26, 000 55, 632 83, 950 i 0 208, 617 
California: 
a er 10, 000 15, 942 2, 400 11, 300 0 29, 642 
LAvermmere................. 17, 649 66, 948 127, 500 132, 800 0 327, 248 
if eae 30, 000 14, 070 100, 200 22, 975 16, 025 153, 270 
eae 100, 925 146, 088 0 410, 034 372, 435 928, 557 
SPSS: 16, 000 71, 728 100, 500 | 0 0 172, 228 
SESS 23, 7: 190, 185 7, 600 280, 100 767, 885 
San Fernando. -.._-.....- 13, 000 290, 495 76, 575 268, 668 309, 000 944, 738 
San Francisco--......-.-- 13, 091 210, 935 37, 900 217, 156 0 465, 991 
Ev atdabisieknennae 25, 000 700, 400 0 1, 392, 050 0 2, 092, 450 
Colorado: 
13, 500 1, 800 4, 800 11, 683 
ee 20, 000 13, 722 166, 000 4, 550 3, 800 188, 072 
Grand Junction........__- 6, 000 3, 700 13, 700 33, 000 0 50, 400 
Connecticut: 
PINS wancndnces sue 6, 600 173, 800 401, 700 135, 323 0 710, 823 
PO  ——E—— 16, 629 84, 912 225, 000 176, 200 139, 700 625, 812 
Delaware: Wilmington--_--_-- 15, 000 12, 618 21, 340 9, 350 0 308 
District of Columbia: Wash- 
“SS > ae 10, 000 58, 650 33, 405 47, 800 47, 800 187, 655 
Florida: 
OS eee 18, 570 24, 892 8, 000 71, 200 0 104, 092 
Coral Gables.............. 15, 000 22, 305 76, 000 7, 000 0 105, 305 
5,141 12, 000 0 27, 300 0 39, 300 
Georgia: 
CS ee ee 5, 000 800 3, 800 4, 200 0 8, 800 
(eae 32, 000 16, 535 71, 850 77, 000 90, 000 255, 385 
a ins in mesic 35, 000 36, 890 176, 495 135, 700 0 349, 085 
Thomasville.. ....._____- 10, 000 119, 000 42, 739 116, 000 116, 000 393, 739 
Tdaho: Boise.........- 8, 000 26, 553 43, 14, 900 0 85, 303 
Illinois: 
Chicago: 
West Side... ........- 10, 115 11, 600 16, 000 24, 900 0 52, 500 
Research --_- 18, 265 0 170, 100 33, 000 0 203, 100 
eS 296 59, 795 0 86, 400 74, 400 220, 595 
a 41, 057 90, 982 0 48, 624 27, 620 167, 226 
ee a 6, 450 17, 250 39, 000 51, 400 0 107, 650 
Hines... 78, 227 182, 620 203,400 | 1, 652, 100 0 | 2,038, 120 
5, 000 0 27, 575 33, 800 0 61, 375 
Indiana: 
Fort Wayne. ...........-- 7,000 83, 004 8, 400 0 0 91, 404 
21, 258 19, 017 50, 025 113, 500 0} 182, 542 
_ ae ae ass 28, 000 126, 907 71, 250 318, 420 0 516, 57 
11, 000 0 0 0 0 0 
Des Moines.-_... 9, 250 9, 700 84, 800 9, 000 0 103, 500 
a eS 12, 000 9, 037 56, 035 11, 500 0 76, 572 
Knoxville...............-- 4, 178 27, 332 62, 035 61,277 51,850 | 202, 44 
Kansas: 
ES 17,779 0 0 0 0 0 
Springs divi. 
sior vi- 
7,700 6, 125 35, 900 16, 800 14, 300 
Wadsworth division. 4 27, 000 149, 805 49, 200 185, 900 170, 500 | 555, 00 
7, 500 0 33, 500 186, 000 21% 
Kentucky: 
Dewan Springs (Out- 
eae” 15, 000 61, 541 150, 000 37, 700 34, 700 539 
15, 000 27) 759 129, 830 53, 950 
Laouieville............2..-i- 10, 686 62, 100 21, 700 96, 400 108, 000 
Louisiana: 051 
Alexandria.............._. 12, 600 48, 747 0 79, 610 29,694 | 158, 
New Orleans....-.-.-_--- 9, 774 0 0 30, 000 
Shreveport...............- 13, 000 30, 000 0 0 
See footnotes at end of table, p. 90. 
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TABLE 21.—Capital value of VA hospital and domiciliary buildings, and 
maintenance costs—Continued 


Capital Maintenance costs (dollars) 
value (at 
estimated 
State and city replace- Needed, Estimated 
ment Scheduled | _ but de- 
cost) ! fiscal year | ferred due Total 
(000) 1959 tolack | Fiscal year | Fiscal year 
of funds ? 1960 $ 1961 3 
peotnee as bivewewacnesguayn $20, 000 $98, 523 $453, 840 $66, 439 $391,049 | $1,009, 851 
arylan 
a 6, 200 122, 092 0 0 2, 500 124, 592 
Wort. Howard. ........-.-- 12, 000 28, 061 20, 215, 800 0 264, 297 
33, 700 562, 464 166, 465 304, 500 0 | 1,083,429 
Massachusetts: 
tele 30, 000 25, 632 43, 251, 550 310, 800 ; 
27, 000 22) 810 91, 500 87, 200 0 201, 510 
0 19, 696 62, 907 61, 800 55, 300 180, 007 
Northamrton.... .-..--.-- 18, 000 63, 486 111, 800 33, 900 0 1 
Rotlend Heights... 15, 000 51, 647 59, 753 53, 703 165, 103 
gan: 
Ann Arbor..........-...-- 10, 278 * 4,450 2, 350 27, 200 0 34, 000 
Battle Creek__....--.-__-- 27, 000 100, 637 $1, 000 15, 900 0 197, 537 
18, 000 100, 000 0 100, 000 0 200, 000 
Iron Mountain. - --_--.--- 5, 790 2, 600 1, 500 2, 500 0 6, 600 | 
] Sa eee 8, 000 7, 075 8, 900 7, 400 0 23, 375 . 
Minnesota: 
’ Minneapolis. -.--...-...-- 26, 000 16, 443 95, 966 75, 215 0 187, 624 
i ere 19, 000 104, 564 171, 200 112, 200 0 387, 964 
Mississippi: 
| th A 24, 036 66, 805 214, 510 95, 010 83, 070 459, 395 i 
) Gulfport division. -.-- 28, 527 152, 940 385, 198 47,030 39, 800 624, 968 t 
7, 469 16, 705 46, 000 151, 000 0 213, 705 
uri: 
Jefferson Barracks___...-- 19, 000 73, 599 0 81, 860 25, 500 180, 959 if 
) 11, 000 0 4, 900 22, 700 0 27, 600 | 
9, 706 0 42, 950 3, 000 0 45, 950 ' 
} 8, 139 6, 600 81, 100 28, 700 0 116, 400 
5, 842 0 12, 500 31, 500 0 44, 000 
6, 544 9, 140 1, 604 3, 000 0 13, 744 / 
5, 307 0 0 6, 635 0 6, 635 : 
5, 976 54, 286 19, 900 56, 800 0 130, 986 
; 14, 474 4, 500 3, 500 169, 500 0 177, 500 
) 1, 822 61, 230 8, 690 5, 500 0 75, 420 
5, 736 12, 500 7,000 23, 200 9, 000 51, 700 
) | 
5 26, 500 12, 000 0 17, 600 0 29, 600 q 
5 60, 000 191, 231 158, 627 199, 890 0 549, 748 
) 
3 12, 000 6, 100 142, 100 61, 390 0 209, 590 
8, 000 50, 000 45, 450 76, 000 0 171, 450 
24, 990 0 25, 900 6, 000 0 31, 900 
5, 600 9, 125 15, 037 15, 100 19, 500 58, 762 
25, 000 12, 245 78, 910 103, 150 0 194, 305 | 
37, 000 86, 547 337, 000 3, 600 0 427, 147 | 
24, 000 18, 498 69, 000 95, 790 0 183, 288 | 
25, 500 25, 000 153, 000 0 0 178, 000 | 
20, 000 5, 700 12, 600 59, 600 28, 340 106, 240 j 
16, 200 9, 450 58, 000 168, 500 0 235, 950 | 
35, 000 145, 500 23, 500 141, 000 146, 500 456, 500 
30, 000 8, 300 0 2, 400 0 10, 700 
62, 500 36, 500 73, 700 46, 500 4 156, 700 
10, 961 29, 350 59, 250 42, 500 ‘ 109 
N orth Carolina: ie , 700 21, 191 19, 750 35, 587 32, 187 ; 
, | 12, 000 0 0 20, 700 0 20, 700 
Fayetteville... 6, 000 16, 400 0 0 0 16, 400 
25, 000 147, 277 440, 150 92, 000 0 679, 427 
“win 8, 823 10, 0 11, 200 8, 050 29, 700 
2, 801 1, 100 2, 000 8, 200 0 11, 300 
one OE SEES RLY 6, 500 3, 707 2, 120 20, 426 5, 970 32, 223 
cp 10, 500 700 20, 000 10, 800 0 79, 500 
Chillicothe... 25, 000 85, 415 14,000 | 108, 000 0} 207,415 
Cin . | 15, 000 , 450 53, 860 73, 500 0 196, 810 
20, 000 55, 753 106, 431 89, 000 0 251, 1 
50, 250 230, 000 471, 000 7%, 
See footnotes at end of table, p. 90. 
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TaBLE 21.—Capital value of VA hospital and domiciliary buildings, and 
maintenance costs—Continued 


Capital Maintenance costs (dollars) 
value (at 
estimated 
State and city replace- Needed, Estimated 
ment Scheduled | _ but de- 
cost) ! fiscal year | ferred due Total 
(000) 1959 to lack Fiscal year | Fiscal year 
of funds ? 1960 3 1961 3 
Oklahoma: 
Muskogee Race $15, 000 $31, 885 $23, 433 $148, 300 0 $203, 618 
o Oklahoma City-__._- 11, 000 0 11, 200 5, 000 0 16, 200 
Camp White 6, 100 14, 327 32, 313 431, 414 0 478, 054 
Portland... _--. 13, 750 120, 300 406, 000 68, 000 $85, 000 679, 300 
Roseburg 18, 000 14, 000 38, 000 22, 000 53, 300 127, 300 
Pennsylvania: 
eS ee eres 7,000 1, 500 0 25, 375 0 26, 875. 
ae 20, 887 6, 000 44, 750 23, 600 0 74, 350 
Coatesville._._._- 40, 000 24, 279 5, 700 115, 475 0 145, 454. 
= > eae 5, 500 5, 150 2, 960 2, 800 0 10, 910 
Lebanon._______- 35, 000 44, 574 5, 100 62, 600 56, 100 168, 374 
Philadelphia 9, 000 32, 203 0 61, 300 0 93, 503 
Pittsburgh: 
Leech Farm Rd. 
+ EIR enent 21, 000 56, 890 0 43, 500 0 100, 390. 
University D 
(Gas. &8&.). 26, 500 487, 738 284, 400 300, 000 0 | 1,072,138 
Wilkes-Barre..... .....-- 18, 000 37, 200 22, 500 20, 500 0 $80, 
Puerto Rico: San Juan-_-_-.___- 3, 800 20, 330 32, 945 89, 480 0 142,7. 
Rhode Island: Providence __-- 6, 324 2, 869 3, 300 69, 350 0 75, 519 
South Carolina: Columbia... 13, 500 48, 000 6, 500 52, 100 146, 100 252, 700 
South Dakota: 
Fort Meade............... 4, 513 288, 680 492, 865 22, 000 0 803, 545 
Hot “og Seg, See 12, 552 129, 900 147, 500 100, 700 0 378, 100 
«| Ges 7, 500 16, 715 4, 300 16, 600 0 37, 615. 
Tennessee: 
EE) 9, 839 222, 040 19, 250 83, 000 0 324, 290 
Mountain Home.__---_.-- 50, 000 8, 524 17, 900 5, 900 0 32, 324 
Murfreesboro.. -_.-.-.-. 20, 000 14, 100 11, 000 0 0 25, 100 
7, 500 25, 000 12, 000 0 0 37, 000 
Texas: 
en gee 3, 125 29, 410 26, 120 3, 750 0 59, 280 
SEES Set 7, 968 9, 729 9 5, 600 1, 300 16, 629 
7 RRR Seve 5, 442 6, 100 0 19, 500 0 25, 600 
EE ae 15, 000 5, 750 0 59, 240 24, 300 89, 290 
i nw dacbocne 19, 523 92, 600 0 90, 300 90, 300 273, 200 
>, See ee 10, 000 1, 030 40,175 5, 400 6, 700 53, 305- 
i SRE Beer 4, 961 5, 500 4, 300 26, 700 0 36, 500 
GRE Apes 3, 189 27, 450 41,110 194, 400 0 262, 960 
eee 18, 864 14, 100 82, 935 26, 396 27, 329 150, 760 
i i RS Byrn 18, 465 26, 022 87, 500 89, 300 0 202, 822 
Utah: Salt Lake City_.._.._-- 17, 264 25, 000 0 28, 800 5, 000 58, 800: 
Vermont: White River Junc- 
SS RE ee ress 5, 210 16, 484 17, 500 5, 300 0 39, 284 
Virginia: 
ee 32, 666 638, 304 63, 800 647, 320 698,200 | 2,047, 724 
en RR eves 18, 000 51, 600 125, 600 38, 000 0 215, 200 
| «Sea os 35, 243 74, 600 227, 000 109, 200 99, 400 10, 200 
Washington: 
American Lake.-.._..-... 3, 354 95, 042 186, 145 10, 575 0 291, 762 
|| “SR Perera 9, 137 0 37, 650 11, 000 0 48, 650 
3, 425 5,000 22, 200 13, 300 0 40, 500 
Vancouver..........-..... 15, 000 23, 800 65, 200 16, 000 0 105, 000 
Walla Walla. ___.._-.__... 16, 500 120, 677 12, 970 138, 300 0 271, 47 
West Virginia: 
| a ae 8, 250 6, 000 0 14, 600 0 20, 600 
Clarksburg. .....-......_- 5, 237 6, 800 0 13, 200 0 20, 000 
Huntington_______--______ 4,000 2, 102 162, 200 49, 200 0 213, 502 
Martinsburg Sea 7 17,000 100, 000 26, 700 78, 000 113,000 | 317, 700 
in: 
Madison 11, 875 0 26, 200 0 0 26, 200 
15, 000 42, 352 58, 970 30, 400 21,800 | 153,522 
40, 000 42, 300 216, 847 516, 000 433,000 | 1, 208, 147 
Wyoming: 3 
Cheyenne 10, 500 40, 073 4, 800 45, 300 0} . %, py 
SS SE 20, 000 3, 600 42, 000 397, 250 Oo} 442, 
Total, all columns... 2, 835,030 | 9, 813, 700 | 11, 554,900 | 15,933,600 | 4,939, 700 42, 242, 000 
Furth ti f property, in manager’s opini 
er deferr: eterioration of pro , in m s opinion. 
3 Including only items costing more than $1,000 each and needed in the year indicated in the manager's 


opinion. If station did not indicate separate estimates for 1960 and 1961, the total is shown in fiscal year 


1960 column. 
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TaBLE 22.—Cost of capital improvements,! maintenance, minor betterments, and 
replacement and new equipment * 


| Capital Mainte- 
improve- nance 4 
ments scheduled Replace- 
scheduled | fiscal year Minor ment and 
fiscal years| 1959, de- better- | new equip- 
State and city 1959, 1960, | ferred for ments 5 ment ¢ Total, all 
1961; not of needed needed items 
programed,| funds, and | fiscal years | fiscal years 
orunder | needed, | 1960-61 | 1960-61 
considera- | fiscal years 
tion fiscal 1960-61 
year 1962 
Alabama: 
| $414, 961 $5, 000 $3, 000 0 $422, 961 
A EE eS ee 1, 150, 826 63, 991 14, 440 $26, 300 1, 255, 557 
216, 21, 100 65, 500 303, 550 
3, 602, 000 430, 822 7, 800 61, 397 4, 102, 019 
Arizona 
38, 000 89, 600 2, 800 99, 860 230, 260 
SE Se See a 3, 620, 900 456, 786 28, 350 21, 135 4, 127,171 
0 7, 200 48, 950 592, 100 
Arkansas: 
127, 439 40, 845 8, 150 20, 500 196, 934 
653, 197 45, 870 1, 642 13, 400 714, 109 
North Little Rock ..................... 9, 340, 600 208, 617 26, 450 57, 800 9, 633, 467 
ornia: 
66, 890 29, 642 2, 400 25, 500 124, 432 
214, 000 327, 248 5, 750 72, 800 619, 798 
94, 680 153, 270 12, 200 71, 050 331, 200° 
7, 919, 720 928, 557 90, 000 257, 752 9, 196, 029 
3, 417 172, 228 0 24, 875 260, 520 
767, 885 15, 800 41, 600 1, 891, 885. 
2, 473, 715 944, 738 35, 538 46, 000 3, 499, 991 
Ieee: © , 315 465, 991 3, 550 23, 600 4, 615, 456 
262, 500 | 2, 092, 450 10, 700 32, 450 2, 398, 100 
0! 0: 
ee eee: ee 250, 211 11, 633 3, 300 214, 200 479, 344 
27, 740 188, 072 0 54, 500 270,312 
Grand Junction. 99, 50, 400 1, 400 30, 900 181, 700 
Connecticut: 
NS EERE Det en 910, 050 710, 823 6, 850 120, 857 1, 748, 580 
Were 625, 812 57, 450 104, 300 1, 014, 862 
Delaware: Wilmington.._.___-_--- 108, 070 43, 308 3, 585 500 160, 463 
nor of Columbia: Washington________ 292, 700 187, 655 1, 925 119, 350 601, 630 
orida: 
769, 136 51, 400 924, 628 
105, 305 10, 000 11, 200 219, 750 
Lake 389, 000 39, 300 1, 800 61, 200 491, 300 
, 000 8, 800 3, 700 2, 600 50, 
6, 280, 370 255, 385 61, 500 53, 950 6, 651, 205 
76, 000 349, 085 4, 900 59, 230 489, 215 
0 393, 739 0 3, 500 397, 
Idaho: Boise 832, 411 85, 303 4, 100 28, 500 950, 314 
52, 500 18, 300 6, 000 490, 800 
203, 100 2, 000 101, 200 888, 363 
220, 595 20, 993 54,550 | 10, 216, 238 
167, 226 1, 900 64, 500 6, 603, 093 
038, 120 5, , 
61, 375 5, 750 33, 848 222, 
91, 404 6, 000 1, 200 111, 604 
182, 542 14, 800 19, 600 1, 303, 842 
516, 577 16, 100 62, 000 677, 677 
0 0 0 0 
103, 500 0 85, 500 6, 584, 607 
76, 572 4, 680 36, 700 441, 252 
202, 494 14, 300 78, 450 463, 144 
0 0 52, 100 98, 312 
73, 125 6, 770 10, 000 895 
555, 405 29, 450 93, 600 1, 371, 205 
781, 219, 500 4, 800 77, 850 083, 150 


See footnotes at end of table, p. 94. 
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‘TaBLe 22.—Cost of capital improvemenis,' maintenance,? minor bettermenis, and 
replacement and new equipment *—Continued 


Capital Mainte- 
improve nance ¢ 
ments scheduled Replace- 
scheduled | fiseal year Minor ment and 
fiscal y: 1959, de- better- | new equip- 
State and city 1959, 1960, | ferred for ments § ment Total, all 
1961; not lack of needed needed items 
P funds, and | fiscal years | fiscal years 
or under needed, 1960-61 1960-61 
considera- | fiscal 
tion fiscal 1960-61 
year 1962 
Dawson Springs. -- $85,000 | $283, 941 0 $18, 900 $387, 841 
621,200 | 2111, 539 $4, 500 30, 200 867, 439 
35, 000 288, 200 10, 450 13, 900. 347, 550 
a: 
Alexandria. ._ 11, 206 158, 051 0 36, 750 206, 007 
New Orleans. .....- 235, 446 0 0 235, 446 
Shreyeport........- 1, 867, 176 30, 0 0| 1,897,176 
Maine: Togus. 16, 755, 300 | 1, 009, 851 31, 155 255,865 | 18,052,171 
altimore_ 51, 500 124, 592 0 24, 700 200, 792 
Fort Howard 3, 275, 000 264, 13, 975 1,750 | 3, 555, 022 
Perry Point. 3, 955, 679 | 1, 033, 429 7, 150 308,150 | 5, 304, 408 
Massachusetts 
Bedford. 2, 397, 700 631, 2, 700 67,200 | 3, 099, 082 
Boston . 1, 086, 690 201, 510 8, 200 28,300 | 1, 324, 700 
Brockton __ 0 180, 27, 200 13, 600 220, 807 
Nort SERRE TR EI I 209, 186 9, 950 19, 400 413, 536 
Rutland Heights 483, 425 165, 103 7, 550 34, 950 601, 028 
Arbor. 572, 813 34, 000 9, 229 11, 300 627, 342 
Battle Creek. 2, 806, 000 45,800 | 3, 049, 337 
born 2, 567, 000 200, 000 5, 800 18,610 | 2, 791, 410 
aw 
Minnesota: 
Minn 343, 700 187, 624 29, 301 53, 847 614, 472 
Meme 3, 068, 585 387, 964 21, 400 16,700 | 3, 494, 649 
B x 4, 808, 915 459, 395 24, 620 160,530 | 5, 453, 460 
Gulfport division 2, 992, 400 624, 968 17, 260 87,480 | 3, 722, 108 
oi J 0 213, 705 9, 825 18, 000 241, 530 
Jefferson Barracks....................- 17, 124 180, 959 33, 650 32, 300 264, 033 
Kansas One 934, 800 27, 600 0 4, 640 967, 040 
Poplar B 18, 058 45, 3, 050 2, 250 69, 308 
St. Louis 2, 634, 638 116, 400 6, 750 26,300 | 2, 784, 088 
Montana: 
260, 000 44, 000 0 71, 150 375, 150 
Miles City. 12, 865 13, 744 0 0 26, 
a: 
Grand Island 49, 000 6, 635 2, 550 15, 950 74, 135 
Lincoln -_. a 1, 692, 370 130, 986 3, 300 41,200 | 1,867, 856 
69, 900 177, 500 3, 750 2, 200 253, 350 
Nevada: Reno__...-- 0 75, 420 875 5, 700 81, 995 
New Hampshire: Manchester............- 0 51, 700 5, 950 105, 707 163, 357 
ew 
East Orange 000 29, 600 1, 500 13, 521 74, 621 
Lyons... Me 0 549, 748 0 41, 150 590, 898 
New Mexico: 
Albuquerque. 155, 500 , 590 9, 450 48, 392 422, 932 
- Fort B oon 104, 100 171, 450 10, 900 12, 900 299, 350 
ew York: 
Alban 393, 000 31, 900 1,900 45, 500 472, 300 
Batavia. _ 59, 000 58, 762 8, 400 61, 072 187, 234 
Bath. 220, 000 194, 305 0 170, 280 584, 
Se 497, 000 427, 147 5, 000 86,600 | 1,015, 747 
Brooklyn. 88, 000 183, 288 1, 716 52, 200 325, 
417, 500 178, 000 0 32, 100 627, 
Canandaigua.........--.-..-..-.-.---- 5, 525, 000 106, 240 16, 350 106, 375 753, on 
Castle Point 184, 010 235, 950 2, 800 196, 882 619, 02 
Montrose. 1, 054, 302 456, 500 9, 400 33, 600 , 558, 4 
New York. 602, 162 10, 700 5, 500 12, 780 631, 4 
Northport, Long Island_...-.--.....-- 7, 683, 993 156, 700 7, 400 49,195 | 7,897, 500 
266, 200 131, 100 25, 600 22, 600 + 316 
Syraeuse- - 169, 776 108, 715 7,175 28, 650 314, 


See footnotes at end of table, p. 94. 
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TaBLe 22.—Cost of capital improvements,’ maintenance,? minor betterments, and 
replacement and new equipment *—Continued 


Capital Mainte- 
improve- nance ¢ 
ments scheduled Replace- 
scheduled | fiscal year Minor ment and 
fiscal years| 1959, de- better- | new equip- 
State and city 1959, 1960, | ferred for ments 4 ment ¢ Total, all 
1961; not lack of needed needed items 
programed,| funds, and | fiscal years | fiscal years 
or under needed, 1 1 1960-61 
considera- | fiscal years 
tion fiscal | 1 1 
year 1962 
North Carolina: | 
SO? cae eee $1, 143, 967 $20, 700 $10, 900 $120, 300 | $1, 295, 867 
2, 700 16, 400 0 1, 200 20, 300 
800, 000 679, 427 0 118, 400 1, 597, 827 
cd 10, 700 29, 700 12, 300 500 55, 200 
North Dakota: 
11, 300 1, 74, 673 394, 973 
32, 223 3, 210 0 37, 533 
Ohio: 
Brecksville 79, 500 8, 400 9,100! 148,000 
Chillicothe_ _ 207, 415 0 3, 000 1, 886, 415 
Cincinnati _ - 196, 810 11, 395 34, 850 548, 835 
oS, eee 251, 184 13, 557 15, 515 280, 256 
795, 777 11, 750 80, 350 4, 161, 177 
Oklahoma: 
203, 618 2, 995 246, 600 1, 560, 565 
7 klahoma City 16, 200 7, 750 | 42, 483 | 792, 133 
regon: 
0 478, 054 1,600 , 520 501, 174 
PRR Tainciecatndnecanesavcaskodae 3, 950, 000 679, 300 12, 585 51, 000 4, 692, 885 
0 127, 300 0 18, 500 145, 800 
Pennsylvania 
12, 000 26, 875 1, 200 10, 900 50,975 
143, 500 74, 4, 300 42, 746 264,896 
PR eee 877, 000 145, 454 32, 398 90, 450 1, 145, 302 
63, 700 10, 910 4,050 12, 322 90, 982 
440, 000 168, 374 2, 500 61, 125 671, 999 
348, 000 93, 0 41, 640 483, 143 
tts! 
Farm Rd. (NP)............ 324, 607 100, 390 10, 510 19, 630 455, 137 
University Dr. (G@.M. & 8.)_..._.. 838,855 | 1,072, 138 12, 090 51, 600 1, 974, 683 
ane ee 389, 500 80, 6, 500 32, 700 508, 900 
Rico: San Juan ................2... 30, 000 142, 755 24, 280 44, 670 241, 705 
Rhode Island: Providence.._...__.___.____ 241, 500 75, 519 4, 400 135,342 456, 761 
South Carolina: Columbia. __.__._..__.__. 650, 800 700 6, 500 34, 600 944, 600 
South Dakota: - 
= 
29, 379 37, 615 10, 195 12, 850 90, 039 
32,445 324, 290 2, 000 81, 200 439, 935 
789, 300 32, 324 7, 200 18, 000 846, 824 
0 25, 100 0 4, 200 29, 300 
0 37,000 0 14, 000 51, 000 
26, 620 59, 280 1, 413 25, 300 112, 613 
723, 691 16, 629 1, 800 9, 400 751, 520 
22,000 25, 600 0 43, 925 91, 525 
134,100 | =» 89,290 6, 550 4, 500 234, 440 
5, 595, 866 273, 200 10, 000 16, 200 5, 805, 266 
39, 000 53, 305 2, 000 20, 000 114, 305 
181, 500 36, 500 3, 400 8, 800 230, 200 
0 262, 960 0 34, 200 297, 160 
2.616000 | 202822 | | 
Utah: Salt Lake City 562, 984 58, 800 16, 610 37, 400 675, 794 
20, 000 39, 284 0 8, 800 68, 084 
200 | 2,047, 724 16, 500 58, 520 8, 867, 944 
0 215, 200 0 37, 800 253, 000 
700 510, 200 16, 920 94, 107 1, 808, 927 
502, 000 291, 762 9, 519 19, 050 822, 331 
262, 000 48, 650 25, 580 31, 990 2, 368, 220 
60, 800 40, 500 600 34, 890 136, 790 
156, 555 105, 000 0 10, 700 272, 255 
201, 949 271, 947 30, 030 40, 310 544, 236 


See footnotes at end of table, p. 94. 
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TaBLE 22.—Cost of capital improvements,'! maintenance,? minor betterments, and 


replacement and new equipment*—Continued 


Capital Mainte- 
improve- nance 
ments scheduled Replace- 
scheduled | fiscal year Minor ment and 
fiscal years | 1959, de- better- | new equip- 
State and city 1959, 1960, | ferred for ments ment Total, all 
1961; not lack of needed needed items 
programed,| funds, and | fiscal years | fiscal years 
or under needed, 1960-61 1960-61 
considera- | fiscal years 
tion fiscal 1 1 
year 1962 
West Virginia: 
$12, 380 $20, 600 $1, 700 $8, 900 $43, 580 
71, 000 20, 000 7, 500 19, 200 117, 700 
110, 950 213, 502 7, 900 80, 030 412, 382 
44,717 317, 700 4, 800 36, 152 403, 369 
msin: 
SES ES es 320, 900 26, 200 5, 030 5, 000 357, 130 
RS AT EB 365, 750 153, 522 22, 750 28, 500 570, 522 
395,000 | 1, 208, 147 18, 400 167, 750 1, 789, 297 
Wyoming: 
1, 273, 500 90, 173 0 9, 509 1, 373, 173 
10, 000, 000 442, 850 15, 000 49, 500 , 507, 
Total, all columns-_.-_........-------- 207, 562, 800 | 42,242,000 | 1,515,600 | 8, 359,200 | 259, 679, 600 


1 Scheduled fiscal year 1959, — 1961, and not scheduled fiscal year 1962 but under consideration. Total 


of all items costing over $2,000 each. 


2 Scheduled fiscal year 1959, deferred for lack of funds, needed in fiscal year 1960 or fiscal year 1961. 


? Needed in fiscal year 1960 and 1961. 


‘ oe over $1,000 (buildings, grounds, and equipment), excluding cost of replacing or adding new fixed 
ment. 
oa Costing less than $2,000, excluding equipment. 


® Costing over $1,000. 


TaBLE 23.—Capital improvements costs ' scheduled fiscal years 1959, 1960, 1961, not 
programed or under consideration for fiscal year 1962 


Not sched- 
Scheduled | Scheduled | Scheduled | _ uled or To 
State and city fiscal year | fiscal year | fiscal year | under con- | fiscal years 
1959 1960 1961 sideration | 1959, 1960, 
fiscal year | 1961, 1962 
1962 
abama: 

Birmingham. 0} $152,440 $28,000 | $234, 521 $414, 961 
Montgomery $6, 576 425, 000 51, 000 668, 1, 150, 826 
‘Tuscaloosa 0 0 
0| 1,752,000 | 1,850,000 3, 602, 000 

Arizona: 

| 0 11, 000 27, 000 38, 000 

2,321,900 | 1, 299, 000 0 3, 620, 900 

0 0 0 Q) 0 
‘kansas: ° 

Fayetteville... .....-- 97, 689 0 5, 000 24, 750 127, 439 
Little Rock_....----- 6, 169 14, 694 0 632, 334 , 197 
North Little Rock_._-- 69, 000 9, 000 350,000 | 8, 912, 600 , 690 

California: 

26, 890 0 40,000 |_......- 66, 890 
He 0 6, 000 0 208, 000 214, 000 
25, 480 10, 000 0 , 200 4, 
6, 700, 000 700, 000 0 519,720 | 7,919,720 
22, 617 40, 800 0 @ 63, 
604, 200 0 462, 400 () 1, 066, 
23, 000 0 48,270 | 2,402 445 | © 2,473,715 
58,015 607,300 | 3, 457,000 |____- 4, 122, 315 
23, 000 58, 000 7, 500 174, 000 262, 
24, 765 3, 500 11, 446 210, 500 250, 211 
27,740 0 0 ) 
frend 0 41, 500 14, 000 43, 500 99, 
ticut: 

oy 186, 000 0 0 724, 050 910, 08 
West Haven.........-------.-.-------- 0 0 68, 800 158, 500 a 4 

Delaware: Wilmington..-..-.-...---------- 14, 500 9, 200 75, 000 9, 370 1 


See footnotes at end of table, p. 97. 
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TaBLE 23.—Capital improvements costs ' scheduled fiscal years 1959, 1960, 1961, not 
programed or under consideration for fiscal year 1962—Continued 


Not sched- 
Scheduled | Scheduled uled or Total, 
State and city year | fiscal year under con- | fiscal years 
1959 1960 sideration | 1959, 1960, 
fiscal year 1961, 1962 
1962 
District of Columbia: Washington $56, 925 $5, 000 $230, 775 $292, 700 
Florida: 
356, 836 0 252, 300 769, 136 
10, 000 83, 245 93, 245 
353, 500 0 35, 500 
Georgia: 
Augusta 80, 870 0 6, 199, 500 6, 280, 370 
Dublin 4, 0 20, 000 76, 000 
Thomasville...---------- 0 0 0 
92, 411 0 650, 000 832, 411 
Iinois: 
Chicago: 
va es Eee 56, 000 39, 000 81, 000 414, 000 
[SERENE ee 26, 000 6, 411 485, 832 582, 063 
486, 100 0 (?) 9, 920, 100 
2, 227,642 | 4, 137, 325 0 6, 369, 467 
6, 308 10, 000 , 000 386, 
86, 000 0 811, 025 897, 025 
Indiana: 
0 0 () 13, 000 
0 112, 200 456,700 | 1, 086, 900 
83, 000 0 83, 000 
owa: 
0 0 0 
6,607 | 2, 896, 000 37, 000 6, 395, 607 
SS ee 141, 300 6, 000 176, 000 323, 300 
17, 900 0 0 167, 900 
ansas: 
Topek@.....----..---+-----=------- 46, 212 0 (2) 46, 212 
Wadsworth: 
Excelsior Springs Division 387, 000 (2) 400, 000 
Wadsworth Division 342, 750 0 (?) 692, 750 
6, 500 763, 000 791, 000 
Kentucky: 
Dawson Springs 000 60, 000 0 0 85, 000 
Lexington 31, 000 0 0 590, 200 621, 200 
Louisville 0 0 35, 000 @) 35, 000 
isiana: 
Ve Se 11, 206 0 0 0 11, 206 
New Orleans. - 130, 946 0 100, 000 4, 500 235, 446 
oo ee ee 16, 676 0 100, 500 | 1, 750, 000 1, 867, 176 
2 Tes Seer. 436, 800 100, 000 292, 500 | 15,926,000 | 16, 755, 300 
0 0 30, 500 21, 000 51, 500 
0 0 0 | 3,275, 000 3, 275, 000 
56, 267 426, 700 0| 3,472,712 3, 955, 679 
Massachusetts 
| AR 8 731, 000 420, 000 840, v00 406, 700 2, 397, 700 
116, 490 548, 000 422, 200 (?) , 086, 690 
0 0 0 (2) 0 
LR 175, 000 0 0 (2) 175, 000 
Rutland Heights. 60, 375 0 365, 050 58, 425 
Michigan: 
a eee ae 0 0 107, 733 465, 080 572, 813 
2, 056, 000 600, 000 150, 000 ) 2, 806, 000 
0 | 2,232,000 20, 000 315, 000 2, 567, 000 
0 0 0 62, 640 62, 640 
0 0 0 0 
Minnesota: 
115, 200 0 228, 500 (2) 343, 700 
142, 205 0 360,000 | 2, 566, 380 3, 068, 585 
Mississippi: 
1, 982, 000 204, O85 1, 922, 700 700, 130 4, 808, 915 
seaport GVM cccdncondan 0 1, 400, 000 530, 000 1, 062, 400 2, 992, 400 
0 0 0 0 
issouri: 
Jefferson Barracks_..........--.-- 13, 124 0 0 17, 124 
aa eS. 800, 000 0 100, 000 934, 800 
2, Se See: 5, 958 2, 000 6, 600 18, 058 
See 293, 468 12, 600 2, 312, 570 2, 634, 638 
Montana: 
ee ee 0 0 210, 000 260, 000 
12, 865 0 (2) 12, 365 


See footnotes at end of table, p. 97. 
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TABLE 23.—Capital improvements costs ' scheduled fiscal years 1959, 1960, 1961, not 


programed or under consideration for fiscal year 1962—Continued 


Not sched- 
Scheduled | Scheduled | Scheduled | _uled or Total, 
State and city fiscal year | fiscal year | fiscal year | under con- | fiscal years 
1959 1960 1961 sideration | 1959, 1960. 
fiscal year | 1961, 1962 
1962 
Nebraska: 
$14, 000 0 $35, 000 $49, 000 
ae ee 1, 106, 370 0 500, 000 $86, 000 1, 692, 370 
58, 900 $11, 000 0 (2) 69, 900 
0 0 0 0 
New Hampshire: Manchester--_-_-_-_......_- 0 0 0 0 
New Jersey: 
0 0 30, 000 0 30, 000 
0 0 0 (2) 0 
New Mexico: 
20, 509 135, 000 (2) 155, 500 
SERRE STS 34, 100 0 50, 000 20, 000 104, 190 
New York: 
tide 0 0 300, 000 93, 000 393, 000 
0 25, 000 0 34, 000 59, 000 
145, 000 0 0 | 5,075,000 5, 220, 000 
140, 000 9 87, 000 270, 000 497,00 
Rit cnckdenanacenivadnieanen 0 15, 400 72, 600 (2) 88, 000 
0 25, 000 120, 000 272, 509 417, 500 
4, 900 19, 000 0 160, 110 184, 010 
0 750, 000 156, 000 148, 302 1, 054, 302 
0 45, 229 434, 933 122, 000 602, 162 
237, 348 34, 765 28,000 | 7, 383, 880 7, 683, 993 
etheiiites 11, 200 255, 000 0 (2) 266, 200 
yrac 145, 276 0 24, 500 (2) 169, 776 
North Carolina 
8, 000 9, 967 58,000 | 1, 068, 000 1, 143, 967 
2, 700 0 0 (2) 2, 700 
0 800, 000 0 (2) 800, 000 
0 0 10, 700 (2) 10, 700 
North Dakota 
174, 000 0 120, 000 14, 000 308, 000 
0 0 0 2, 100 2, 100 
Ohio: 
0 24, 000 0 27,000 51, 000 
Chillicothe 0 | 1,380,000 296, 000 (2) 1, 676, 000 
Cincinnati__. 0 0 275, 000 30, 780 305, 780 
0} 3,173,300 0 (2) 3, 173, 300 
Oklahoma; 
14, 952 762, 000 54, 400 285, 000 1, 116, 352 
0 1, 250, 000 500,000 | 2, 200, 000 3, 950, 000 
0 0 0 () 0 
Pennsylvania: 
0 82, 490 794, 600 (?) 877,000 
0 5, 500 38, 600 19, 600 63, 700 
290, 000 0 150, 000 440, 000 
0 150, 000 118, 000 80, 000 348, 000 
Pittsburgh: 
Leech Farm Rd. ( uP. . 54, 000 28, 000 76, 718 165, 889 324, 607 
University Dr. (G.M. &§& 86, 755 390, 000 22, 000 340, 100 $28, 855 
jw ekes-erre... ....--.-.-... 55, 000 6, 800 40, 100 287, 600 389, 500 
Puerto Rico: San Juan_.----.-- 0 0 30, 000 Q) 30, 000 
Rhode Island: Providence --_.---_- 0 83, 000 0 158, 500 241, 500 
South Columbia. 650, 800 0 0 @) 650, 800 
South 
Fort “Meade 2, 044, 170 0 | 1,684, 200 (2) 3, 728, 370 
13, 704 15, 675 0 0 29, 379 
Tennessee 
Memphis 32, 445 0 0 0 32, 445 
Mountain Home. 789, 300 0 789, 300 
0 0 0 0 
0 0 0 0 0 


See footnotes at end of table, p. 97. 
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TaBLE 23.—Capital improvements costs ' scheduled fiscal years 1959, 1960, 1961, not 
programed or under consideration for fiscal year 1962—Continued 


Not sched- 
Scheduled | Scheduled | Scheduled uled or Total, 
State and city fiscal year | fiscal year | fiscal year | under con- | fiscal years 
1959 1960 1961 sideration | 1959, 1960, 
year | 1961, 1962 
1962 
Texas: 
$8, 120 $16, 000 0 $2, 590 $26, 620 
12, 191 0 0 711, 500 723, 691 
28, 400 0 0 108, 700 134, 100 
ee A Sse 0 108, 606 | $2,076,039 | 3,411, 221 5, 595, 866 
0 39, 000 0 0 39, 
Ce ae aS 0 16, 500 0 165, 000 181, 500 
0 0 0 0 0 
24, 418 0 0 130, 575 154, 993 
0 0 | 2,561,000 2, 616, 000 
Wien: Galt Lake City...-...,....-~......- 10, 159 0 117, 525 435, 300 2, 984 
Vermont: White River Junction._.__-____- 20, 000 0 0 0 20, 000 
Virginia: 
0 | 1,745,200 | 5,000, 000 6, 745, 200 
a a ee 210, 200 0 0 977, 1, 187, 700 
Washington: 
81, 000 0 0 421, 000 502, 
0 0 | 2,262,000 0 2, 262, 000 
cco 0 26, 300 2, 500 32, 000 60, 800 
17, 000 38, 000 101, 555 (2) 156, 555 
Waka 196, 949 0 5, 000 201, 949 
West Virginia: 
11, 000 30, 000 30, 000 71, 000 
0 14, 600 9, 000 87, 350 110, 950 
0 0 7, 077 37, 640 44,717 
Wisconsin: 
0 23, 500 280, 000 17, 400 320, 900 
ssh 0 0 4, 800 360, 950 365, 750 
200, 000 100, 000 0 95, 000 395, 000 
Wyoming: 
1, 135, 000 0 125, 000 13, 500 1, 273, 500 
10, 000, 000 0 0 10, 000, 000 
Total; all-columns................... 38, 275, 800 | 31,174,800 | 44, 097, 600 | 94, 014, 600 | 207, 562, 800 
‘Items costing in excess of $2,000. 


2 No estimate available. 
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TABLE 24.—Minor betterment costs, fiscal years 1960 and 1961. 


than $2,000 excluding equipment) 


(Items costing less 


Needed in Needed in 
State and city fiscal year fiscal year 
1 1961 
Alabama: ‘ 
Arizona: 
Arkansas: 
California: 
Livermore 5, 750 0 
Colorado: 
Grand Junction 1, 400 0 
Connecticut: 
Newington 6, 850 0 
District of Columbia: Washington... 1, 925 0 
Florida: 
Bay Pines 0 0 
Coral Gables. 10, 000 0 
Lake City 1,800 0 
a: 
Atlanta 3, 700 0 
Augusta 34, 500 27, 000 
Dublin 4, 900 0 
Thomasville 0 0 
Idaho: Boise 4, 100 0 
Tilinois: 
Chi 
West Side 18, 300 0 
R 2, 000 0 
Danville 20, 993 0 
Downey 1, 900 0 
Dwight 5, 850 0 
Hines 5, 400 0 
Marion 5, 750 0 
Indiana: 
Towa: 
Kansas: 
Wadsworth 
Givision.... 4, 870 1, 900 
17, 650 11, 800 
Kentucky: 
Springs 0 0 
Louisiana; 
Maryland: 
a 13, 975 0 


Total for 
fiscal years 
1960-61 
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TaBLE 24.—Minor betterment costs, 
than $2,000 exclu 


scal years 1960 and 1961. 
ing equipment)—Continued 


(Items costing less 


Needed in Needed in Total for 
State and city fiscal year fiscal year fiscal years 
1960 1961 1960-61 
Massachusetts: 
Michigan: 
9, 229 0 9, 229 
5, 800 0 5, 800 
3, 300 0 3, 300 
Minnesota: 
21, 400 0 21, 400 
24, 620 0 24, 620 
Guliport division. 17, 260 0 17, 260 
aa 9, 825 0 9, 825 
Missouri: 
17, 950 15, 700 33, 650 
Kansas City 0 0 0 
orter Bluff 3, 050 0 3, 050 
Montana: 
Nebraska: 
3, 300 0 3, 300 
3, 750 0 3, 750 
New Jersey: 
New Mexico: 
New York 
5, 200 3, 200 &, 400 
5, 000 0 5, 000 
2, 800 0 2, 800 
5, 700 3, 700 9, 400 
5, 500 0 5, 500 
Northport, Long 7, 400 0 7, 400 
North Carolina: 
Salisbury 8, 700 3, 600 12, 300 
North Dakota: 
0: 
8, 400 0 8, 400 
11, 750 0 11, 750 
Oklahoma 7, 750 0 7, 750 
Oregon: 


' No estimate available. 


100 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


TABLE 24.—Minor betterment costs, years 1960 and 1961. (Items costing less 
than $2,000 equipment)—Continued 
Needed in Needed in Total for 
State and city fiseal year fiscal year years 
1960 1961 1960-61 
Pennsylvania: 
Pittsburgh: 
University Dr. 12, 090 0 12, 090 
6, 500 0 6, 500 
24, 280 0 24, 280 
4, 400 0 4, 400 
South Dakota 
2, 000 0 2, 000 
10, 195 0 10, 195 
‘Tennessee: 
7, 200 0 7, 200 
0 0 0 
0 0 0 
1, 413 0 1,413 
1, 800 0 1,800 
0 0 0 
6, 550 0 6, 550 
5, 000 5, 000 10, 000 
1, 000 1,000 2,000 
3, 400 0 3, 400 
0 0 0 
12, 682 11, 582 24, 264 
4, 950 0 4, 950 
16, 610 0 16, 610 
0 0 0 
9, 000 7, 500 16, 500 
0 0 0 
12, 370 4, 550 16, 920 
9, 519 0 9, 519 
25, 580 0 25,580 ° 
600 0 600 
0 0 0 
30, 030 0 30, 030 
1, 700 0 1, 700 
7, 500 0 7, 500 
7, 900 0 7, 900 
4, 800 0 4, 800 
5, 030 0 5,030 
17, 200 5,550 22,750 
14, 500 3, 900 18, 400 
0 0 
15, 000 0 15, 000 
1, 281, 700 233, 900 1, 515, 600 
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TaBLE 25.—Cost of new and replacement equipment valued at more than $1,000 per 
item required in fiscal year 1960 and fiscal year 1961 


State and city Fiscal Fiseal year Total 
1960 1961 
a: 
47, 097 $14, 300 61, 397 
L222 99, 860 0 99, 860 
11, 600 9, 535 21, 135 
48, 950 0 48, 950 
ansas: 
20, 500 0 20, 500 
13, 400 0 13, 400 
California: 
24, 875 24, 875 
41, 600 0 41, 600 
28, 900 17, 100 46, 000 
32,480 32, 450 
lorado: 
Grand Junction 30, 900 0 30, 900 
onnecticut: 
120, 857 0 120, 857 
ware: Wilmington. 5, 
District of Columbia; 119, 350 0 119, 350 
51, 400 0 51, 400 
3 28, 500 0 28, 500 
West 6, 000 0 6, 000 
35, 850 18, 700 54, 550 
56, 500 8, 000 64, 500 
Marion 33, 848 0 33, 848 
1, 200 0 1, 200 
19, 600 0 19, 600 
62, 000 0 62, 000 
Owa: 
0 0 0 
Knoxville 78, 450 0 78, 450 
Excelsior Springs division.........._..............-.-- 10, 000 0 10, 000 
Wadsworth 100 27, 500 600 
Springs 10, 300 1s, 900 
13, 900 0 13, 900 
26, 750 10, 000 36, 750 
0 0 
255, 865 0 255, 865 
24, 700 0 24, 700 
1, 750 0 1, 750 
150 0 308, 150 
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TABLE 25.—Cost of new and replacement equipment valued at more than $1,000 per 
item required in fiscal year 1960 and fiscal year 1961—Continued 


State and city Fiscal year | Fiscal year Total 
1960 1961 
Massachusetts: 
$34, 200 $33, 000 $67, 200 
Northampton 19, 400 0 19, 400 
Rutland 19, 450 15, 500 34, 950 
Michigan: 
Ann Arbor... 11, 300 0 11,30 
Battle Creek - 45, 800 0 45, 
18, 610 ° 18, 610° 
1, 400 8, 750 10, 150 
, 847 0 53, 847 
16, 700 0 16,700 
103, 480 57, 050 160, 530° 
87, 480 0 87, 480 
Missouri: 
Kansas 4, 640 0 4, 640 
Montana: 
41, 200 0 41, 200: 
New Hampshire: Manchester --.....-.........--.-.---.--.-.. 86, 427 19, 280 105, 707 
aia ty 13, 521 0 13, 521 

41, 150 0 41, 150- 
New Mexico: 

48, 392 0 48, 392 

12, 900 0 12, 900 
New York: 

170, 280 0 170, 280 

83, 925 22, 450 106, 375 

12, 500 21, 100 33, 600 
49, 195 0 49, 195 

North Carolina: 

120, 300 0 120, 300 
1, 250 1, 250 2, 500 

North Dakota: 
Ohio 
Brecksville ___ 9, 100 0 9, 
3, 000 0 3, 
34, 850 0 34, 
Cleveland. 15, 515 0 15, 
Oklahoma: 600 
Oklahoma 42, 483 0 42, 
‘on: 21 520 
21, 520 0 51,000 
~ 51, 000 0 18, 500 
Sere 18, 500 0 
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TaBLE 25.—Cost of new and replacement equipment valued at more than $1,000 per 


item required in fiscal year 1960 and fiscal year 1961—Continued 


State and city Fiscal year | Fiscal year Total 
1960 1961 
Pennsylvania 
J oa 2, 546 $40, 200 42, 746 
90, 450 0 90, 450 
12, 322 0 12, 322 
27, 675 33, 450 61, 125 
41, 640 0 ¥ 
Pittsburgh: 
32, 700 0 32, 7 
South Carolina: 34, 600 0 34, 600 
South Dakota: 
4, 680 0 4, 680 
Tennessee: 
81, 200 0 81, 200 
18, 000 0 18, 000 
25, 300 0 25, 300 
43, 925 0 43, 925 
34, 200 0 34, 200 
White Miver Junctions. 8, 800 0 8, 800 
a: 
ashington: 
31, 990 0 31, 990 
34, 890 0 34, 890 
a 40, 310 0 310 
West Virginia: pr 
Wiecosttin urg 36, 152 0 36, 152 
Wyoming: 
9, 500 0 9, 500 
7, 363, 700 995, 500 8, 359, 200° 
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TABLE 26.—Cost and utilization of laundry services in VA hospitals 


Cost per pound— 


Thousands 
of pounds Number of 
State and city of laun pounds Laermer ond On basis of | On basis of 
during cal- y | costs appli- | commercial 
endar year cable to type laundry 
1958 Federal cost compu- 
laundries ta 
Alabama: 
1, 483 9.9 $0. 052 $0. 062 
Arizona: 
1, 136 6.0 . 073 
r 
683 9.0 077 
3, 754 5.0 Q) 
671 8.3 - 080 
721 9.2 . 076 
4,071 8.5 049 
13, 207 5.9 - 085 
1, 357 5.0 117 
2, 609 5.0 
1, 555 8.7 
1, 483 1.0 
2, 482 
2, 437 7.9 
1, 894 8.0 () 
343 8.2 
679 8.2 
764 7.3 
733 8.0 
206 0.9 
3 
213 .8 
046 
0 
.9 


288 8582 5 8 


£85 E BEE 2222 B52 222223225 522 B22 


1, 922 4. 

1, 7 

9. 

1,014 10. 

4, 369 7. 

1, 269 
415 1 2 
638 10. 

1,115 6.7 

1, 364 8.2 (5) 

4, 022 6.6 3 

5, 146 6.0 

5,407 
274 5.0 129 
609 9.7 091 

1,079 9.0 - 064 

3, 724 6.4 ® 
343 1.9 -160 

1, 524 10.0 063 

3, 101 5.9 ® 

"Tooke 2, 896 8.0 ® 

Wadsworth: 083 
Excelsior S 278 6.0 
Wadsworth 1, 934 6.3 

Wichita__.. 832 10.5 

Kentucky: 090 

Deusen Springs 514 11.0 

xington___ 2, 110 5.1 ® oo 
Louisiana: 

Alexandria___ 1, 283 8.2 ‘or 

New Orleans 1, 349 8.0 “050 

Shreveport 1,075 7.2 

aine: Togus 2, 306 8.0 ® 


See footnotes at end of table, p. 106. 
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TABLE 26.—Cost and utilization of laundry services in VA hospitals—Continued 


Cost per pound— 
Number of 
On basis of 
of ote pounds On basis of 
during cal. | patient day | costs | commercial 
Federal cost compu- 
laundries tation 
Min 8.0 $0. 050 $0. 066 

~ 3, 734 6.7 036 ¢ 

erry 

Mic : 
Ann 4 6.3 . 030 (*) 

055 . 067 
Battle 2, 437 7.9 : 080 
Dearborn 726 87 060 -080 
707 10.0 "051 
8 aw 

4, 185 12.0 043 
3, 352 7.0 “031 

4.0 027 @) 

ppi: 
Biloxi division 027 O 
Gulfport 1,174 6.5 . 050 
2, 156 7.9 036 @) 076 
1, 204 8.0 085 

Montana: 10.0 .071 .079 
Fort Harrison... 6.0 . 130 210 

Nevada: Reno... 546 12.0 074 

New Hampshire: Manchester... 

New Jersey: 3,068 9.4 050 

New Mexico: 8.5 048 056 
1, = “037 @) 

ew York: 8.0 
8.1 “059 005 
1, 594 2.8 . 069 
4; 042 8.7 ‘047 056 
Bronx 536 74 048 

Brooklyn - - 2 491 7.9 . 047 <i 
Buffalo 4, 169 7.0 . 030 oss 

8 
Northport, Long 76 061 089 

1,647 10.3 “042 
on 

3, 561 1 038 @ 

Naw Dakota 616 10.0 081 -096 
Ming 146 5.4 -171 

646 7.0 . 044 045 
748 3.8 025 - 050 

Oklahoma: 902 063 071 
Muskogee 388 8.7 . 039 . 069 
See footnotes at end of table, p. 106. 
33427 O—59__-9. 
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TABLE 26.—Cost and utilization of laundry services in VA hospitals—Continued 


Cost per pound— 
Thousands 
of pounds Number of 
State and city of Iaun: pounds od On basis of | On basis of 
during cal- | patient day | costs appli- | commercial 
year cable to | type laundry 
1958 Federal cost compu- 
laundries tat 
426 1.3 $0. 151 $0. 152 
2, 257 12.4 . 043 - 061 
1, 037 4.7 049 
509 7.6 . 063 - 085 
1,141 6.8 038 007 
3, 536 7.1 037 
587 9.0 . 040 . 070 
1, 603 4.5 . 039 
1, 551 9.5 . 050 
Pittsburgh: 
University Dr. (G.M. & 3, 085 8.4 036 045 
Puerto Rico: San Juan......................... 679 10.4 . 055 
Rhode Island: Providence. 1, 301 10.5 . 039 065 
South Carolina: 1,721 8.6 055 058 
South Dakota: 
M 1,515 6.0 . 032 (® 
1, 224 4.8 . 040 . 068 
687 8.2 . 076 
4, 237 9.9 . 046 . 055 
2, 606 3.0 . 097 . 104 
2, 805 6.3 033 
1, 598 9.0 066 10 
300 6.3 
601 7.5 . 059 () 
390 3.0 . 063 7 
1, 347 8.2 . 050 . 060 
3, 953 9.2 . 037 - 044 
1,307 8.7 . 054 . 058 
734 10.3 . 065 . 089 
1, 002 8.4 . 065 068 
1, 937 7.5 . 055 061 
4, 636 6.5 . 032 
Utah: Galt Lake 2, 032 8.0 026 049 
Vermont: White River Junction !_...-.-.--____ 485 7.9 (0) - 108 
Virginia: 
1, 595 8.6 061 - 074 
Roanoke. 4, 124 6.0 034 ® 
Washington: 
American 1,811 5.8 045 
979 8.0 068 082 
320 5.5 . 065 () 
686 10.8 032 
508 9.0 . 064 1 
Wisconsin: 050 
2; 320 6.0 034 
w 5, 258 5.6 059 
ming: 


1 Laundry service provided on contract basis. 
2 Records to determine commercial 


3 Laundry service provided by another VA station. 

‘ Laundry service provided by Federal prison facilities. 
* Laundry service provided by VA hospital, Hines, Ill. 
* Laundry service provided by Army station nearby. 


equivalent costs are not maintained as at other hospitals. 
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CONTENTS OF QUESTIONNAIRE 


I. General. 
II. Bed capacity and patient load. 
III. Length of stay. 
IV. Waiting lists. 
V. Hospital staff. 
VI. Research and education. 
VII. Eligibility and ability to pay. 
VIII. Costs. 
IX. Miscellaneous. 
X. Capital improvements. 
XI. Maintenance. 


EXPLANATION OF QUESTIONNAIRE 


In the 83d, 84th, and 85th Congresses, the Committee on Veterans’ Affairs 
has profited by information obtained through questionnaires submitted to all the 
Veterans’ Administration hospitals and domiciles. 

The information obtained by these surveys has focused attention on the needs 
of the hospitals as well as stressing their day-to-day operation. The committee 
has learned that these compilations have been of assistance to the central office 
of the Veterans’ Administration as well as the individual medical installations. 
It has also been helpful to other agencies of the Government and officers of the 
various veterans’ organizations. 

With this background in mind and pursuant to general authority of the com- 
mittee to investigate activities coming within its jurisdiction, the questionnaire 
is submitted. Five copies are enclosed. Questionnaire must be received by 
the committee, in duplicate, room 356, House Office Building, Washington, D.C. 
not later than January 30, 1959. A return envelope is enclosed. 

Your cooperation will be sincerely appreciated. 

Oun E. Teacue, Chairman. 


BIRMINGHAM, ALA. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 700 South 19th Street. 
City and State: Birmingham, Ala. 
Pg of services: Type of hospital, G.M. & 8.; domicile, no; formal outpatient 
inic, no. 
Name, qualifications, and tenure of— 
(a) Manager: John 8. Herring, M.D., from January 27, 1957, to present. 
(b) Assistant manager: Edward J. Geran, from March 10, 1957, to present. 


(c) Director, professional services: Gilbert M. Stevenson, M.D., from July 
28, 1957, to present. 


107 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan, 12, 1959, unless 
fied) 


otherwise speci Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity. .................- 479 40 
450 40 ...3.4.3- 360 
Beds in use (unavailable): 
6. Staff not recruitable: Beds required.| 
7. Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily —. load sill 12 


11. Why is staff unavailable with reference to line 6? 


supply of psychiatrists. 


General shortage in 


Item (as of Jan. 12, 1959, unless 


Hospitals—T ype of bed or patient 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 aon of age or older: 

Percent of total patients re- 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 

(6) Percent of total patients re- 

USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit during year... 4 10 8 30 
15. Number of patients on trial-visit status as of Dec. 31- 2 3 2 10 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of Four hospital. Forty additional 
operating beds were opened in October 1957. The increase in discharges in 1958 
is related to the additional beds and does not reflect any other significant trend. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on Jonesy 12, 1959, because they were not required for fiscal year 1959 operating 

lan? one. 
i (b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 33.5 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal 10 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hospi- 
tal? Length-of-stay committee makes periodic analyses of patient records and 
admitting and discharge procedures with the object of keeping the length of 
hospitalization of patients to a minimum, consistent with proper care and treat- 
ment. This phase of operations is also emphasized in all orientation of full time 
and resident physicians. 

(b) What improvements have you made since your last report to this com- 
mittee? None. We feel that our length of stay is not excessive according to 
type of patients. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) The local policy re- 
quiring dictation of patients’ summaries prior to discharge may contribute to 
increasing length of stay on some occasions. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The gradual aging of the veteran 
population may cause an increase in the length of stay in the future. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital follow-up care, as needed, on an outpatient basis? A reduced length 
of stay (also readmissions) might be possible in certain types of cases like chronic 
cardiac, asthmatics, etc., if posthospital followup care were available on an out- 
patient basis. 

_ (b) What effect would such a program have on your cost of operation? An 
Mereasing effect on the cost of medicines and additional salary cost of pharmacy 
Service, registrar division, and probably physicians. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Presurgery workup on an outpatient basis prior to admission of elective 
fortee, might be practical in some areas. Authorization to private physicians 
or fee-basis posthospital care would permit earlier discharge from hospital. 


F oe: whet is needed to improve turnover of patients? See answer to No. 5, 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 

hospitals hospitalized 

ee 119 0 119 0 119 
0 0 0 0 0 


saan ae many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Applicants are scheduled from the waiting lists, in the order of the earliest date 
of the 2 ewe from the highest priority category, making exception of urgent 
cases within the priority grouping when possible. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? ‘ 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. Yes. Applicants who 
present themselves with prima facia eligibility and who are determined to be 
emergent by the examining physician are admitted immediately, without place- 
ment on a waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,815; approved, 2,481; rejected, 2,096; pending legal or medical 


eligibility, 238. 
V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time---_.-.........-.----- 17.7 17.3 -.4 
3. Physicians, residents and interns... 18.5 14.6 —3.9 
4. Physicians, consultants and 4.3 4.3 | 
8. Therapists and technicians !_....................-..- 29.3 27.3 —2.0 

. ce of manager, , and 18.3 
12, Other food-service employees...........-.---...----- 63.0 67.0 +4.0 
14. Engineering maintenance (excluding laundry)..._.-- 13.8 23.6 +9.8 
15. Engineering operations (excluding laundry). 23.7 11.6 —12. 

12.2 13.8 +1. 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? None. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -_..--..._--- 61 70 48 
Average payment per consultant or attending !______..__..._- $1, 095 $952 $687 
Total amount ae to all consultants and attendings !__._____. , 792 $66, 614 $32, 965 


! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 


ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(a) Is a valuable aid to the recruitment and retention of a staff of competent 
full-time physicians; (b) is an excellent means of stimulating professional growth; 
(c) makes available many modern techniques and types of equipment that are 
not otherwise available in clinical laboratories; (d) thereby contributes to im- 
proved quality of patient care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro 
gram 8300) 
(2) Gifts and donations deposited in general post 
(3) Grants from other sources administered through affiliated medical schools. | Miles 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
J Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) 93 1 7 0 12 73 
() For treatment of a service-conn: 
tment of a non-service-con- 
ected 16 1 12 61 
(1) Patient has compensable ser- 
vice-connected disability 15 1 13 


Any form of prepayment insurance. 
Nore.—Ifa patient receiving care for 

a non-service-connected disability may be reported in more than one 
of the categories in ¢ above, show him only in that category appearing first in the listing. 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 7. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do vou take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Follow instructions as outlined in interim issue 10-424 dated May 3, 1957, 
and interim issue 10-434 dated May 29, 1957, which are as follows: Notice of 
hospitalization is sent to insurance companies, followed by a statement of charges 
for services rendered through the fiscal division, followup is then conducted by 
the fiscal division until collection is effected or claim denied. In cases where 
claims are denied without specific exclusion of the Veterans’ Administration being 
a part of the contract, the file is forwarded to the chief attorney for necessary 
action. The estimated cost during the calendar vear 1958 was $4,522. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


m & Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? After admission has been 
requested by a non-service-connected veteran, he is advised the estimated duration 
of the period of hospitalization required and the approximate cost of such hos- 
pitalization locally in a private hospital. The veteran is then requested to state 
whether or not he is able to defray the cost of hospitalization before signing the 
oath. Since a positive diagnosis cannot always be made upon admission, this is 
sometimes difficult to be very accurate in estimates. 

8. In your opinion are there abuses of non-service-connected care? There are 
undoubtedly occasional abuses, or at least questionable cases, but these constitute 
such a minute percentage of the total admissions that the question could be 
answered generally in the negative. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

17 83 100 
World WarI ___.......----- 2 98 100 
Spanish-American War 0 100 100 
50 50 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? - 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load............ 318.0 342.0 372.0 403.0 410.0 
(6) Full-time equivalent staff_..........-- 547.3 544.5 562. 5 558. 9 555, 3 
(ce) Rated Oe As ta. $2, 904, 245 | $2, 805,790 | $2,892,338 | $3,238,094 | $3, 429, 603 
OF 2, 226,850 | 2,214,316 | 2,336,387 | 2, 568, 766 2, 758, 536 
64, 054 501 26, 612 20, 441 22, 300 
(f) Communications. --...........-------. 18, 049 18, 546 18, 111 14, 333 13, 372 
® Utilities (gas, coal, water, etc.)........ 78, 212 77, 915 77, 812 85, 339 88, 267 
118, 119 122, 967 127, 310 140, 458 175, 733 
90, 915 99, 810 126, 967 127. 021 
(j) Medical and dental supplies --....-.... 333, 827 95, 040 91, 428 110, 266 115, 075 

(k) Asset acquisitions including equip- 
47, 775 27, 074 10, 700 45, 797 21, 734 
as 17, 359 133, 516 104, 168 125, 727 107, 565 
(m) Cost per discharged patient........... 704 708 755 729 752 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
1 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The answer to this question depends upon 
the interpretation of the phrase ‘‘acceptable standard of medical care.’”’ If this 
is interpreted in its limited sense to mean adequate immediate care and treatment 
of a definite illness or injury, then we have been able to provide satisfactory care 
within our primary fund allocation, but only by postponing or canceling other 
programs and needs in the hospital, such as maintenance and equipment require- 
ments, and by permitting our professional and ancillary staff to continually 
perform at a stress level higher than we consider to be desirable. If ‘‘aecceptable 
standard of medical care’’ is interpreted to mean comprehensive medical care 
including the rehabilitative and sociologic aspects, then we do not believe that our 
primary fund allocation is adequate to provide this type of care. Even in at- 
tempting to provide acceptable care under the limited definition, we are handi- 
capped by our inability to provide a skilled staff in the numbers that we believe to 
be completely desirable, and by being restricted in the purchase of new medical 
equipment which is indicated in order to keep pace with the rapid medical progress 
of present times. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? as no demonstrable 
effect on the patients’ length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistical data 
published by the Department of Medicine and Surgery Controller furnishes excel- 

ent comparison data in many fields of operation. These are very useful. They 
are used primarily in conjunction with systematic reviews of organizational units 
and to great advantage in staffing and cost studies by local budget committee. 
Comparison standards with civil hospitals are available but are not given as much 
practical application because of dissimilarities in operations methods. They are 
rig emt discussed with responsible officials and no improvements are recognized 
is time. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.085. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.891. 

(c) If all your patients are not on the same ration, what differences are there? 

Yhy? All patients are given the same ration except for patients on modified 
diets as prescribed by physicians. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 3 nonhousekeeping. 


| 


114 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The few nonhousekeeping rooms that are available are essential to our 
resident and intern program. They have much less value for maintaining staff 
and recruitment of other personnel categories. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? The establishment of quarters for the manager and key staff officials 
would add quality and stability to the staff in the same respect as at most other 
VA hospitals where these quarters are available. 

(d) uld cost of such quarters be a lucrative investment? Yes. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. » rede cost of salaries has had a 
major effect upon increasing hospital operation cost. In addition to pay raises 
voted by Congress, each Wage Board survey has resulted in a round of wage in- 
creases. The general trend of new position standards released by the Civil 
Service Commission is to upgrade the affected positions. Periodic step increases 
add to the salary of each employee remaining on the rolls in excess of 1 year. 
Price increases on commodities are experienced on a continuing basis. All of 
these factors require more funds each year to furnish the same standard of patient 
care. If sufficient increase in operating funds is not made, it normally results in 
doing without needed equipment, failure to replace wornovt equipment, neglect 
of normal maintenance, and understaffing of personnel. 

9. What internal programs have you developed to engender cost consciousness 
at your station? ith the exception of salary and equipment funds, all funds 
expended by this hospital are allotted to 20 cost control points. Each of 
these points has full responsibility for operating their program within the funds 
allotted. Each point submits monthly reports to the Fiscal Division for audit and 
reconciliation with station total accounts. A station budget committee recom- 
mends to management proposed expenditures for salaries and equipment items. 
This committee also considers all requests from the cost control points for un- 
usual or nonrecurring items of expense, requests for additional personnel, equip- 
ment requests, additional funds, etc. Cost control is a subject of frequent 
discussion at administrative and professional staff meetings. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as person 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.038; per pound, $0.052. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.046; per pound; $0.062. ; 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average dally 
patient load so funds would not be withdrawn? None. 

13.(a) If CBOC program could be explicitly identified as a cost factor of roe 
ning a hospital and funds specifically allocated on this basis, what effect would i 
have on the number of operating beds required to meet the needs of ho gr 
actually needing hospitalization? No effect on the number of operating beds bu 
a reducing effect on the number on the waiting list. 
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(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $37,172.28. 
(2) Visits to hospitals by patients on CBOC status: 4,062. 
(3) Cost per visit: $9.15. ? 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital wanna was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By delegation of 
increased authority in several fields to station manager. Cite examples. Ex- 
amples: Increased flexibility in the utilization and control of the primary fund 
allocation by removal of allotment restrictions. Less centralized positions. 
Greater reorganization authority below the division chief level. 

(b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? Par- 
tially. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
—— We felt at times that the interest in procedures was emphasized 
too much, 

(3) How was the internal audit valuable to your hospital? It was a good 
supplement to our own evaluation of conditions. However, to a great ex- 
tent, it duplicated other supervisory and inspection activities already avail- 
able from area, central office, and other Government agencies. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? There seems to be slight need for a professional 
medical audit in a well-organized hospital with a carefully selected closed staff 
of physicians and paramedical personnel devoted to the highest principles of 
patient care, teaching, and research. In any event, it should come from outside 
sources. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are helpful in solving recurring operational problems because 
of their technical knowledge and familiarity with other VA hospitals. 

(2) Of what value would you think these visits are to VACO? Would 
think that as a result of these visits the area staff could better advise VACO 
of operating conditions of all hospitals in the area. 

(3) Would less frequent visits be more useful? Believe present frequency 
is appropriate. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? No. State how by citing examples. Have such always 
been beneficial to the hospital’s operation? Yes, they are always beneficial in 
maintaining some semblance of uniformity of operation of VA hospitals. 

2. Is the management development program directed toward making good em- 
ployees or good managers? Primarily for making good employees, but we hope 
it will also help in making good managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
, 3. Chilled water for air-conditioning system, secluded rooms, NP section--_--..-- 11, 000 
%1 | 1. Air conditioning central sterile supply and dental clinic..’-........-...-_-_-__- 28, 
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Not programed or under consideration for fiscal year 1962: (1) Conversion of 
passenger elevators to automatic operation, $90,000; (2) recreation area, 9th 
floor roof, $83,521; (3) air conditioning for X-ray, general laboratories, and 
research laboratories, 2d floor, $61,000. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 
None. 

(6) In addition, list those items deferred due to lack of funds which in your 
= will result in further deterioration of property because of such referral. 
one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exelude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Year | Description Amount 
1961 Replacement of hoisting cables on 5 elevators__...................-..-.-..-.----.- $5, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Year Description Amount 
1960 | Installing ventilating duct for scullery room G-W-1381___.........-.-.-.-----.---- 


(c) Replacement and new fixed equipment costing over $1,000: 


Year Description Amount 
3000 | AN. 25020. 22:8. GA. None 


3. What, in your opinion, are the most pressing needs in your installation? 
A primary fund allocation large enough to permit the appointment and retention 
of a more properly balanced hospital staff. A primary fund allocation that will 
allow for proper equipment replacements and the opportunity to keep pace with 
some of the technological advances in medical and scientific equipment. There is 
a need for a more realistic recognition of the progressively increasing costs of 
hospital operation to preclude the necessity for such frequent controls and drastic 
restrictions that are required periodically throughout the year in order to avoid @ 
deficiency operation. 
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MONTGOMERY, ALA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Perry Hill Road. 

City and State: Montgomery, Ala. 

Type of services: Type of hospital: G.M. & S.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: D. H. Miller, M.D., July 2, 1958, to present. 

(b) Assistant manager: D. M. Harrison, administrative, January 2, 1958, to 

nt. 
(c) Director, professional services: Manager is director of professional services. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity... ................. 285 34 10 0 251 0 
2. Operating Bikcndtingutiibatianicks dd 285 34 10 0 251 0 
Beds not in use (unavailable): 
4, In process of activation...........- 0 0 0 0 0 0 
5. 0 0 0 0 0 0 
6. Staff not recruitable: Beds required. 0 0 0 0 0 0 
7. Type of bed not required for cur- 
rent operating plan regardless of 
staff availability __.............. 0 0 0 0 0 0 
8. 0 0 0 0 0 
9. Patients remaining.................-.-- 252 27 12 7 206 0 
10. Average 7 patient load for 12 
months ending Dec. 31, 238 23 15 10 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
122 9 6 103 0 
(6) Percent of total patients re- 
maining (line 9)............. 48.4 33.3 50.0 57.1 50.0 0 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
147 7 7 0 133 0 
(6) Percent of total patients re- 
maining Jan. 10, 1957_......- 57.4 23.3 53.8 0 62. 4 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year-.-. 0 0 0 0 
15. Number of patients on trial-visit status as of Dec. 31- 0 0 0 0 


‘Have no psychiatric ward. Nonpsychotic G.M. & 8. patients are admitted to G.M. & 8. beds. 


: 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
3, 127 2, 982 2,991 
62 74 89 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. o significant trends, 
17. (a) What is the number of TB beds (rated capacity) which were unavailable 
. nc ¢d 12, 1959, because they were not required for fiscal year 1959 operating 
an? one. 
e (6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients: 27.7 days. 

(b) TB hospitals: Average stay for TB patients: See 1(a). 

2. (For G.M. & 8. hospitals only.) Give the average number of days of hospi- 
talization required for patients discharged during the period April 1, 19 
through October 31, 1958, for the following operations (include only the experi- 
ence of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer................---.....------------- 9 46.1 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Length-of-stay committeere views cases for the purpose of determining whether 
length of stay was increased in any case by administrative delays, and whether 
physical examinations, laboratory work, consultations, and treatment yh name 
done. Length of stay is brought to the attention of the professional staff at eac 
monthly meeting along with the study of patients’ statistical data, including 
patient turnover rate. P 

(b) What improvements have you made since your last report to this com- 
mittee? Continued emphasis has been given the problem of length of stay, and 
while many factors such as increasing age of the veteran population and the 
chronicity of their conditions has contributed toward increasing length of stay, 
our average length of stay has not increased. Our turnover rate for the 
6 months has been 110 percent, with average length of stay of less than 28 days. 
It should be stated that we have a long-term TB service, and many other long- 
term chronic cases, which prevents our length of stay from being shorter. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. : 

(d) Are there an identifiable differences in the characteristics of patients, of 
their requirements for care, which have affected length of stay or which may be 0 
importance in the future. (If so, describe.) The increasing age of the veteran 
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population, with attendant chronic conditions will no doubt increase length of 
stay in the future. Chronic senility has become a problem, particularly with 
reference to those who deveiop senile psychosis. These cases can hardly be cared 
for in a general medical hospital, and the demand for beds in our VA neuro- 

ychiatric hospitals 1s so great that they can seldom accept these cases as inter- 
ospital transfers. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an ugg sewer basis? A program of this 
type should decrease length of stay by making it feasible to discharge many chronic 
cases to be followed as outpatients. 

(b) What effect would such a program have on your cost of operation? Cost 
of operation would, of course, be increased in proportion to the amount of out- 

tient practice done, medications furnished, and the amount of time required 
by professional and administrative staff to accomplish the program. At this 
hospital the average daily patient load would probably not decrease, as we main- 
tain a waiting list at all times sufficient to fill beds that could be vacated. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Upon discharge all patients are encouraged to request that a summary 
of their hospital treatment be sent to their private physician for his information 
it further treatment should be required in the future. A good percentage of 
patients take advantage of this, and we feel that it has an effect not only in reduc- 
ing length of stay but that many unnecessary applications for readmission are 
prevented. 

6. What is needed to improve turnover of patients? Length of stay is often 
increased because the patient’s family cannot or will not accept responsibility for 
care of the patient at home, even when the patient has obtained maximum hospital 
benefits in that no further definitive hospital treatment is indicated. This 
problem is becoming more acute as the veterans population grows older. An 
increase in the number of private nursing homes where care could be given at a 
reasonable cost could alleviate this problem to some degree, particularly with 
respect to NSC veterans for additional pension allowance for Aid and Attendance. 


IV. Waiting lists 


1. Number of eligible applicants pot yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA} Not yet 
hospitals |hospitalized 
Total applicants. .................. 0 0 106 0 106 
0 0 5 0 5 
0 0 1 0 1 
0 0 100 0 100 
2, Domiciliary care: Total applicants. 0 0 0 0 0 


BP aed many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 
Excluding emergency admissions, veterans are scheduled by priority groups. 
rvice connected cases taking priority and other groups scheduled according to 
their appropriate category. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? None. 

: 5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Patients who require hospitalization 
for emergent treatment are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 2431; approved, 1506; rejected, 925. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1966 | Dec. 31, 1958 to 1958 
1, 329. 2 1320.4 —8.8 
. 2. Physicians, full- and 16.0 15.0 —1.0 
3. Physicians, residents and interns._.................. 0 0 0 
4. Physicians, consultants and attendings.............. 1.2 4 -.8 
8. Therapists and technicians ?__...._.............---.- 15.0 16.0 +1.0 
10. Office of manager, personnel, and finance_.......__.. 16.0 13.0 -3.0 
12. Other food-service employees_.__.............-.....-. 47.0 43.0 —4.0 
14. Engineering maintenance (excluding laundry) --_.-.- 12.0 14.0 +2.0 
15. Engineering operations (excluding laundry) _........ 18.0 14.0 —4.0 


oan employees assigned to consolidated personnel office not included since charged to regional office 
s 


2In ph medicine, dentistry, laboratory, X-ray. 
3 Includes 11 others shown under ‘‘Engineering”’ in 1956. 


19. (a) Number of member employees as of January 12, 1959. None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

c. Average days of hospitalization of patients reported in (b): None 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... .......-- ll 10 10 
Average payment rr consultant or attending !_............... $46. 52 $42. 92 $44. 68 
Total amount pe to all consultants and attendings !_..______ $9, 490 $4, 550 $4, 915 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time Onna 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
While we do not have approved research activities at this hospital, we do have an 
active approved educational program including visits from outstanding medical 
authorities from all over the country who give formal lectures, review problem 
patients and discuss general medical problems, etc. In addition, we have visiting 
local consultants and lecturers and consultants from other VA hospitals. Other 
activities include weekly medical and surgical journal clubs, CPC’s, medical and 
surgical clinics, Audio-Digest tapes, medical movies, death reviews, tissue reviews, 
radiology conferences, etc. Such additional activities obviously contribute to 
patient care by improving the medical knowledge, skill, and judgment of the 
members of the staff making it possible to give patients the very best and latest of 
medical care. 

2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? In my opinion, due to the fact that the professional 
staff is limited in numbers to the point where all of their time is taken up in the 
immediate needs and care of the patient, they would have little or no time to 
devote to research or to training programs; in fact giving of such time would take 
away time and effort which is more urgently needed in the actual care of the 

atients. 
‘ 3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
2) Gifts and donations deposited in general post 
(3) Grants from other sources administered through affiliated medical schools_ ORs adsacunade 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) 57 2 0 0 9 48 
(6) For treatment of a service-connected 
(¢) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability _...__ 19 0 
2 In receipt of VA pension. 13 0 
3) In hospital more than 30 days. 13 2 
44 0 


' Any form of prepayment insurance. 
Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 


admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 


83427—59——_10 
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(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under ingur- 
ance plans, emphasizing any changes ony be since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) The applicant indicates on his application any hospital insurance 
coverage which he might have. In the event of other third party liability, sueh 
as in accident cases, necessary information is obtained as to the party or parties 
which may be liable. Bills are submitted based on the prevailing estimated per 
diem rate. If the insurer or other liable party requests, itemized bills are sub- 
mitted. The only significant change in procedure since 1957 is billing based on 
the planned hospital per diem rate rather than itemized billing. Estimated cost 
of collection: $550. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


648. 58 $24, 415.72 
460. 79 7, 671. 60 


Amount 9, 


i . Is the addendum filled in before or after the oath of inability to pay is signed® 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Considering the patients 
diagnosis and physical condition the examining physician estimates the number 
of days hospitalization that will be required. Administrative personnel com- 
putes an estimate of the cost of treatment for the condition based on prevailing 
rates, and discusses it with the applicant. It is stressed that we do not know 
how long the patient will have to be hospitalized and that the cost is an estimate 
which the veteran may use to decide whether he could afford to pay for hospital- 
ization in a private hospital. 

8. In your opinion are there abuses of non-service-connected care? . No. 
Studies of the financial status of non-service-connected cases hospitalized reveal 
an average income of less than $150 per month. There are no cases of non- 
service-connected veterans hospitalized who are known or who are believed to 
have incomes sufficient to pay for hospitalization and meet responsibility of 
caring for their families. 

9. p eben of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

23.1 76.9 100 
17.4 82.6 100 

7.7 92.3 10 

0 100.0 100 
83.3 16.7 100 
15.1 84.9 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts.) . 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 

(estimated) 
erage daily patient load_.----.--..- 245 239 240 239 

equivalent 328. 9 325.7 324.7 320.9 317.9 
(c) Total oust !...-..--------------- $1, 763, 785 | $1, 857,645 | $1, 837, 361 | $1,984,123 | $2, 058, 067 
Salaries of staff ?...--.-.-------------- 1, 373,172 | 1, 460,950 | 1, 466,067 | 1, 622, 329 1, 692, 212 

e) Patient travel.......------------------ 28, 544 27, 139 25, 404 22, 430 23, 
Communications... -..-.-------------- 7, 154 7,358 7, 7, 887 8, 109 
Utilities (gas, coal, water, etc.) -..-.--- 33, 344 36, 025 37, 101 38, 002 
109, 327 106, 929 103, 610 101, 573 102, 806 
Drugs and medicines. -. ..----.-------- 43, 085 41, 849 41, 47,747 47, 401 
Medical a — cone. Poosaest 29, 284 37, 166 39, 475 36, 981 41, 444 

Asset uisitions lu uip- 

34, 095 28, 531 21, 842 11, 495 8, 440 
105, 780 111, 698 94, 106 382 95, 784 
(m) Cost per discharged patient. ---..-..-- 528 565 590 665 667 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
1 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The allocation is based strictly on 
dollars per patient day. Consideration is not given to the fact that hospitals aré 
growing af need more repairs, and more modern equipment. 
3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? The allocation 
of funds based on average daily patient load does not influence the patients stay. 
He remains a patient until in the physician’s opinion he can be discharged as 
receiving maximum hospital benefits. 
4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. Com- 
weer with civil hospitals would not be appropriate, because of the varied 
nefits offered by VA hospitals, which are not required in civil hospitals. Im- 
provements are discussed further in the report. 
We have also taken action to compare this hospital with other VA hospitals of 
comparable size and amt In fact this comparison was accomplished as a major 
project by a designated committee. Personnelwise, comparisons were made in a 
publication, Office of the Chief Medical Director, letter No. 58-45, December 1, 
1958. This survey showed civilian hospitals with a ratio of 2.2 personnel per 
patient while at this hospital the ratio is 1.4 personnel per patient, 
5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.125. 
(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2,150. 
(c) If all your patients are not on the same ration, what differences are there? 
Why? The TB and paraplegic patients are allowed a ration of 1.30. The other 
psychiatric, neurological, medical, and surgical patients are allowed 1.10. The 
overall ration averages out as shown in line 5(a) above. 
6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None, housekeeping; 35, nonhousekeeping. 
(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters are very essential. onhousekeeping quarters 
not essential for maintaining staff or for recruitment. 
0 What additionai quarters do you believe would add quality or stability 
your staff? Conversion of present nurses’ home, Building 7, now vacant, to 

four sets of housekeeping quarters for key personnel. 
an! Could cost of such quarters be a lucrative investment? Yes. Conversion 
Soma os to housekeeping quarters would cost approximately $20,000 and 
ected would amortize this amount in about 6% years. This would be an 
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excellent investment for the VA. It would also enable the station to dispose of 
four quonset huts which have reached the point of diminishing return, and to 
“a of 244 acres of valuable highway property. 

. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,800,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. ae in cost of utilities; increase 
in cost of supplies; increase in the cost of food; and increase in salaries. 

These increases have caused the station to have to reduce the operating costs 
x removal of personnel and curtailment of other essentials whenever possible. 
The allotment to the — for operation will not allow management to take 
care of the maintenance which should be done to keep the buildings in an excellent 
condition, as funds will not permit the purchase of materials and supplies and 
the hiring of sufficient personnel. 

At this hospital over 50 percent of our employees are at the top of their pay 
seale or are at saved rates. This factor added to the slow turnover rate of em- 
ployees which was 4.3 percent for the last 6 months of calendar year 1958, increases 
costs for the following reasons: (1) Small percentage of turnover does not allow 
many new employees to be employed at the lowest step in grade. (2) Very high 
cost of terminal leave lump-sum pay for employees retiring. 

9. What internal programs have you developed to engender cost consciousness 
at your station? A continued internal program is being carried on to stimulate 
cost consciousness at the hospital. Informational bulletins are published peri- 
odically denoting etapa costs and this subject is mentioned frequently in staff 
conferences and other meetings. As a matter of fact, it is firmly believed that 
every employee on the station realizes our budget limitation and helps keep costs 
down. his is evidenced each day when reports of savings are received. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient 


Pieces 664, 938 


ex 
on 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? $16,332.32. (All stations other than NP hospitals will report costs 
separately to include and exclude memorandum cost accounts, required by VA 
Interim Issue CONTR-112, dated June 25, 1958, which include such items as 
depreciation on plant and equipment, maintenance, utilities, supplies, etc., as 
well as personal services, and which were instituted for the purpose of making 
VA laundry operations comparable with commercial laundries. NP hospitals 
will report only costs excluding these memorandum accounts.) 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts—Per piece, $0.055; per pound, $0.064 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to 
your experience with VA laundry service, making pertinent comparisons. __ 

ci) Quality: This hospital has commercial contract laundry service, 
therefore experience with Veterans’ Administration laundry service cannot 
be given. Quality: excellent. 

(2) Timeliness: Very good. 

(3) Cost: $33,516.11. 

(4) Other: None. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. We do not admit patients 
or keep them in the hospital unnecessarily simply to meet planned average daily 
patient load. However the average daily patient load should not be the sole 
basis for which funds are allotted. The age and condition of the station from 
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an upkeep standpoint should be considered in allotting funds along with number. 
of patients treated or percent turnover. 
13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? This program now can make possible 
the early discharge of a limited number of cases which would otherwise have to 
remain hospitalized, and also has the effect of preventing unnecessary readmis- 
sions since required medications can be furnished. However, no decrease in the 
number of operating beds could be expected, as there is a greater demand for 
hospitalization than a hospital of this size can meet. 
(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $370.84. » 
(2) Visits to hospitals by patients on CBOC status: 83. 
(3) Cost per visit: $4.47. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Decentral- 
ized operational authority has gradually increased. Cite examples: (1) Under 
the decentralized method of fund control, the station manager has more opera- 
tional control of allotted funds since for the most part funds may now be allotted 
to areas where indicated on the station without prior central office approval. 
(2) Travel authority for employees may be approved at the station level by the 
manager for educational visits to other stations, etc. without central office 
approval. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? See 
No. 4 below. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? See No. 4 below. 
bel How was the internal audit valuable to your hospital? See No. 4 

ow. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? The internal audit team visited this 
hospital in June 1956. I was not assigned to the position of manager until 
June 1958. Therefore, I cannot comment on the efficiency of performance 
of the team, however, reports of the téam are available at the station and 
in central office. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? I feel that professional medical audits comprised 
of leading VA physicians from adjacent hospital, together with possibly one 
central office representative, would be helpful for two reasons: (1) Suggestions 
for improvement of medical care could be offered and the team could gain knowl 
edge of improved methods at the station visited, and (2) such visits would allow 
physicians to become better acquainted and, therefore, they could form a better 
medical team working together within the VA. 

Notg.—This is accomplished through the Joint Commission on Accreditation. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? (1) Supervisors from area office are very helpful as they offer con- 
structive criticism and assist personnel of the hospital to do better jobs with 
improved methods, and (2) reports of evaluation by area office personnel 
should be extremely valuable to central office to assist in determining the 
effectiveness and efficiency of the hospitals. 

(2) Of what value would you think these visits are to VACO? See above. 

(3) Would less frequent visits be more useful? No. It is felt that each 
area office representative should visit each hospital at least one time a year 
which is approximately the present schedule. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 


) 
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beneficial to the hospital’s operation? No. Directives, circulars, and manuals 

ublished by central office are helpful in determining policies and procedures to 
te followed at the station. The exclusion of minute detail from these instruc. 
tions is helpful since they give to the managers the authority to decide the best 
and most appropriate method of handling details of his particular station, 

2. Is the a development program directed toward making good 
employees or good managers? Both. If the management development pro- 
gram is efficiently and correctly carried out, it serves a dual purpose: (1) Affords 
opportunity for employees to do a better job in the position he holds; and (2) 
prepares employees for positions of greater responsibility which would include 
management positions. 

Nore.—If employees are properly prepared to assume positions of greater 
responsibility, the ultimate would be better supervisors and better managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Project No. M. & R. 1-5142, water tank and tower—painting, cleaning inside and 
outside, and welding all defective rivets and seams. Completed Nov. 3, 1958_- $4, 000. 00 
Project No. M. & R. 2-5142, installation of conductive vinyl plastic tile in operat- 
1960 | Project No. 01-5151, recreation and theater building. Requirements submitted 
Aug. 26, 1957, programed for fiscal year 1960......................---------..--.- 425, 000. 00 
1961 Project No. 01-5140, natural gas service conversion, programed for fiscal year 1961 __ 36, 000. 00 
Project No. 01-5153, new cafeteria line, building 4, programed for fiscal year 1961-_. 15, 000. 00 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Electronic filter, operating suite: This is a safety precaution to reduce the danger of in- 
Convention of nurses’ home, building 7, now vacant, to 4 sets of housekeeping quarters for 
Dishwasher, dietetic service: This dishwasher should be replaced as soon as possible due to 
the excessive maintenance that is now being performed...............-.-...-------------- 10, 000 


Utility shops: These are now housed in quonset huts which have been in use approximatel 
12 years. The type of construction of these buildings and the type of work being per- 
formed in them create an extreme fire hazard. They are deteriorating rapidly. and some- 
thing should be done so that the mechanics may have a shop in which to perform their 


Open shed for equipment: The urgency for construction of this building has not changed as 

our equipment is still ex to the elements, causing excessive maintenance and repairs, 

Modernization of present X-ray service. 5, 000 
Air conditioning of building 1 (wards and offices) .........................--.--------------- 475, 000 


Complete water main loop from north entrance of building 1 to building 8 to complete a 

so water can be controlled from either side of building 1, as a safety factor--.--. 5,000 

Transfer equipment from station fire alarm circuit to city fire alarm Re et Nee 1, 250 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1, Painting and repairs to flag pole... $149. 00 
2. Repairs to air conditioning unit, central supply, building 1-~--......------------------- , 068. 40 
3. Repairs to air compressor (paint spray unit) -_-.-.-.-..------------------.-------------- 113. 00 
4. Repairs to fixed equipment in operating suite -..._....---.------------------------------ 264. 45 
5. Repairs to boilers and stokers, building 14_........-..---------------------------------- 1, 759. 00 
6; Replace sink in laboratory, building 162. 00 
7. Repairs to gutters and downspouts. 160. 00 
10, Parts for glasswashing machines, building 4--...............-..-------------------------- 90. 19 
11. Repairs to diswashing machine, building 4-.-..........--.------------------------------- 320. 00 
13, Interior painting, 6 wards, building 1-..........................--..--.-<--2------2----- 830. 70 
14. Repairs to water pump and motor, building 17--~---..-.-.----------------------------- 123. 25 


Note.—All of above items have been completed except item 13, which is in the process of being done. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description 


Amount 


Replacement of hot-water tank, housekeeping quarters, building 8 -....-..--.----.-------- 
Replacement of acoustical ceiling in conference room, building 1 
Replacement of ceramic tile walls and floors, patients’ shower room, No. 237, building 1-- 
Replacement of obsolete glass shelves and paper dispensers in bathrooms, building 1---- 


Meg 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 
question 1b above.) 


(Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1, Replacement of steam and return lines: 
2, Replacement of water lines: 
1,850 
3, Relining of incinerator firebox, fiscal year 1960_.__.......-----__--------.-.-------------- 2, 500 
4. Repairs to elevators in building 1 comprising two passenger and one freight elevator ------ 20, 000 
5. Wainscot, plastic fabric covering (washable) to prevent walls from being scarred, which 
will result in the saving of excessive painting—all corridors, building 1: 
6. Paint-spraying equipment, fiscal year 1960..............--------------------------------- 1, 500 


$2, 500 

1, 800 

2, 900 

300 

850 

415 

400 


128 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1. Install protective edging on 144 interior doors in building 1.......-.--..---.-..--------.- $1,800 
2. Install aluminum safety stair treads, building 1: 
3. Install cold water circulating system from refrigerated storage tank in building 4 to drink- 
4. Install oe bars in toilets and shower on 6 wards in building 1 as a safety measure. ---_---. 1, 500 
5. Install half bath in apartment b, building 8.....................-.-...--.--------------.- 400 
7. Emergency generator, building 14, boiler plant. 1, 690 
8. Emergency generator, building 4, dietetic service. -._.-.......---.-.---.------------.----- 1, 900: 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Dishwasher, dietetic service, main kitchen, building 4 (replacement) ________-__.-.._-.-. $10, 000 
2. Glasswashing machine, dietetic service, main kitchen, building 4 (replacement) =! 1, 500 
3. Dishwasher, dietetic service, ward 4, west (isolation), building 1 (replacement) - , 1, 800 
4. Replace 3 steam kettle cookers in main kitchen__-___......-..-...-.--.-.------- ‘ 2, 500 
6. Replacement of fixed equipment in main kitchen, building 4, as follows: 40-quart mixer, 
food slicer, pressure cooker, meat grinder, meat saw, and meat slicer...............--.- 3,000 
7. Air conditioning of morgue, 100 percent fresh air. Migs ciuiseistatanmtiith 1, 200 


3. What, in your opinion, are the most pressing needs in your installation? 


Description Amount 
1. Repairs to 3 elevators in building 1: Existing elevators are 18 years old, controls and 
panel boards are obsolete, and major parts are no longer available---..--.....-....-.-.- $30, 000- 
2. Depioemnens of dishwasher in main kitchen, building 4: Existing machme has reached 
the stage where maintenance is excessive__.._........-...--..-----------.-------------- 10, 000 
3. Electronic air filter for operating suite to reduce danger of infection to patients undergoing 2.600 


. Replacement of electric ranges, roast oven, deep-fat fryer, and bake oven in main kitchen. 
Major parts are no longer available as this equipment is 18 years old and obsolete. Re- | - 
placement of this equipment is programed for fiscal year 1961 under project No. 01-5140_ 7, 500. 


TUSCALOOSA, ALA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Tuscaloosa, Ala. a, 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no 


Name, qualifications, and tenure of— 
(a) Manager: William K. Freeman, M.D., F.A.P.A., certified M.H.A., psy- 
chiatric board, 10 years. 
(b) Assistant manager: C. E. Gilmore, A.C.H.A., 12 years. mee 
(c) Director, professional services: Theodore J. Thomas, M.D., psychiatric 
board, 18 months. 
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II, Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & S. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity. -................. 964 0 915 0 49 0 
ne 964 0 915 0 49 0 
3. Beds not in use (unavailable)..._-..... 0 0 0 0 0 0 
964 0 915 0 49 0 
4. In process of activation...........- 0 0 0 0 0 0 
5. 0 0 0 0 0 
6. Staff not recruitable: Beds re- 
0 0 0 0 0 0 
% Type of bed not required for cur- 
rent operating plan regardless of 
staff availability. 0 0 0 0 0 0 
8. ee res 0 0 0 0 0 0 
9. Patients remaining 918 0 876 0 42 0 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_..._.-.. 917 0 876 0 41 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
278 0 254 0 24 
(6) Percent of total patients re- 
30 0 29 0 57 0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
313 285 0 28 0 
(6) Percent of total patients re- 
maining Jan. 10, 1957__....-- 34 32 0 64 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 | 1956 1957 1958 
14. Number of patients sent to trial visit during year__- 275 262 320 363 
15. Number of patients on trial-visit status as of Dec. 31- 121 96 124 170 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
727 571 721 
106 80 97 
51 49 57 
570 442 567 


_ (b) If there are trends in any of the components abov 
significance and impact on the activities of your hospital. 


please describe their 
he calendar year 1957 


was atypical and not indicative of a trend. Expanded use of trial visits has 
permitted the admission and treatment of a greater number of patients although 
not necessarily affecting the discharge rate as yet. 
17. (2) What is the number of TB beds (rated capacity) which were unavailable 
pe 12, 1959, because they were not required for fiscal year 1959 operating 
one, 


(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other ra TB use? one. x ~, 


....! 
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TIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 


3. (a2) What system of control do you have to insure a minimum stay in hospital? 
The length of stay is discussed frequently during professional and staff meetings. 
A length-of-stay committee, composed of each chief of a professional service and 
the Chief, Registrar Division, with Director of Professional Services as chairman, 
each 6 months, reviews all professional and administrative practices to identify 
any which may cause undue delay of discharge of a patient. Recommendations 
for elimination and modification are made to the manager for review and sub- 
sequent corrective action. 

(b) What improvements have you made since your last report to this com- 
mittee? Our last report showed 23 percent of total patients in the hospital less 
than 1 year as compared with 26.6 percent in this report. This is indicative of a 
higher turnover rate in the acute intensive treatment service. We have been able 
to realize greater utilization of the beds in this service. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. We are receiving 
excellent cooperation and support from the regional offices, the courts, the guard- 
ians, and the next-of-kin on cases medically determined to be ready for discharge. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) A greater number of our service- 
connected NP admissions are of the psychoneurotic, personality disorder, or 
partially adjusted schizophrenic diagnosis. This group usually makes shorter 
stays (1 to 3 months). p ER ow eealnd NP admissions are more likely 
to be complicated by physical disabilities requiring longer stay with increased 
nursing attention. 

4, (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We are not sure 
that the total length of stay in the hospital would be significantly modified. 
From our followup on patients on trial visit and those service-connected cases 
which we are able to refer to outpatient clinics, we feel that the frequency of 
rehospitalization would be decreased. 

(b) What effect would such a program have on your cost of operation? This 
could not be absorbed in our present operating plan. It would require estab- 
lishment of an outpatient department including physicians, psychologists, social 
workers, aids, and clerical assistants. Space, equipment, drugs, and supplies 
would have to be provided. Augmentation of diagnostic and therapeutic services 
of the hospital would be needed. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Preadmission workup of laboratory and radiological findings on out- 
patient basis. 

6. What is needed to improve turnover of patients? More adequate staffing, 
particularly physicians, in addition to all items discussed above. 


1 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service |__ 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals |hospitalized 

68 0 68 18 50 
TB..ncconpsvnewentibesncecesses 0 0 0 0 0 

68 0 68 18 50 
0 0 0 0 0 

2. Domiciliary care: Total applicants____-- 0 0 0 0 0 


2. “gad many patients are scheduled for admission subsequent to January 12, 

1959? 7. 
3. What system do you use for scheduling admissions from the waiting list? 
A waiting list is presently in existence for only psychiatric and psychiatric- 
medical applicants. When beds are vacant or we anticipate their vacancy on an 
appropriate ward, the applicant within the higher admission priority group whose 
application was made the earliest, is first. offered admission. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 12. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“Yes,”’ please describe the circumstances. Yes. All applicants for hospital 
care of a service-connected condition are admitted without placement on waiting 
list. Also, applicants for hospital care of a non-service-connected condition 
when the condition is determined by a VA staff physician to be a medical or 
psychiatric emergency, if otherwise eligible, are immediately admitted. 

6. Number of applications for admission from July 1 PB December 31, 
1958: Total, 786; approved, 688; rejected, 98. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

1 648. 5 644.4 —41 
2, Physicians, full- and part-time--..............--.----. 11.0 12.0 +1.0 
3. Physicians, residents and 0 
5. Dentists 3.0 
7 Hospital aides 220. 0 214.0 —6.0 
8. Therapists and technicians ! 37.0 36.0 —-10 
9. Social workers 3.5 4.5 1.0 
10. Office of manager, personnel, and finance _- 21.0 ) SS en 
12, Other food-service employees 78.0 79.0 +1.0 

13, Laundry- 19.0 19.0 0 
14. Engineering maintenance (excluding laundry) ------- 36.0 23.0 —8.0 
15. Engineering operations (excluding laundry) ----.-..- 23.0 25.0 +2.0 
92.0 99.8 +7.8 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: None. 

‘ om What was number of gu on duty December 31, 1958? 8 guard-fire- 
ghters. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 274. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 25. 

(c) Average days of hospitalization of patients reported in (b): 828. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in _— hospitalization: 2. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service_........--. 19 14 15 
Average payment per consultant or attending !____........... $48. 68 $48. 21 $48. 33 
Total amount to all consultants and attendings !_........ $29, 262 $30, 400 750 
Total for trav: None None one 
1 Exclusive of travel. 


25. What categories of employees would be recruited in the primary fund 
allotment were increased? 


Categ: Full time Part time | Consultan 
Physicians... x x 

Operating engineers x x 

Occupational therapists x x 

Bocial workers. x x 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care. in your hospital? 
We feel that the affiliate student-nurse program in psychiatric nursing in operation 
at this hospital contributes (a) increased personel-patient ratio, (b) stimulation to 
staff and patients, and (c) motivation for continuous growth and development of 
graduate nursing staff members. 

There is no approved research program at this hospital. (See below.) 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, para medical, 
or hospital administrative trainees? We would welcome the development of re- 


search activities in any area for which we are prepared to furnish support from 
the basic staff. The psychology service has reached this stage and the inaugura- 
tion of applied research in fields of psychology to demonstrate the value of present 
clinical procedures would be of direct benefit to both patients and staff. 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
bausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
In receipt of Va pension. 1 1 
3) In hospital more than 30 days. (|) eee si. 3 
(4) Other__- 1 2 


1 Any form of prepayment insurance. 


Nore.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) We obtain a power of attorney and agreement in all cases where a 
veteran is hospitalized for non-service-connected condition and has hosritalization 
insurance, workmen’s compensation entitlement, third-party liability, or any 
other type of hospitalization insurance plan. Statements of charges are peri- 
odically submitted to insurance companies, workmen compensation commissions 
and other third parties, unless previous determination has been made that the 
third party will not honor such statements. Followup, when required, made by 
station fiscal officer, with referral to VA Chief Attorney when indicated. Estimate 
of cost of the collection program during calendar year 1958: $112.23. 


4. Compare amounts biiled to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed_ $6, 850 $10, 932 
unt collected 1, 056 


1, 750 


> Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? One. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? VA staff physician who exam- 
ines applicant and approves admission also determines approximate number days 
of hospital care. The anticipated number of days multiplied by the average 
daily cost of hospital care is used as an estimated cost of non-VA hospital care 
and is furnished applicant before he signs oath on form 10—P-10. 
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8. In your opinion are there abuses of non-service-connected care? There 
are rare abuses. Since the initiation of VA form 10-P-10A and our counseling of 
non-service-connected cases, the number of cases have diminished. This is borne 
out by answer to question 6, section VII above. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


ch 24 76 100 


VIIT. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 

(a) Average daily patient load__.___._____- 912 917 920 917 915 

(b) Full-time equivalent staff__....._...._- 666. 6 639. 8 642.9 638. 8 658. 3 

() Total cost 1.__...-----2 $3, 201, 722 | $3, 305, 494 | $3, 334, 948 | $3, 686, 249 | $3, 835, 202 

of stall 2, 612,689 | 2,691,626 | 2,724,489 | 2,981,926 | 3, 231,884 

cope 12, 879 10, 217 7, 869 9, 727 9, 270 

Communications 9, 208 9, 257 9, 389 9, 294 9, 385 

ey Utilities (gas, coal, water, etc.) _......_- 51, 164 50, 771 49, 088 52, 777 60, 176 

314, 071 315, 039 319, 193 325, 781 333, 956 

i) Drugs and medicines ---....-........-- 33, 697 38, 818 42, 598 52, 174 48, 499 

') Medical and dental supplies----_._...- 21, 836 28, 716 37, 44, 256 33, 142 
k) Asset acquisitions uding equip- 

24, 370 34, 249 38, 084 78, 035 6, 231 

121, 808 126, 801 106, 973 132, 279 102, 749 

(m) Cost per discharged patient -- -_.-_...- 1, 492 1, 340 1,007 1, 108 1, 197 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Not entirely. We are providing an accept- 
able standard for the personal needs of the patient but are unable to initiate and 
sustain the latest developments in psychotherapeutic practice already proven 
and adopted in other public, private and VA hospitals. We are confronted with a 
relatively low primary fund allocation from which we must absorb the pyramiding 
labor costs (84 plus percent) at the expense of supplies, equipment and plant 
maintenance services. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Since this hospital 
has always had a waiting list, the practice of allotment of funds on the basis of 
average daily patient load has little effect. We are utilizing our beds to maximum 
capacity depending upon the type of patients. We have consistently exceeded 
the planned average daily patient load each fiscal year without supplemental 
allocations. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have exten- 
sive comparative data but not standards. This is a problem common to all VA 
hospitals and not peculiar to this one. It has been the subject of extensive discus- 
sions with and among responsible officials of the Veterans’ Administration at all 
levels. It is being pursued through the work measurement, the cost accounting, 
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the TPAnagenreny improvement and evaluation programs already in existence in 
the VA. 

While the comparative data developed and published currently are admittedly 
imperfect, they can and are being used locally as a guide in our staffing and 
budgetary controls. By so doing, we can at least apportion our staff, our funds, 
and other resources in the approximate ratios we observe in other hospitals even 
though our total is below national averages. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.966. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.925. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? The menu is the same for all patients except those requiring modified 


iets. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 29 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? This hospital has a student-nurse affiliation program. As of December 
31, 1958, no students in residence due to change in classes at basie school. 
Twenty-two of the above nonhousekeeping units are reserved for this purpose. 
Considered essential in both recruitment and maintaining staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None at this time. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The fundamental element is the 
notable advancements being made in medical science. New medical, surgical, 
and psychiatric developments almost invariably create expanded workload and 
staffing demands. This is desirable and must be supported financially if we are 
to provige medical care second to none for our patients. 

Specific factors and developments currently being experienced would include 
(a) pay increases for all general schedule, D.M. & 8. and partenviasly: Wage Ad- 
ministration employees, (b) imposition of retirement fund contributions on the 
various operating agencies, (c) the inflationary spiral in price structure on com- 
modities and contractual services, and (d) the progressive demands for maintain- 
ing a physical plant which is now 26 years old. 

9. What internal programs have you developed to engender cost consciousness 
at your station? The ecentralization of budgetary planning and control to the 
operating levels. By so doing, a better correlation of demands and ability to pro- 
vide fiscal support is adiianen It provides incentive for the operating official to 
scrutinize recurring current expenses in order that he may have some leeway for 
long-range major improvements or new programs. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


Pieces 10, 423 12 
Pounds 7, 883 9 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.021; per pound, $0.028. 

11. What import does the ADPL concept of financing hospital operations have 
on the turnover of patients, the admission of patients who actually do not require 
hospitalization, etc.? None at this hospital. See part VIII, question 3. 
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12. How many om beds could be closed if we were not forced by the 
ADPL concept of financing just to maintain an ADPL so funds would not be 
withdrawn? None (See pt. VIII, question 3.) 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? If we had an expanded CBOC pro- 
gram with funds and staff specifically provided for this purpose it would increase 
the number of patients who could be treated in existing facilities. This could 
result in decreasing the operating beds or more important, it could be directed 
toward reducing the waiting lists which exist in all NP hospitals. It should be 
recognized that provision must be made for expanding administrative and tech- 
nological staff as well as professional. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,465.84. 
(2) Visits to hospitals by patients on CBOC status: 112. 
(3) Cost per visit: $13.09. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Delegation 
of authority. Cite examples. Decentralization of budget controls. Of course, 
this is to be qualified by the recognition that total allotments are less than in 1953 
(increased cost of living being considered). We do have more authority to deter- 
mine locally how our funds, such as they may be in total, shall be spent. 

Decentralization of personnel actions has been pursued during this 6-year period. 

(b) Has your hospital had an internal audit of its administrative operations? 
Yes. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The particular team which visited our hospital was orientated 
toward good practical administration. 

(3) How was the internal audit valuable to your hospital? It provided 
our staff an opportunity to review and evaluate local policies and practices. 
It helped us avoid legal and technical pitfalls. It reassured us in the correct- 
ness of our practices in areas not well defined by general policy. It keeps 
us on our toes. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medica] audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Joint team. We feel that greater use could be 
made of nongovernmental associations such as the American Hospital Associa- 
tion and the professional societies. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Area supervisory visits are stimulating and provide an objective 
evaluation of hospitalwide programs. They bring to us the best procedures 
which have been observed at other hospitals. Their value could be enhanced 
by greater delegation of authority to area representatives to speak for the 
central office. 

(2) Of what value would you think these visits are to VACO? Permits 
central office to have periodic reports of the manner in which stations are 
carrying out their mission. 

(3) Would less frequent visits be more useful? No; if visits are too widely 
spaced the time consumed on each visit tends to be more extensive. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? In some cases there has been recentraliza- 
tion, but for the most part these have been based on sound reasons. We recog- 
nize that a high degree of uniformity should be practiced among VA hospitals of 
comparable type. This is based on the sound premise that a veteran is entitl 
to equal care regardless of geographic location. 
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2. Is the management development program directed toward making good 
employees or good managers? ood employees. Program might more appro- 
priately be titled “career development program.” 


X. Capital improvement 


1. What nonbed betterment projects (H. and D. F. or M. A. I. R.) over $2,000 
are scheduled at this station? 1959, none; 1960, none; 1961, none. 

Not programed, or under consideration for fiscal year 1962; Chapel building, 
under consideration for 1962. 

Not programed: New boiler plant; new acute building No. 44; therapeutic pool; 
lightning protection, buildings 38, 39, 40; elevator, building 39; vehicle storage 
building; central service, sterile supplies; special service building; and replacement 
of two elevators in Building 1. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. No 
major items of maintenance were included under fiscal year 1959 station funds, 
due to inadequacies in primary fund allocation. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 

Install 40 drain valves for firehose cabinets. .._..............-.----------------------------- 2, 000 
Install louvered screens, laundry building 18--.-.-...-.........-.--------------------------- 1, 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961 (exclude items listed in ques- 
tion 1(b) above.) ‘ 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Exterior painting, hospital buildings. ................----...------------------------------- 15, 000 
Paint 10,000 linear feet chain-link fence...................----.-.--------------------------- 5, 000 
Tuckpointing, buildings 3, 4, 5, and corridors............----------------------------------- 20, 000 
esurface 15,000 square yards of paved streets__...............-.--------------------------- 12, 000 
ituminous surf: 10,000 square yards, parking lots... ........-..----------------------- 8, 000 
Replace 20-year-old wornout tractor and gang mowers... ...---..---------------------------- 4, 000 
Replace brine line insulation (refrigeration) . . . 
2, 800 
20, 000 
15, 000 
20, 000 
10, 000 
1, 200 
1, 400 
2, 500 
4, 000 
1, 300 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Provide hood and duct, dining room, building 3_.................-...-----.--------------- $1, 800 
Replace 4 pairs of wooden doors with metal-clad fire doors, kitchen and dining room exits, 

Accoustical ceiling tile, hospital buildings. ---. 1, 800 
Replace obsolete lighting fixtures, building 1. odd 1,900 
Install 30-ampere branch circuits: 

Replace obsolete corridor lighting fixtures... 1, 700 
Provide VAVS office space, recreation hall, building 4.................-..--.---.-.--------- 1, 900 
Dressing room for employees and toilet facilities for patients in dental suite...............-- 1,900 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Replacement: 
Steel cabinets to wooden cabinets, dental laboratory... $2, 000 
Victory grade elevator controls, buildings 38 and 40_............--......---------------- 12, 000 
Steel cabinets to replace wooden cabinets and shelving, surgery ----.....-.-.-----.------ 2, 500 
ranges in permanent-type housekeeping quarters (7 each) 1, 800 
25-year-old 20-inch dressing sterilizer, surgery.........-....-------...-------.------------ 4, 500 


3. What, in your opinion, are the most pressing needs in your installation? 

(a) Additional nip ag erage This is not a matter of insufficient funds. It is 
primarily geographic in that psychiatrists prefer assignments in a metropolitan 
area, particularly those hospitals affiliated with medical schools. 

(b) Physical plant expansion, maintenance and replacement projects as 
enumerated on pages 15-19 of this report. Our hospital was opened in 1932 and 
has not had the degree of preventative maintenance which is warranted to protect 
the initial investment. 

(c) A bona fide portable equipment replacement program, both medical and 
administrative. Much of the equipment is still the original outlays which have 
never been replaced. As a minimum, such a program should approximate 
$80,000 per vear for 5 years. 

(d) Progressive augmentation of the primary fund allocation in those cost 
centers where we are below the national averages for VA hospitals of comparable 
type and size. 
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TUSKEGEE, ALA. 
I. GENERAL 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Tuskegee, Ala. 

Type of services: Type of hospital, NP; formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Prince P. Barker, M.D., Veteran Administration service since 
1925, manager since February 1, 1958. Dr. Prince P. Barker, hospital adminis- 
trator, is a graduate of the College of Medicine, Howard University, Washington, 
D.C., and interned at Freedmen’s Hospital, Washington, D.C. e has taken a 
number of postgraduate courses in neurology and psychiatry, including material 
relating to the administration of psychiatric hospitals. He is certified by the 
American Board of Psychiatry and Neurology, Inc., in both psychiatry and 
neurology. He is also certified by the American Psychiatric Association as a 
public mental hospital administrator. He has held key positions in the profes- 
sional services at Veterans’ Administration Hospital, Tuskegee, Ala., including 
Chief, Psychiatry and Neurology Service and Director of Professional Services. 
He is a fellow or member of a number of professional organizations, including: 
Fellow of the American College of Physicians; fellow of the American Psychiatric 
Association; fellow of the New York Academy of Medicine, and service fellowshio 
in the American Medical Association. He has been hospital administrator at 
Tuskegee since February 1, 1958. 

(b) Assistant manager: Robert Haith, Jr.: (1) B.S. degree, business adminis- 
tration; (2) M.S. degree, hospital administration ; (3) 2 years’ experience in munici- 
] hospital acute general; (4) 4 years’ medical administrative officer, Army, 
orld War II; (5) 1-year experience in volunteer hospital acute general; and 
(6) 4-year tenure in present position. 

(c) Director, professional services: Howard W. Kenney, M.D.: (1) Appointed 
director, professional services, March 28, 1958; assistant director, professional 
services, September 1, 1955, to March 28, 1958; (2) certified by the American 
Board of Internal Medicine, February 1953; (3) served 3 months’ VA preceptor- 
ship in administrative medicine in 1956 at the Pittsburgh VA Hospital (Leech 
Farm Road); (4) staff physician, VA Hospital, 9 months, 1948-49; (5) private 
practice, 144 years in Newark, N.J., 1949-51; (6) active dutv, Army Medical 
a years, 1951-53; and (7) private practice, 24 years in Tuskegee Ala., 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 1, 953 42 1, 412 19 
2. Operating beds_............-.--..----- 1, 968 42 , 427 19 480 |_.-.-------- 
Beds not in use (unavailable): 
4. In process of activation..........-|.-..----|.......-|.---------]----------]------------]------------ 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining.................--- 1, 852 51 1,414 47 Ree 
10. Average daily patient load for 12 
months ending Dec. 31, 1, 850 43 1,445 54 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 38.4 23.9 1.6 12.8 
13. Patients in hospital in Jan. 10, 1957, 
who were 55 years of age or older: 
732 458 31 235 |.....-.----- 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 | 1957 1958 
14. Number of patients sent to trial visit during year... 352 427 452 378 
15. Number of patients on trial-visit status as of Dec. 31. 231 318 366 263 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 | 1958 
Total 3, 305 3, 195 | 2, 844 
Irregular discharge - 203 181 166 
Death. 174 199 211 
All other 2, 928 2,815 2, 467 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. he trend of patient 
discharge is a gradual reduction in number. This is due to the reduction in 
operating beds from 2,204 to 1,968 with an accompanying reduction in average 
daily patient load. The number of deaths increased due to aging of the veteran 
patient ulation. 

17. (ay hat is the number of TB beds (rated capacity) which were unavailable 
on canes 12, 1959, because they were not required for fiscal year 1959 operating 

lan? one. 
, (b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


| | | 
| 
| 
| 
| 
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III. Length of stay 


Length of stay (average stay in discharging hospital of patients discharged 
oie the 6 months ending December 31, 1958): 
(c) NP hospitals: What is the length of time in hospital since admission of those 


mtr reported on item 9 in category II (total column) as in hospital on January 
12, 1959? 


Length of time since admission Number of Percent of 
patients patients 
1 year and less than 2_.._-_._...-..--.--------------------------------------- 188 10.2 
2 years and less than 5._.......-..-.-------------.--.-----.------------ a 190 10.2 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital’ Minimum stay in the hospital is controlled by means of the hospital 
stay committee. At regular meetings of this committee folders of the various 
services are analyzed, reviewed and discussed. Any instances of unwarranted 
long periods of treatment are brought to the attention of the physician involved 
for corrective action in the future. At hospital and service professional meetings 
the importance of reducing patient stay in the hospital to the minimum is discussed 
regularly by the manager and other responsible officials. 

(b) What improvements have you made since your last report to this committee? 
The situation was found to be generally satisfactory, and not in need of improve- 
ment other than as determined in individual instances. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) More older veterans are being 
admitted with chronic vascular diseases, arthritic, degenerative and other chronic 
or long-term medical conditions with the complications of such diseases. These 
require a longer period of treatment than acute disabilities in younger veterans. 
Length of stay for certain categories of NP patients is being reduced due to use of 
tranquilizing drugs and other intensive treatments. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
or hospitalization in some instances would be reduced. 

(b) What effect would such a program have on your cost of operation? Addi- 
tional staff would be required for handling outpatient cases and the cost would 
be increased. Cost of travel would also be increased due to the fact that most 
of come from long distances. 

What would you suggest to further reduce hospital sta 
cat Under the present circumstances everything possible 
reduce patient stay, and yet give the best possible patient care. 

6. What is needed to improve turnover of patients? Additional psychiatrists, 


medical and psychiatric residents if recruitable would improve turnover of patients 
and reduce hospital stay. 


without impairing 
is being done to 


IV. Waiting lists 


1. Number of eligible applicants ae hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 


Type of care required Total connected 


Total 


In non-VA 
hospitals 


Not yet 
hospitalized 


| 
| 
| 
| 
i} 
| | 
| 
| 
i} 
. | 
| 
| 
| 
| | 
| 
| 
| 
| 
| 
1. Total 0 222 
| 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? None. 

3. What system do you use for scheduling admissions from the waiting list? 
In accordance with VA policy on priorities for hospital and domiciliary care as 
described in Circular No. 18. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? Nine surgical applicants. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes; service connected and emer- 
= eases. Such admissions, however, are based upon the admitting physician’s 

ndings. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 1,531; approved, 1,433; rejected, 98. 


V. Hospital staff 
Gepost full-time equivalent employment for both full- and part-time employees 


as of Dec. 31, 1956 and 1958. Distribute common service employment to pro- 
vide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+>) or 

decrease (— 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 

1, 1, 447.6 1, 406. 4 —41,2 
2. Physicians, full- and part-time-.................-..- 31.3 30.7 —.6 
3. Physicians, residents and interns...................- 8.3 5.1 —3.2 
4. Physicians, consultants and attendings--............ 3.1 3.0 -.1 
5. Dentists 4.0 5.0 +1.0 
8. Therapists and technicians ! 65.0 GRO 
10.2 10.6 +.4 
10. Office of manager, personnel, and finance -..._........ 35.0 32.0 —3.0 
12. Other food-service employees-.............---------. 181.5 171.0 —10.5 
14, Engineering maintenance (excluding laundry) -....-. 51.0 47.0 —4.0 
15. Engineering operations (excluding laundry) -...-..--. 75. 2 71.0 —4.2 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, +f an 

20. What was number of guards on duty December 31, 1958 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 37. 

(b) Number - patients discharged during past 3 months who were given indus - 
trial None. 

Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... ...-....- 93 72 109 
Average peraens r consultant or attending '__...........-- $456. 80 $415. 93 $284. 08 
Total amount to all consultants and attendings !_____.-_- 42, 482. 00 29, 947. 00 30, 965. 00 
18, 570. 00 14, 550. 00 12, 705. 00 


1 Exclusive of travel. 


| 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
oe and housekeeping personnel (painters and 
plumbers) 


Nursing assistants 
Psychologists 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The education and training programs now in operation at this hospital have 
assisted greatly in improving patient care, as such programs have been a definite 
aid in recruitment and retention of well-trained physicians and allied staff. In 
addition, on-the-job training and continued growth of staff has been possible. 
Both of these factors result in a much improved type of patient care comparable 
to that found in VA hospitals with close medical school affiliations. Our research 
program is in its inception, but is beginning already to make a similar contribution. 

ye find professional care rendered in an atmosphere of education and research 
to be modern, progressive, and more scientific. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
(1), VO $5, 000 $8, 289 
(2) Gifts and donations deposited in general post fund 
(3) Grants from other sources administered through affiliated medical schools_ 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 2 6 0 1 40 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
44 1 1 40 
(1) Patient has compensable serv- 
2) In receipt of VA pension. 13 
3 In more than 30 days. 21 1 18 


: ing form of prepayment insurance. 
10.& E. 


NoTE.—If a patient receiving care for a non-service-connected disability may be Pg rterty in more than 
one of the categories in (c) above, show him only in that category appearing first in 


| 
| 
| | 
| | 
i} 
| | 
| 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(bs) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection Rrogeane to the hospital during calendar 
year 1958.) Obtain properly executed VAF 10-2381, Power of Attorney and 
Agreement in duplicate. Obtain from the veteran or other suitable source infor- 
mation which identifies the third party who may be liable for damages by reason 
of negligence or other legal wrong, or information which identifies the insurer, 
employer, etc., concerned. Prepare in quadruplicate charges for services rendered 
to patients hospitalized in excess of 30 days and for each 30 day period thereafter 
or at discharge. Followup is made after 60 days from the original statement of 
charges and when necessary 30 days thereafter a second followup is made. If 
no reply has been received the insurance file is forwarded to the Chief Attorney 
for such action as deemed appropriate. Estimated cost for the collection program 
to the hospital during 1958 calendar year is $564.50. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount collected ._........----....-.--.-------------------------------- 4, 659. 80 


n 5. Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to Central Office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G. M. & S. care required before oath is signed? The admitting physician 
estimates the length of stay if the veteran is hospitalized, and the administrative 

rsonnel in the admission office advise the veteran of the estimated cost of his 

ospitalization before he signs the oath, in order that he might truly determine 
his ability to pay. 

8. In your opinion are there abuses of non-service-connected care? None in 
this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


| | 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts) 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load !._________- 2,014.0 2,010.0 1, 892.0 1, 846.0 1, 819.0 
(6) Full-time equivalent staff___.._._____- 1, 485.5 1, 481.7 1, 451.0 1, 406. 0 1, 411.0 
$7, 102, 688 | $7,650, 228 | $7,561,810 | $7,859,972 | $8, 257, 512 
(d) Salaries of staff? _.............-.___.- 5, 612,639 | 6,055,368 | 6,031,157 | 6, 498, 510 6, 917, 226 
Ce). 56, 260 53, 531 48, 731 41, 291 41, 547 

(f) Communications....................-- 19, 140 20, 105 20, 036 20, 891 20, 7 
) Utilities (gas, coal, water, etc.)_....__- 79, 865 94, 512 92, 690 85, 194 84, 680 
748, 573 702, 002 650, 508 655, 124 634, 833 
(i) Drugs and medicines.._._.........._-- 92,177 98, 602 128, 412 122, 040 113, 464 
(j) Medical and dental — cbinmaami 79, 300 131, 610 154, 147 132, 721 114, 111 

(k) Asset acquisitions including equip- 

41, 613 113, 567 128, 784 20, 810 28, 049 
373, 121 380, 931 307, 345 283, 381 302, 875 
(m) Cost per discharged patient... _..____- 145 135 194 137 165 


1 1955 and 1956 are based on tabulations of 25 percent sample of discharge records, and 1957 data are based 
on tabulations of 20 percent sample of discharge records. 1958 and 1959 data are estimates. 

2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 

3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No, because additional funds are needed 
for maintenance and repair, equipment, and personnel, as detailed under section 
V, question 25. 

3. Does the aliotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Yes, the allocation of 
funds on the basis of average daily patient load tends to increase the patient’s 
length of stay because there is a matter of an inherent tendency to be more con- 
cerned with the average daily patient load to which the primary fund allocations 
is tied than to the length of stay. No hospital would like to have funds with- 
drawn for which plans have been made merely because there was a temporary 
drop in the average daily patient load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We do not have 
adequate comparison standards with other VA and civil hospitals. Example: 
Geographic location, 40 miles from principal market area; 55 buildings, 290 acres, 
therapeutic farm, 45 acres of lawn and shrubs and 9.17 miles of road maintenance. 
Appreciable vehicular equipment including heavy equipment. See II fire de- 
water filtration sewage-disposal plant, land-fill disposal area. 

ospital, 36 years of age. NP by type when in reality it is two hospitals in one. 
1968 beds, 42 TB; 1,420 psychiatric; 506 G. M. & S. 35 percent of employees 
have 20 or more years of service. 90 percent of employees have 10 or more years 
of service. These variables have been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.913. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.069. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Alli patients are not on the same ration. Three basic rations exist with 
the differences dependent upon the physiological and nourishment needs of the 
potente as classified in three broad disease categories, as follows: Group 1: 

sychotic with TB, other TB, paraplegics; group 2: Other psychiatric, neurolog- 
ical, medical and surgical; group 3: Psychotic without TB, and outpatients and 
other patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 housekeeping; 22 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters are very important in maintaining staff and for recruit- 
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ment. The availability of housekeeping quarters helps tremendously in recruiting 
physicians and residents. The availability of nonhousekeeping quarters helps 
greatly in the recruitment of nurses and other pesonnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? We could use larger apartments, in lieu of junior apartments now in 
use. 

(d) Could cost of such quarters be a lucrative investment? Yes. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $25,055,960. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Advances in the medical sciences and 
specialization has required higher qualifications in the skills, additional skills, and 
higher pay for these skills—medical, paramedical, engineering, and administrative. 
Costs have increased steadily for travel, utilities, fuel, food, pharmaceuticals, 
other medical supplies, and all types of equipment. Old buildings are increasingly 
less functional and require more maintenance. Increasing geriatric patient load 
is requiring more personal care, more prosthesis, more linen, more wheelchairs and 
safety devices. Modern equipment, improved techniques and procedures, better 
trained employees, health education, prophylaxis, and shorter hospital stay have 
not vet offset this increase cost of hospital operations. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) The hospital program and budget committee is constituted 
by all operating officials (chiefs of services and divisions). (2) Each operating 
official is apprised with an analysis of his actual cost experience for a full year prior 
to the preparation of his new budget estimate. (3) The annual budget estimate 
of each operating official requires that he include the following requirements: 
Personnel, supplies, services, equipment, space and any changes in physical appoint- 
ments with justifications. (4) We have decentralized allotment for supplies to 
each operating official. (5) Each operating official receives monthly cost reports. 
(6) We have standard procedure for each operating official to maintain his allot- 
ment account. (7) Cost of a unit of production is discussed with each employee 
where applicable. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 

number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—Per piece, $0.029; per pound, $0.038. 

11. What import does the average daily patient load concept of financing hospi- 
tal operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? In order to operate effectively, the 
hospital must maintain adequate personnel. The fluctuations in average daily 
patient load are not usually sufficient to warrant the closing of a building or ward 
which would permit reduction of personnel. The hosptial must be equipped and 
manned to operate at its top capacity, regardless of the average daily patient load 
at any one time. Hence there might be a tendency to reduce turnover in order to 
maintain average daily patient load and funds. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None, as the demand varies 
from time to time, and the hospital should be able to meet the peak demand for 


8. 
13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
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have cn the number of operating beds required to meet the needs of veterans actu- 
ally needing hospitalization? This would depend on the demand for beds for 
patients requiring hospitalization, which fluctuates from season to season. 
(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $3,251.31 (this excludes transportation costs). 
(2) Visits to hospitals by patients on CBOC status: 1,035. 
(3) Cost per visit: $3.14. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By directives. 
Cite examples: Discontinuation of some recurring reports. Increase latitude in 
authority of employee travel. Complete personnel program. Make necessary 
changes in physical appointments (limited). Authority to purchase supplies and 
equipment peculiar to specific need. Reorganize any facet of operation beneath 
Civision and service level. Develop policy peculiar to local operations nut other- 
wise provided for or in conflict with regulations. 

. (6) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? Only 
generally. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest was in how well central office minutiae of 
procedures were followed. 

(3) How was the internal audit valuable to your hospital? Internal audit 
was able to concentrate on directives and did reemphasize errors in absolute 
compliance. It also afforded station management an overall perspective 
that may not be always possible in the course of day-by-day operations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A more bona fide analysis of hospital operation 
would be accomplished by persons well grounded in all aspects of such operations 
with emphasis on patient care. We believe a joint team could best accomplish 
this. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? We find these supervisory visits to be very helpful in that they assist 
the division and service chiefs concerned to maintain a proper perspective 
toward their work, since supervisors have knowledge of how services or divi- 
sions operate in other hospitals. 

(2) Of what value would you think these visits are to VACO? We believe 
the visits are valuable to VACO because they give central office reactions from 
personal observations to supplement written and statistical reports submitted 
directly by the station. 

(3) Would less frequent visits be more useful? We believe that the present 
frequency is satisfactory. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Operational authorities have not been 
recentralized to any great extent. 

2. Is the management development program directed toward making good 
employees or good managers? Management development program provides 
improvement in the capacity and performance of each employee, a reservoir of 
competent personnel for positions of greater responsibilities, and additional in- 
centives for career Government employees to aspire for the highest positions. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? Fiscal year 1959, none; fiscal year 1960, project 
No. 01-5134, special service building;! fiscal year 1961, project No. 01-5147, 
modernizing of buildings Nos. 68 and 69.' 


1 No estimate has been given by central office. 


| 
| 
| 
| 
| 
| 
{ 
| 
| 
| 
| ’ 
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Not programed, or under consideration for fiscal year 1962: 


Description Priority No. 


Enclosing ramp between buildings 50, 62, and 
Addition to administration building No. 1...-.......--..-------.-----------------2-------- 
Convert warehouse, building No. 13, for utility 
Demolish and replace buildings Nos. 16 and 18..................-.-.------..-----.--------- 
New therapeutic exercise clinical building-..................-..-.--.-...----.-------------- 
Physical medicine and rehabilitation building.......................-..-.------------------ 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Cost center 8417.00 Maintenance and repair to buildings, utility systems, plants, 
special use equipment, etc. 


8417.20 Plant maintenance and repair: 


8417.30 Utility plants and distribution systems: 
8417.40 Other engineering maintenance and repair 


2, 710 

8417.60 Motor transportation: 


8417.90 Special equipment: 


Note.—0743= contractual services; 0870= materials and supplies. 


| 
| 
| 
8417.50 Laundry and dry cleaning: 
8417.70 maintenance and (executive 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Changes to improve the manager’s office_______.__________-_- 1, 633 
Maintenance to NP staff conference room__________________- 1, 666 

8417.80 Landscape (replacing plants for buildings Nos. 3-A, 5, 21-29, 

Concrete curbing, parking lot, west end, building No. 88__-__- 1, 574 
Concrete curbing, gutters, and paving parking lot, rear, build- 

Gravel road from pump station to creek and east gate to dis- 

Concrete curb, rear, building No. 6_...-.....-_----.-------- 577 
Concrete walk "from south fence gate to front of building No. 68_ 431 
Concrete walk from east corner, building No. 5—A to west corner, 

Concrete walk from south fence gate along southeast corner of 

No. 10 to street... 245 
Concrete walk: 

8417.90 Services for maintenance and repair of special-use equipment____ 

Repair ly: for special-use 4, 250 

8417.80 Rebuilding of lawns, shrubs, and trees..___._.___.____-_____- 1, 300 

8417.41 Maintenance of repair materials. 1, 800 


8418.21 Nonhousekeeping: Modernization of baths and toilets, building 


8418.22 Housekeeping: Installation of metal kitchen cabinets, buildings 
Nos. 20-23 


In accordance with Circular 10-1 of Jan. 2, 1959: 
Huilding walle... « 3, 500 
Replace protection-type screens, buildings Nos. 50 and 62_______-_--- 18, 381 
Repairs to screens, hardware, floors, roofs, gutters____________--___- 8, 496 
Replace street lighting cable_____._..__..__----_---------------- 8, 000 
Install electric service, water plant_._..__._._._...--.--..-------- 1, 254 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 


| 
| 
| 
| 
| 
| 
| 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Amount 
Description 
Fiscal year | Fiscal year 
1960 1961 
8417.20 Maintenance and repair plants. --.................--..-.-.-.---.-.-- 9, 248 $9, 500 
8417.40 Other Engineering: Elevators, firefighting, swimming pools, ete 12, 742 13, 000 
8417.50 Laundry machinery, repairs....................-.---.---.-..-.---.- 2,710 3, 000 
8417.60 Repairs to motor 5, 372 5, 400 
8417.70 Maintenance and repair, buildings and structures: 
Lamps (bulbs,) replacement................-..--...--..---.---- 3, 000 3, 000 
Electrica] maintenance and repair (interior). -.................. 3, 400 3, 500 
Plumbing maintenance and repair (interior).._..._.._. a TE 10. 000 8, 000 
Floor covering (asphalt tile). 5, C00 5, 000 
10, 500 10, 500 
Roofs, gutters, and downspouts... 10, 000 10, 000 
Equipment: 
Truck, dump: 
Tractor, International crawler ee 18, 000 
Motor analyzer and distributor tester, front-end 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Amount 
Description 
Fiscal year | Fiscal year 
1 1961 
Irrigation system for lawn areas--__._..........-..-------------------------- $1, 950 $1, 950 
Irrigation system for farm area._.................-.--.--.-.-----------------. 1, 950 1, 950 
(c) Replacement and new fixed equipment costing over $1,000: 
Amount 
Description 
Fiscal year | Fiscal year 
1960 1961 
Machine, ice cube, building No. 5 (basement) ....-.-.....-.-.-.-.------.---- ee 
Ovens, roasting and baking, electric. $1, 300 
Air-conditioning units, 2 each (central sterile supply rooms, building 3A) ---- Sf eee 
Air-conditioning unit, 4 each (main treatment clinics, building Dipatnrcucepelacccascsmanues 10, 400 
Utensil washer (dietary service). 
Basket assembly fount) 
Flaking machine (ward H-2).....................---------------------------|-------------- 1,000 
Equipment for water plant 
47,097 14, 300 


3. What, in your opinion, are the most pressing needs in your installation? 
The items of the most pressing need are shown by priority under the nonprogramed 


list. 
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PHOENIX, ARIZ. 


“I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: Seventh Street and Indian School Road. 
City and State: Phoenix, Ariz. 


Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, yes. 


Name, qualifications, and tenure of— 


(a) Manager: Seymour Fisher, M.D.—F.A.C.H.A., Diplomate Am. Bd. 
Pediatrics—August 1950. 


(b) Assistant manager: Alexander D. McAdam—A.A.—Area Medical Office 
4% years—January 1955. 


(c) Director, professional services: Seymour Fisher, M.D. (See above.) 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily patient load for 12 
months ending Dee. 31, 1958_._____- MP 18 5 - 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year._. 14 13 9 23 
15. on trial-visit status as of m- 


if 
| 
| 
| 
| 
\ 
| | 
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16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 594 2, 481 2, 656 


(6) If.there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The increased number 
of patients over 55 years and their more complex conditions require more extensive 
nursing care and related increased use of medical supplies and drugs. No other 
significant trend is noted. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay (average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958): 

(a) G.M. & S. hospitals (average stay for G.M. & S. patients): 24 days. 

2. (For G.M. & ne hospitals only:) Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple-treated condition: ) : 


Average 
Cases length of 
stay 

10 12 
Hemorrhoidectomy 20 15 
Cholecystectomy ...............---..-.-. 1 25 
Subtotal gastrectomy for duodenal ulcer - 4 34 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Length of stay in this hospital is rarely a problem. The following 
controls are used to insure a minimum stay in the hospital: (1) Daily ward rounds 
of physicians. (2) Daily or every other day rounds by the Chief of Service. 
(3) Length of Stay Committee review of records. Registrar brings to attention 
of Stay Committee names of patients remaining in hospital over 60 days. (4) Dis- 
cussion of this problem at professional staff meetings, particularly in regard to 
factors which seem to delay prompt discharge. 

(b) What improvements have you made since your last report to this com- 
mittee? There has been no material improvement because this has not been a 
problem in this locality. However, there has been greater use of the CBOC 
program and therapeutic passes to bridge the adjustment to discharge. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) (1) The policy that 
provides that a patient is not to be discharged until discharge plans are acceptable 
to the patient and/or relatives occasionally prolongs the stay. Patients and/or 
relatives in some cases resist every type of discharge plan as a means of keeping 
the patient in the hospital. The motivation for prolonged hospitalization, fre- 
quently, is not based upon medical need but the fear or refusal of relatives to 
assume financial or personal responsibility for care or basic dependency needs. 
(2) The necessity to hospitalize non-service-connected veterans for complete 
work-up causes an increase in surgical cases; e.g., in civilian hospitals a patient 
scheduled for elective surgery will have all laboratory and X-ray procedures per- 
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formed as an outpatient; in the VA hospitals these must be done as inpatient 
procedures—resulting in abdominal cases to as much as 7 days or more extra 
hospitalization. (3) Due to insufficient personnel, certain laboratory and/or 
X-ray studies can be done only on certain days of the week. This may cause 
some delay in completion of hospitalization. (4) One other policy that may 
lead to prolonged length of stay is the desire by the veteran to gain financially 
through increased benefits by a lengthy hospitalization. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) (1) Low income veterans where 
finances are the basic problem—usually with no friends or relatives. This group 
is growing in numbers. (2) Veterans who delay discharge in order to further 
their claim to increased benefits or to gain the security of the hospital environment. 
(3) Increasing number of geriatric cases requiring adequate discharge planning 
and the lack of adequate domiciliary and nursing home facilities. (4) Increasing 
number of veterans coming to this area with cardio-respiratory disabilities re- 
quiring prolonged hospitalization. The average admission rate for this type 
condition is increasing and is above the nationwide VA average. 

4. (a) What would be the effect on length of stay if your were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would be decreased slightly, through extension of present CBOC program, par- 
ticularly when lack of followup medical care is a factor in discharge; and in the 
older age and chronic disease groups. 

(b) What effect would such a program have on your cost of operation? There 
would be a substantial increase in cost of operation. There would be an increase 
in drug costs and administrative and professional activities through extension of 
CBOC program. There would likewise be an increase in the hospitalized or bed 
cost due to increased turnover. Per diem costs rise when turnover increases. 
The average cost per hospital episode would decrease. 

5. What would you suggest to further reduce hospital stay without impairing 
care? (a) Permit preadmission workup on an outpatient basis. For example, a 
veteran scheduled for surgery could have X-ray and laboratory procedures per- 
formed prior to bed occupancy and be placed in bed the day prior to surgery. 
At present, veteran must be a bed occupant during these studies. (6) Establish 
more nonduty domiciliary beds and certainly more intermediate beds. 

6. What is needed to improve turnover of patients? (a) Again, the greatest 
need is more intermediate and/or nonduty domiciliary beds. (b) Expediting 
transfers of chronic neuropsychiatric patients to long-term treatment centers. 
(c) Expedite laboratory and X-ray procedures through increase of facilities and 
personnel. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service- 
Type of care required Total connected 
Total Innon-VA} Not yet 

hospitals |hospitalized 


ef Ps many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Scheduling is accomplished in accordance with the priorities established in VA 
Circular 18, 1958. Patient load is reviewed daily and patients scheduled in 
following coordination with chiefs of services especially in regard to future surgical 
schedules. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 


33427—59——12 


| 
| 
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5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“‘Yes,’”’ please describe the circumstances. Yes. Emergency cases are admitted 
immediately without regard to service connection. Service-connected cases are 
admitted immediately and in no instance can a 5-day delay exist. Transfers are 
made of cases in contract hospitals as soon as patient can travel safely in order 
to keep overall costs at a minimum. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,718; approved, 1,815; rejected, 903. 


V. Hospital staff 


yey weir full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956,! and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dec, 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. -................-.--. 15.0 14.1 -.9 
4. Physicians, consultants and attendings.............- 15 1.0 —-.5 
8. Therapists and technicians !_._._.............-.-.-.- 11.8 10.2 —1.6 
10. Office of manager, personnel, and finance... --.-...- 12.0 12.9 +.9 
3.0 2.0 —1.0 

14. Engineering maintenance (excluding laundry) ---- 16.0 14.4 —1.6 
15. Engineering operations (exclu laundry) -----.--- 19.5 17.7 -1.8 
. 4.2 4.0 —.2 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? Not 
in use at this station. 

20. What was number of guards on duty December 31, 1958? 2. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

22. Number of patients in ‘‘day’’ hospitalization: None. 

23. Number of patients in “night’’ hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service_._.......--- 26 25 28 
Average payment per consultant or attending !_.............- 457. 70 499 234. 82 
Total amounts paid to all consultants and attendings !_..__.-- 11, 900 12, 475 6, 575 
0 0 0 


1 Exclusive travel. 
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25. What categories of employees would be recruited if the primary fund allot- 

ment were increased? : | 
Category Full time Part time | Consultants, ais. 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Does not apply. 
2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or hospital 
administrative trainees? A research program is necessary to a hospital remote 
from a medical school in order to attract and stimulate a higher caliber staff. It 
keeps personnel ‘‘on tneir toes.” Training programs, again in a hospital remote 
from a medical school, are necessary to bring newer trends in medicine to the staff. 
It — efficiency and improvement of patient care and is the primary means 
of keeping abreast of current developments. 
3. Amount of funds available in fiscal year 1958: 


Foreducation 
pro- 
8300) 
(2) Gifts and donations deposited in general post 
(3) Grants from other sources administered through affiliated medical schools. ..|_...........}......-.....-. 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 19583 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
2) In receipt of VA pension 3 


1 Any form of prepayment insurance. 


| 
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2. (a) Number of veterans admitted since July, 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 


year 1958.) 


The following procedure has been in effect sinee Ma 


receipt of the statement of charges from the Registrar Division, the 
prepares and forwards a form bill which includes the statement and a copy of the 
attorney. If, within 60 days from the date the original billing is sent, 


power of 


a reply is not received, Fiscal sends a form letter. 


1957: Upon 
iscal Division 


If no reply is received after 


an additional 30 days, a second form letter is sent requesting payment. If no 
reply is received at the end of an additional 30-day period, the account is forwarded 


to the Chief Attorney for such action as he may deem necessary. 


of collection program 1958: $403. 


4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Estimated cost 


Calendar year | Calendar year 
1957 1958 
$27, 764 $36, 447 
ds, 5, 577 2, 366 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 


Before. 


6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None to central office. We have 
referred two or three to the chief attorney of the regional office for opinion. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 


of G.M. & 8. care required before oath is signed? 


At the time a veteran applies 


for hospitalization, he is interviewed and then referred to the admitting phy- 
sician. This physician examines him and, if hospitalization is found to be neces- 
sary, confers with the applicant as to the estimated cost in a non-VA hospital 
and assists the veteran in determining whether he can afford private care. The 
penalty clauses contained on the VA Forms 10—P-10 and 10—P-—10a are pointed 


out to the veteran. 


completed as to ability to pay. 
8. In your opinion are there abuses of non-service-connected care? Under 


present laws, there are few abuses. 


Following that interview, the application is signed and 


There are, however, abuses of medical facili- 


ties, in my opinion, when the request for hospitalization is based on a veteran’s 
own willful misconduct, as excessive drinking, brawls causing bodily injury, etc. 
Believe also that hospital costs could be reduced if restrictions were imposed on 
ambulance authorizations, and furnishing of medicines to other than bed- 
occupying veterans. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service 


Spanish-American 


All patients 


Nonservice Total 
connected connected 

50 50 100 

24 76 100 

8 92 100 

100 100 

190 

22 78 m™ 


| 
| 
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VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___...___.__ 174 176 176 178 18.7 
{b) Full-time equivalent staff._.._..____._- 305. 1 298. 3 291.3 287.1 286. 2 
(a). "Ramah $1, 597,095 | $1,651, 678 | $1, 653, 640 | $1,820,354'| $1, 896, 935 
(d) Salaries of staff ?__.........-_......... 1, 235, 110 1, 331, 716 1, 339, 140 1, 491, 939 1, 588, 932 
Patient 10, 455 10, 018 8, 704 10, 963 11, 165 
) Comrsnunications.........-...-....-.-- 13, 893 11, 195 10, 159 9, 949 10, 247 
(g) Utilities (gas, coal, water, etc.) ..._..__- 68, 384 52, 716 53, 206 55, 846 57, 828 
bd 78, 043 73, 875 72, 593 75, 669 78, 526 
(i) Drugs and medicines_.........-- may 53, 996 56, 410 63, 735 58, 750 60, 485 
) Medical and dental supplies 42, 426 45, 471 40, 848 41, 612 39, 181 

) Asset acquisitions including equip- 
18, 733 14, 199 14, 018 25, 056 6, 648 
76, 065 56, 078 51, 237 50, 570 43, 923 
(m) Cost per discharged patient. ___....._- 587. 74 | 583. 97 | 639. 50 745. 74 722. 02 


1 Acioses for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Unless a definition of ‘‘acceptable standard 
of medical care”’ is established, this question cannot properly be answered. How- 
ever, if we place this standard as ‘‘equal to or better than that provided in the 
community,’ I must state that the primary fund allocation is not sufficient. 
This is based upon certain specific deficiencies in equipment and personnel. 
Some of these are (1) pulmonary function laboratory, (2) diagnostic isotope 
laboratory, (3) additional nursing and dietetic personnel. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? At this hospital, 
allotment of funds on basis of average daily patient load has no effect on patient’s 
length of stay. The demand for hospitalization of veterans is so great that the 
length of stay is very short. The allotment based only upon this factor, how- 
ever, penalizes those hospitals with rapid turnover because costs drop with longer 
length of stay, and in turn per diem costs rise with shorter length of stay. 

4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? A considerable 
amount of comparative data are furnished to field stations. The overall VA 
statistical summary issued by the Office of the Controller contains data pertain- 
ing to D.M. & S. employment monthly activity and many other related com- 

arative statistics. We also have the cost and performance analysis developed 

y the D.M. & 8. Controller and issued on many of the activities carried on at 
our stations. These latter studies have proved a valuable tool for management 
in the evaluation of operations. They contain cost, staffing, performance, and 
other types of data designed to facilitate cross section comparison of the economy 
and effectiveness of individual programs. We have also been furnished studies 
pertaining to hospital staffing and costs of the Veterans’ Administration in com- 
parison with nonprofit and non-Federal governmental hospitals. The last issue 
of this dated December 1 and contained in the Chief Medical Director’s letter 
No. 58—45 definitely indicates that the Veterans’ Administration is operating at 
a lesser total per diem cost and a lower ration of employees per 100 patients than 
are the two other types of hospitals with which we were compared. Due to 
the local situations which exist in the hospitals such as types of patients, length 
of stay, turnover rates, adequacy of equipment and personnel, physical layout of 
facilities, it is difficult to secure the full comparison desired. However, insofar 
as possible the data originating within the VA has proved most helpful in making 
comparisons. Improvements in the data provided are constantly being made 
and such ideas for improvement are developed and discussed with representatives 


| 
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of the area and central office staffs in addition to being made the subject of com- 
ment through the medium of the Monthly Systematic Review and Appraisal of 
Operations. 

5. (a) What is the averag raw food cost per served ration from July 1, 1958 
through December 31, 1958? $1.035. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.209. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? The patients we have are practically all on the basic ration plus 10 per- 
cent or the station allowance. The ones with tuberculosis or the paraplegics are 
so few in number, it has not effected the pounds of food needed for the station 
allowance. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 0 housekeeping, 6 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? It is very important to have the housekeeping quarters to maintain the 
staff and/or for recruitment. Additional housekeeping quarters could be used if 
available. The operation of the nonhousekeeping quarters is not considered 
important. Most personnel desire to live off station. These quarters provide 
temporary housing for some personnel until other quarters are located off the 
station. Occasionally, guests or visitors are housed in these quarters for a short 


stay. 

(c) What. additional quarters do you believe would add quality or stability to 
your staff? Additional housekeeping quarters would assist in recruitment and 
maintaining medical staff and add quality and stability to staff. 

(d) Could cost of such quarters be a lucrative investment? In view of the fact 
that there has been a demand for housekeeping quarters, we are considering the 
conversion of approximately half of the space in the nonhousekeeping quarters,. 
which is only 40 percent occupied, to a three-bedroom housekeeping quarters, 
leaving six single rooms with baths available for nonhousekeeping. This conver- 
sion would cost approximately $3,000, which is considered a lucrative investment, 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,200,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The primary factors causing an increase 
in cost of hospital operation have been: (1)Increased personnel costs (salary, 
wage administration, reclassification, low personnel turnover) ; (2) increased cost 
of supplies and replacement equipment (as new drugs); (3) new innovations in 
medical and administrative practices (such as vascular and cardiac surgery, 
X-ray therapy, electronic and automatic business machines) ; (4) aging of buildings 
and equipment with related increase in maintenance and repair costs; and (5) popu- 
lation growth in this area with increased demand on existing facilities. All of the 
above have had a direct effect over the entire hospital system. The low turnover 
of personnel at this station with resultant periodic step increases in salary has 
increased our costs out of proportion. An example: In one of our larger divisions 
the greater number of employees are in longevity-pay status, costing approxi- 
mately $12,800 per year more than national average. Our professional personnel 
(doctors and nurses), likewise are mostly in the top two grades. 

An intensive blood replacement program has permitted a decrease of $5,700 in 
this cost area during the past year. 

9. What internal programs have you developed to engender cost consciousness 
at your station? We have utilized the following to engender cost consciousness 
at this station: 

(a) Decentralization of the control of funds to the using division or service level. 
The funds are allotted to the division or service for supplies and services and in 
some instances salaries. Within the amount made available to each department 
they are expected to maintain their required operations unless emergencies beyon 
the control of the department arise which require extensive revision of budget 
planning. 

e 


(b) We have a station budget committee. This committee has considered the 


many areas related to cost consciousness and has materially assisted in the 

furtherance of this at the station. A number of changes in local policy have 

resulted from recommendations made by this committee. 

(c) Special studies pertaining to divisions and services or areas within them or 
ed. toward a specific class of supply or service have been made as the result 


direct 
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of internal review. These special studies have related to personnel as well as to 
the funds for supplies, services and equipment. 

(d) Participation in budget planfiing by divisions and services has been found 
to be an effective tool in bringing to the departments a clear picture of their past 
costs related to workload activities. Coupled with this is the requirement that 
all requests for funds emanating from departments must be fully justified and in 
oe with the overall goals of the hospital. 

(e) The subject of cost consciousness has also been discussed repeatedly at 
staff meetings as well as in departmental meetings. 

(f) A local comparison of departmental costs is distributed on a quarterly 
basis showing the cost for the current period as compared to those of a year prior. 
Where appreciable variation exists, the department is required to submit a report 
of their analysis of the reasons therefor. 

(g) In those instances wherein services are provided by one division or service 
for another, a transfer of costs is made to the department being provided the 
service. Since thoese costs are charged to the receiving department, we have 
noted a definite tendency to reduce the number and extent of services being 
requested especially those being asked of the engineering division. 

10. Laundry service: 

(a) What was the utilization of the laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pounds...... 520, 118 7. 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitais will report costs separately. to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0336; per pound, $0.0454. . 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts, per piece, $0.0509; per pound, $0.0688. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? At this hospital the average 
daily patient load concept of financing hospital operations has little influence on 
the turnover of patients nor the admission of patients who actually do not require 
hospitalization. The demand for beds is such that we can admit only those truly 
requiring hospital care. 

12. How many operating beds could be closed if we were not forced by the 
average-daily-patient-load concept of financing just to maintain an average-daily- 
patient-load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? There would be no change at this 
hospital. As noted above, the demand is so great that increasing the CBOC 
program would only permit better inhownp care and possibly reduce the number 
of readmissions due to lack of adequate followup. 


(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $14,382. 
(2) Visits to hospitals by patients on CBOC status: $1,886. 
(3) Cost per visit: $7.63. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? es. By what methods? Delegation of 
authority and responsibility. Cite examples. New policy issues contained in 
manuals and other published media are shaped along broad basic lines leaving 
the manner of accomplishing the goal to the discretion of the manager. Except 
where indicated for standardization of A Ngee for compliance with legal and/or 
technical requirements or for areas which must be centrally controlled decentral- 
ization has been accomplished. Decentralization concerning distribution of sub- 
limitations within appropriated funds is a good example of a further step in this 


area. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The appre of good practical administration was of para- 
mount interest. aturally attention was directed to certain regulatory and 
legal requirements, but in that consideration was also directed to good ad- 
ministration. 

(3) How was the internal audit valuable to your hospital? Methods of 
approach to several problems were suggested that proved of benefit to the 
station. Our overall operations were strengthened as a result of their visit. 
Closer coordination of professional activities and improved integration of our 
combined inpatient-outpatient functions was accomplished. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 

rational changes as a result? No. 

(c) If a fair “professional medical audit’? could be devised, what benefits 
would result? Should it come from outside, nongovernment sources or VACO? 
Or be conducted by a joint team? The primary value of a “‘professional medical 
audit” is better patient care through review of medical workup and treatment. 
This is now being done through reviews of chiefs of services and various commit- 
tees, but a true audit would be of more benefit. Because of the peculiarity of 
governmental medicine, I would prefer a team from either VA central office, or 
joint defense services—VA team, to audit all tip grapes hospitals. With a 
punch card system, actually each hospital could do a very good audit of its own 
activities. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The supervisory visits are most helpful to our staff; they keep sta- 
tion personnel posted as to problems of other stations and solutions found to 
these problems. The supervisors aid in interpretation of directives and 
standards, and in keeping us advised of new methods and procedures being 
considered or adopted. he visits give department heads an opportunity 
to discuss operations at a high level, and finally the operation is viewed by an 
“outsider.” 

(2) Of what value would you think these visits are to VACO? These 
visits help to interpret station problems and actions to VACO. They give 
the “personal touch” to the dry reports, which frequently are the only manner 
in which VACO can determine the performance of the hospital and its staff. 

(3) Would less frequent visits be more useful? No. In fact, in some areas 
more frequent visits would be desirable. In some professional fields, visits 
have not been made for several years and in many fields visits are made once 
every 2 years. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. Two examples 
which come to mind—both of minor import—are (1) designating location of 
dental X-rays and (2) utilization of anesthesia for topical application. 

2. Is the management development program directed toward making good 
employees or good managers? Our program is directed toward (a) Develop- 
ment of an adequate reservoir of personnel available for greater responsibilities; 
(b) improvement of individual present job performance; (c) development of 
management skills of present and potential managerial personnel; (d) integra- 
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tion of the promotion program with the management development program. 
Equal emphasis is given to all of these objectives. 


X. Capital improvement 


1, What nonbed betterment projects (H. and D. F. or M. A. I. R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1960 | Consolidate activities NP wards 5 and 6, building No. 1-----.-.------_---.-..--.- $11, 000 
1961 | Extend lawn sprinkier-system -project No. 
Piped central oxygen system, project No. 02-5129_............--.---_-_--2..2__._- 17, 000 


Not programed, or under consideration for fiscal year 1962: None. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description | Amount 
Waterproof roofs of air conditioning supply units_--.-.....-.-...-.-.--.--.-.--._.-- * $1, 500 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 

Repipe hot water tanks in basement, building No. 1, 000 
Painting of quarters-and raise tile wainscot in bath areas of quarters_..._...............__.- 1, 100 
Bellows and seals for A. C. compressors, parts for A. C. compressor purger units, rebuilding 

or replacement of A. C. supply unit blower, and rebuilding of A. C. unit cooling tower of 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Exterior painting of buildings No. 1 and No. 2... .....-...-------.--.--.------.------------ $65, 
Fusible links on barrier doors, building No. 2, 


Chilled water piping to basement areas, building No. 1, and shop and laundry areas, build- 

Reset fire brick lining of fire boxes in station boilers 1 


(b.) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Expand centre) linen distribution ares. .......~ $1, 950 
Roof over sundeck, ward 5. +++ 900 


{ 
| 
00 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Electrostatic air filters (14) for supply Noy 
Replace wooden steps and catwalks to roofs of buildings No. 1 and No, 2 with steel_...___-- 


3. What, in your opinion, are the most pressing needs in your installation? If 
present policy concerning admission of non-service-connected veterans remains 
unchanged, the most aes need is additional beds. This need is made more 
acute because of the shortage of community hospital beds. 

The next most pressing needs are for equipment and personnel, for which funds 
are not available within the primary an allocation. Some of these are— 

Personnel: (1) Pulmonary function laboratory technician; (2) dietitian; 
(3) director, professional services; (4) occupational therapy aide or technician; 
(5) nursing service 

Equipment: (1) Pulmonary function equipment; (2) portable diagnosti: 
X-ray machine; (3) accounting and other office machines; (4) modern high- 
speed dental equipment; (5) isotope diagnostic laboratory equipment; (6) 
addressograph. 

Other: (1) Acute intensive therapy units (medical-surgical wards)—equip- 
ment and personnel to provide these facilities; (2) adequate funds to permit 
the conduct of a fully satisfactory maintenance and repair program to preclude 
deterioration of the Government’s investment. 

One must not forget an increased primary fund allocation, to absorb increased 
costs of existing services and activities; e.g., increased wage administration sal- 
aries, increased burial contracts, increased cost of supplies and services (increased 
cost of doing business); need to fill essential positions as soon as vacant, as lump 
sum payments on separation are many times of such an amount as to preclude 
the absorbing of them within available funds, 


TUCSON, ARIZ. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Tucson, Ariz. 
Type of services: Type of hospital, TB. 

5. Name, qualifications, and tenure of— 

(a) Manager: P. L. Collins, formerly manager, Veterans’ Administration Hos- 
pital, Oteen, N.C., 34 years’ service; member, American College of Hospital 
Administrators. 

(b) Assistant manager: Rex E. Keeling, formerly assistant manager, Veterans’ 
— Hospital, Fort Bayard, N. Mex., 12} years’ service; nominee in 

(c) Director, professional services: S. Netzer, M.D., 17 years’ experience in 
VA hospitals; nominee in ACHA. 


1000 
500 
000 

} 500 

870 

490 

180 

320 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 163 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item ot of Jan. 12, 1959, unless 
herwise specified) Domiciles 
Total | TB Psy- | Neuro- | G.M.& 8. { 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds in (unavailable): 
6. not recruitable: Beds re- 
Type of bed not required forcur-| 
rent operating plan regardless of i 
9, Patients 374 177 @ 
10. Average daily patient load for 12 


months ending Dec. 31, 1958_........ 359 167 5 


AGE OF PATIENTS 


12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) of total patients re- 
13. Patients in hospital = Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957_..-...- 90. 6 89.2 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year--.|............}-...-.-..-..].-----------]-.sec------e 
15. Number of patients on trial-visit status as of Dec. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar vears? 


Type of discharge 1956 1957 1958 
TOR 1,842 1, 983 1,970 
Irregular discharge 257 231 
1, 456 1, 607 1, 583 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. o significant trends. 
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III, Length of stay 


1. Length of stay (average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958): 

(b) TB hospitals (average stay for TB patients): 181 days. 

3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We maintain a Length-of-Stay Records Committee which meets regularly 
to review records and discuss length of stay. A semiannual report of progress is 
submitted to the area office. Committee is composed of the Director of Pro- 
fessional Services, the Registrar, and the Chiefs of the various services. In addi- 
tion, er CBOC program and leaves of absences are utilized to the fullest to reduce 
length of stay. 

(6) What improvements have you made since your last report to this com- 
mittee? (1) Establishment-of the committee outlined in 3(q) above. (2) An 
actual reduction in length of stay for TB cases has been accomplished. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) It is believed that the advancing 
age of the patient group has resulted in more cases with chronic conditions, as weil 
as more cases with terminal illnesses. Both groups tend to prolong length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Probably none. 
ft would appear that the present CBOC program, together with the outpatient 
program for service-connected cases, meets the needs of patients fairly well. 

(b) = effect would such a program have on your cost of operation? Unde- 
termined. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions. 

6. What is needed to improve turnover of patients? No suggestions. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 

hospitals |hospitalized 

1. Total applicants_ 9 

GMS ake | 5 


2. May many patients are scheduled for admission subsequent to January 12, 
1959 4. 

3. What system do you use for scheduling admissions from the waiting list? 
We comply fully with instructions from central office concerning operation of the 
waiting list. Patients are scheduled by priority listings as beds become available. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 27. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances. Yes. Medical emergencies 
and service-connected cases. If sufficient beds are available nonemergent non- 
service-connected cases are admitted if need for hospitalization is found, without 
placing on the waiting list, provided there are no cases on the waiting list with the 
same or higher priority. 

6. Number of applications for admission from July 1 through December, 31, 
1958. Total, 1,522; approved, 1,044; rejected, 478. 
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V. Hospital staff 
es full-time equivalent employment for both full- and part-time employées 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+-) or 
decrease (— 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
2. Physicians, full- and 21.0 CLO 
4. Physicians, consultants and attendings__............ 27.0 30.0 +3.0 
5. Den 3.0 de 
7. Hospital 82.0 85.0 +3.0 
8. Therapists and technicians ! 23.0 22.0 —1.0 
10. Office of manager, personnel, and fi 19.0 18.0 —1.0 
12. Other food-service employees 67.0 62.0 —5.0 
14, Engineering maintenance (excluding laundry) ---....- 35.0 31.0 —4.0 
15, Engineering operations (excluding laundry) 34.0 
17. Special services. sat 8.0 7.0 —1.0 
16, Al Other 92.6 101.1 +8.5 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 10. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -.--_.......- 23 27 124 
Average payment per consultant or attending ?_____- amas $954. 35 $931. 48 3 $1, 000 
Total amount pt to all consultants and attendings ?_....._.-. $21, 950 $24, 450 3 $24, 000 
1 Through Dec. 31, 1958. 2 Exclusive of travel. 3 Estimate only. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time} Consultants, 


| 

| 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education a nee contribute to patient care in your hospital? 
Our research and educational programs are a source of continuing medical educa- 
tion for all of our professional personnel and nonprofessional personnel. As a 
result of these programs we are able to keep more current with medical progress. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing 
gram 
}) Grants from other sources administered through affiliated medical schools. Peeintsacemante<an 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


Genera] medical and surgical 
and neurological 
All Tuber- ag With insurance ! 
Eligibility category patients | culosis a 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
For treatment of a service-connected 
(c) For treatment of a nonservice-con- 
(1) Patient has compensable serv- 
3) In hospital more than 30 days. 42 _ SEE ee aes 35 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a nonservice-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an — 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Assignments obtained and notification made to insurance companies 
regarding hospitalization and our intention of billing. If payment is denied by 
company, VA Chief Attorney is advised. In cases where Chief Attorney has 
advised this hospital that specific policies are not reimbursable to VA, no billing 
or further action is taken. Provisions of VA Interim Issue 10-424 dated March 
1957, provide that whenever ite~ized statements pre required by the company, 
the hospital advises that the maximum amount collectible will be the prescribed 
hospital per diem rate times the number of days hospitalization. stimated 
cost of collection program is $75 during calendar year 1958. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


- 


Calendar year | Calendar year 
1957 1958 


4, 761 799 


mt Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Approximate length of hos- 
pitalization required. Estimated cost of hospitalization without physicians’ or 
surgeons’ fee at either of the two large private hospitals in the city. This figure 
is presently $35 per day. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

25 75 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

4 (estimated) 

a) Average daily patient load_-___......-- 365 369 366 365 365 
Full-time <ye 477.4 481.9 487.1 486. 0 489.1 
$2, 520, 536 | $2,659,418 | $2, 848,047 | $2,825,912 | $2, 966, 168 
Salaries of staff 1,994,836 | 2,155,270 | 2,190,072 | 2,301,917} 2, 413,230 
8, 668 9,171 13, 952 6, 832 6, 684 
CC LESLIE A 5, 397 6, 212 6, 694 9, 044 18, 647 
) Utilities (gas, coal, water, etc.)-.....-- 39, 582 38, 478 37, 662 43, 915 53, 566 
178, 351 171, 137 168, 298 166, 621 166, 327 
Drugs and medicines -_-__-...........-- 66, 776 76, 190 78, 224 64, 424 68, 374 
Medical and dental supplies. .-.....-- 36, 104 46, 965 55, 110 45, 290 48, 548 

k) Asset acquisitions including equip- 
227 37, 918 126, 654 840, 

136, 595 118, 077 171, 381 165, 029 167, 986 
(m) Cost per discharged patient. ......- 1, 376 1, 186 1, 279 1,377 1, 433 


9 ones estas: Sho. all costs to nearest dollar of actual cost. 
ding all payroll analysis accouu': 


| 
| 
| 
} 
| 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. It is believed that the primary fund 
allocation each year has not kept pace with steadily rising costs. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? o. We insist that 
patients be discharged when medically indicated, without regard to patient load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Veterans’ Ad- 
ministration central office releases to the hospitals excellent cost comparison data 
as pertain to VA hospitals. Adequate comparison standards as relate to civil 
hospitals are not available. Many improvements have resulted from these central 
office studies. They are always discussed with responsible officials. We strive 
in every way to increase the attitude of ‘‘cost consciousness’’ among our employees. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.219. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.154. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? The differences in rations are based on medical requirements of individual 

atient. For example, tuberculosis patients, due to nature of illness, are given a 
igher allowance in certain food groups, while G.M. & S. patients are given another 
percentage allowance over the basie ration allowance. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: Housekeeping, none; nonhousekeeping, none. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Present quarters are very essential as occupants (manager, assistant man- 
ager, Director of Professional Services, Chief of Surgical Service, Chief of Tuber- 
culosis Service, and engineer officer) are subject to and are in fact called at alf 
hours day and night. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Present quarters are ample. Housing (sale and rental) is available 
in all price ranges in Paseo. 

d) Could cost of such quarters be a lucrative investment? No; personnel 
prefer to reside in more desirable areas. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (a) Rising salaries; (b) increases in 
drug and food costs; (c) increases in utility costs; (d) general increases in costs 
of all supplies and equipment. These factors taken collectively have caused 
hospital costs to increase at a faster rate than the successive primary fund allo- 
cations received. Curtailment of services in certain areas is inevitable. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (a) Comparative cost studies are discussed with staff officials; 
(b) operating officials are required to operate within funds allotted to them; 
(c) staff meetings on budget control and procedures are held regularly; (d) annual 
systematic reviews are held in each department with special attention to costs. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) Laundry costs computed on basis 
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of all costs applicable to Federal laundries, excluding memorandum accounts, per 
piece, $0.036; per pound, $0.045. Laundry costs computed on basis of commer- 
cial operation, including memorandum accounts, per piece, $0.043; per pound, 
$0.054. 

11. What import does the ADPL concept of financing hospital operations have 
on the turnover of patients, the admission of patients who actually do not require 
hospitalization, etc.? None. We do not believe we are admitting any patients 
who do not require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
ADPL concept of financing just to maintain an ADPL so funds would not be 
withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. We do not believe that the 
CBOC program has any appreciable effect on the bed requirements at this hospital. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? es. By what methods? By rewriting 
central office. Cite examples: Directives in more general terms. Operational 
manuals now are worded as general guidelines. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair “‘professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A fair professional medical audit should be 
conducted by a joint team. It would point out the problems and needs for giving 
our veterans the type of care expected by the medical profession and the 
community. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Quite helpful. 

(2) Of what value would you think these visits are to VACO? Should 
afford VACO more comprehensive view of field station operation. 

(3) Would less frequent visits be more useful? The present frequency 
appears appropriate. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No.. 

2. Is the management development program directed toward making good 
employees or good managers? Emphasis is on making good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount ! 
year 


Project No. No. 02-5107 (part) research laboratory, building 38_.-.-...-.-.....- 
Project No. 02-5090, phase 2, modernization program 

(a) Modernize buildings 2 and 3. 

(>) Air conditioning. 
1950-61 | (c) Outside services. 

(d) Modernize water distribution system. 

Project No. 02-5127, ‘a 3, modernization program 

(a) Flood control. 

(6) New incinerator. 

(c) Alterations and additions to buildings 1, 4, and 30. 


' Plans and specifications for these projects have not been completed. Therefore, it is impossible for the 
Station to estimate the cost of each 


33427 O—59 13 
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Not gramed, or under consideration for fiscal vear 1962: Final and fourth 
hase of modernization program which includes (a) automatic sprinklers for ware- 
ouse, building 14, and garage, building 15; (b) modernize laundry building No. 

16; (c) paint shop; (d) remove temporary buildings; (e) addition of a chapel to 


building No. 1. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Utility plants and distribution systems maintenance and repair._._..........-.....-.-...-- 15, 687 
Laundry and dry cleaning maintenance and repair... ............-..-..-..--.-.------------ 870 
Motor transportation maintenance and repair... 2, 400 
Road, walks and grounds maintenance and repair_..-.....................-....-.-.-.-.-.-- 16, 821 
Special use equipment maintenance and repair. 4, 585 
Personnel quarters maintenance and repair..................--.---.-.-.---.---------------- 6, 825 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


1 

( 

I 

B 

R 

8 

P 

| 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 17] 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Amount 
Description 
1960 1961 
Utility plants and distribution systems: 
11, 860 31, 200 
Other engineering maintenance: 
7, 912 8, 275 
Laundry: 
1, 460 1, 100 
Motor transportation: 
Materials, supplies, and services 1, 155 1,210 
8, 800 2, 300 
9, 955 3, 510 
Buildings: 
37, 100 40, 150 
38, 260 43, 107 
Roads, walks, and grounds: 
4, 200 3, 900 
11, 250 9, 600 
Special use equipment: Materials, supplies, and services.......__.._____.____- 2, 100 2, 300 
Personnel quarters: Materials, supplies, and services. ....._.____..._...___-. 3, 000 3, 190 


| 
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(6) Minor betterments costing less than $2,000, excluding equipment: 


Amount 
Description 
1960 1961 

Modernize quarters kitchens: Building— 

Extend lawn areas: Building— 

Install fire alarm recorder, switchboard. 
Install lighting at porting 1,008 
Replace obsolete thermostatic controls: Building— 

(c) Replacement and new fixed equipment costing over $1,000: 
Amount 
Description 
1960 1961 
Emergency power generator, boiler plant (new)... $6,860 
Flatwork ironer, laundry (replacement) - - - 3,060 
Pedestal grinder, engineer shop (replacement) - 
Qualheim vegetable cutter, dietetics (replacement) -____..._.................--.. eee: 
60/30 general purpose mixer, dietetics (replacement)... 1, 
36- by 54-inch washer, laundry (replacement) -........................-.---.----.]-.-.---..--. $5, 000 
42- by 84-inch tumbler, laundry (replacement)... 3, 600 
Saw filer, power, engineer shop (new) 360 
Circular saw grinder, power, engineer shop (mew)... 380 


3. What, in your opinion, are the most pressing needs in your installation? 
This hospital is 30 years old, and our most pressing need is the replacement of 


much worn equipment and rearrangement of space. 


In addition, there is a 


continuing need for areas not provided in the initial construction, such as chapel, 
medical library, and adequate canteen space. ‘These needs are to be met through 
a three-phase modernization program: Phase I (a new clinical building) has 
been completed and is occupied ; phase II (modernization of patient occupied areas) 
is expected to commence this fiscal year; and phase III (the remainder of work to 


be accomplished) is planned to start in fiscal year 1960. 
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WHIPPLE, ARIZ. 


I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: Whipple, Ariz. 

Type of services: Type of hospital, TB; domicile, yes; formal outpatient clinic, 
no. 

Name, qualifications, and tenure of— 

(a) Manager: P. N. Sehmoll. University of North Dakota, B.S.C. U.S. 
Government: Finance Officer, 2 years; management analyst, manager’s office 
(center), 7 years; assistant manager, 2% vears. 

(b) Assistant manager: M. Michael, Jr. Rutgers University and New Jersey 
State Teachers College, 100 semester hours; apprenticeship and journeyman 
Patternmaker, 8 years; trade school instructor, 5 years. U.S. Government: 
Personnel officer, branch and district personnel supervisor, 6 years; assistant 
manager trainee, 1 year; assistant manager, 2 years. 

(ec) Director, professional services: Dr. William E. Martin. Georgetown 
University, B.S.; New York Medical College, M.D.; private practice, 5 years. 
U.S. Government: ward physician, 5% years; director, professional services 1% 


years. 
IT. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity... 382 228 158 
s not in use (unavailable): 
6 Staff not recruitable: Beds re- 
i. Type of bed not required for cur- 
rent operating plan regardJess of 
10. Average daily patient load for 12 
months ending Dec. 31, 320 188 156 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 9). 63 68 79 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total paitents re- 
maining Jan. 10, 1957. 63 72 79 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 494 1, 647 1,749 
172 162 167 
76 68 106 
1, 246 1, 417 1, 476 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Our demand for G.M, 
& S. beds is increasing. This results in a faster turnover of our patients and an 
increased workload on the employee. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year -1959 
operating plan? Eight. 

b. During the —_ 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 42 days. 

(6) TB hospitals: Average stay for TB patients, 147 days. 

3. (a) What system of control do you have to insure a minimum stay in hospital? 
Elective surgical patients are scheduled for admission just prior to surgery with 
the elimination of periods of waiting for an operative procedure. Tuberculosis 
patients are regularly reviewed by the tuberculosis therapy conference, which in 
turn makes the appropriate recommendations for treatment, including the need 
for continued hospitalization. A length-of-hospital-stay committee semiannuall 
reviews causes for prolonged hospital stay of G.M. & 8. patients, neameall 
corrective measures, and implements the application of these. 

(6) What improvements have you made since your last report to this committee? 
During the past 2 years the length of hospital stay of G.M. & 8. patients has been 
materially reused, However, because approximately 65 percent of the general 
medical population is geriatric in nature ieeatip reduction in length of stay for 
this group is not feasible at this time. The type of tuberculosis patient which is 
now seen most frequently necessitates long periods of hospitalization with little 
likelihood of reducing length of stay for this group. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The large number of estranged 
or homeless geriatric patients on both the medical and tuberculosis services with 
their need for continuing medical care and the lack of welfare assistance and 
nursing homes in this area all adversely affect the length of stay at this hospital. 
With the progressive increase in life expectancy this problem can only become 
more acute in years to come. 

4. (a) What would be the effect on length of stay it you were able to provide 
posthospital followup care, as needed, on an outpatient basis? CBOC status 
which has been in effect since July 1957 has shortened the length of hospital stay 
for those cases which are eligible for this type of disposition. However, these 
patients usually are not the type which would require a prolonged stay. On the 
other hand, the average hospitalized geriatric patient would not be a candidate 
for outpatient medical care. It is realized, however, that acute hospitals would 
benefit from a program providing posthospital followup care with a reduction 
in hospital stay and more efficient utilization of beds and better service to 4 
larger number of veteran patients. 

(6) What effect would such a program have on your cost of operation? Post- 
hospital followup care on an outpatient basis on a large scale would indeed increase 
the cost of operation, with additional X-ray, laboratory, drugs, and personnel 
costs being required. However, if such a program was carefully controlled, the 
cost, of course, would not approximate that of inpatient treatment for a like 
porn of patients and would reduce the need for additional beds for this category 
of patients. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Revision of the State residency laws with resulting liberalization of welfare 
assistance, a larger number of local welfare agencies and the establishment of 
more reasonably priced nursing homes would be of most value in this area to the 
reduction of hospital stay of the geriatric patient. 

6. What is needed to improve turnover of patients? If any or all of the sug- 
gestions in question No. 5 materialized, the total turnover rate of this hospita 
would indeed improve. The present turnover rate of younger medical and sur- 
gical patients is satisfactory although a posthospital followup care program 0” 

an outpatient basis would further improve this rate. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals {hospitalized 
2. Domiciliary care: Total applicants_.___- 28 0 28 0 28 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? Hospital, 12; domiciliary, 15. 

3. What system do you use for scheduling admissions from the waiting list? 
If waiting list exists veterans scheduled according to instructions in circular 18, 
dated September 8, 1958. For hospital, consideration is given to emergency 
eases for priority for admission. Domiciliary applicants are required to take 
their turn on the waiting list. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,’”’ please describe the circumstances: When a waiting list exists, hospital 
applicants are admitted only if medical emergency. Otherwise name is placed 
on waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 918; approved, 799; rejected, 119. 


V. Hospital staff 


Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

409. 9 376. 4 —33.5 
19.5 15. 2 —4.3 

0 0 0 
1.1 .8 —.3 
1.5 2.7 +1.2 
60.0 56.0 —4.0 
61.0 59.0 —2.0 
21.6 15.6 —6.0 
. 3.0 2.8 
. 16. 2 16.3 +.1 
4.0 3.9 -.1 
12, Other food-service employees..................------ 59.6 55.3 —4.3 
14, Engineering maintenance (excluding laundry) 35. 4 32.3 —3.1 
15. Engineering operations (excluding laundry) ........- 22.5 20. 4 —2.1 
10.4 9.8 —.6 


‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 33; annual 
Wage (average), $801. 

(b) What is the value of this program to the member and to the hospital? 
t aids in furthering the rehabilitation of members by building self-reliance to 
the extent that many of them are able to return to their communities on a per- 
manent basis. This program also adds to the morale of the members to have a 
job important Fontes! to be paid for. It gives them a very definite sense of 


longing in that wy are making a real contribution to the treatment program. 
ed factors go a long way toward adding to the dignity of mem- 
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bers. This program has particular value to the hospital administrative program 
without having to maintain such a high employment ceiling. Also, the morale 
of the hospital staff is boosted in the knowledge that they are contributing to the 
eventual rehabilitation of these handicapped persons. 

20. What was number of guards on duty December 31, 1958? et (firefighters) . 

21, (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 3. 
_ (0) Number of patients discharged during past 3 months who were given 
industrial therapy: None, 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 | 1958 | 1959 ! 
Number of different persons who provided service - - ---------- 20 20 15 
Average payment per consultant or attending ?.............-- 1, 041 | 670 479 
Total amount paid to all consultants and attendings ?__.._____ 20, 824 12, 310 7,191 


1 Through Dee. 31, 1958. 2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 


ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
This hospital is approved for tuberculosis chemotherapy research. The physi- 
cians who participate in this program learn to prametty use the appropriate 
combinations of newer drugs for any given type of tuberculosis and in so doing 
hasten the convalescence of those patients amenable to chemotherapy alone or 
to chemotherapy together with pulmonary surgery. These physicians have 
gained additional information about the organism which causes tuberculosis and 
have become familiar with the undesirable side effects of certain of these drugs 
of which factors improve the quality of care to the veteran patient. 

3. Amount of funds available in fiscal vear 1958: 


For education 
Research 
pro- 
gram 8300) 
(2) Gifts and donations deposited in general post fund _..................---.]..-.-.--.-----|-----+-+-+-"-- 
(3) Grants from other sources administered through affiliated medical schools- |_..........---|-------------- 
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VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


| all Tuber- | Psychi- | With insurance ! 


| General medical and surgical 
and neurological 


Eligibility category patients |} culosis atric 
Without 
Entitle- | Entitle- | insurance 
Ment ex-| ment 
} hausted | not ex- 
| | hausted 
os | | | 
(a) 26 | 5 | 0 | 19 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 22 \ 3 | 0 19 
(1) Patient has compensable serv- | 
(2) In receipt of VA pension 9 6 
(3) In hospital more than 30 days. 3 


! Any form of prepayment insurance. 


NotE.—If a patient receiving care for a nonservice-connected disability may be reported in more than 
one of the categories in ¢ above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) When a patient is admitted with insurance, our file is checked to see if 
the chief attorney has advised that the particular insurance company will not pay. 
If the company is not listed they are notified of veteran’s admission and a bill 
forwarded when discharged or each 30 days. If the company refuses to pay, the 
case is referred to the chief attorney for further instruction. Estimated cost of 
collections for calendar year 1958: $400 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


| Calendar year | Calendar year 
1957 1958 


$14, 462 $13, 312 
Amount collected 544 2, 768 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. But not signed until after oath. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The admitting physician 
indicates the estimated number of days of hospitalization on back of appli- 
cation. The admission clerk then advises the veteran of the estimated number 
of days and cost in a local hospital. These figures are placed on the addendum. 

e veteran is then asked if he is financially able to pay for hospital treatment. 
The oath is given and the applicant signs VA Forms 10-P-10 and 10-P-10a. 

8. In your opinion are there abuses of non-service-connected care? No. 


| 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


0 100 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts.) 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load______.____- 324 338 338 328 320 
(6) Full-time equivalent staff.._........... 420.5 409. 8 400.9 396. 3 383. 2 
(c) oo fg Oe ae $2, 030, 434 | $2, 125,335 | $2, 202,502 | $2,513,801 | $2, 453, 699 
(4) of 1, 597, 296 1, 673, 433 1, 726, 061 1, 937, 017 1, 996, 651 
10, 636 12, 099 11, 952 10, 816 9, 587 
Jf) Communications. ..................... 8, 706 8,7 8, 972 9, 137 11, 369 
g Utilities (gas, coal, water, etc.) .....__- 55, 764 56, 679 55, 143 58, 367 63, 000 
161, 390 157, 7! 148, 268 150, 734 144, 687 
(i) Drugs and medicines _...........-....- 49, 657 49, 612 60, 077 51, 141 58, 952 
) Medical and dental supplies ___-......- 31, 724 38, 088 40, 243 36, 093 32, 451 
k) Asset acquisitions including equip- 

38, 447 21, 461 50, 470 39, 46, 

76, 814 107, 486 101, 316 220, 874 100, 77 
(m) Cost per discharged patient.__.__..__- 1, 479 1, 450 1, 346 1, 339 1, 188 


‘Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? I believe the primary fund allocation is 
sufficient to provide an acceptable standard of medical care if we put all the money 
into staffing that we should. When we do this, as we have on this station, we 
then do not have sufficient primary fund moneys to properly maintain our plant 
and to paapesty continue a good program of equipment replacement and the net 
result that we are continually putting out fires. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? If we will do our 
proper management job the allotment of funds does not increase or decrease the 
at god length of stay. This allotment of funds for average daily patient load 

as the tendency to restrict the number of patients we can take care of and we 
will be forced to reduée our average patient load. We also are forced to reduce 
the number of employees to take care of patients and to crimp the proper main- 
tenance of our plant and replacement of equipment. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civ il hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
quate comparison standards with other VA hospitals. We find our costs are 
lower in many instances because of the type personnel staffing and the foregoing 
of maintenance that has prevailed at this station. The only costs that we have 
for comparison paagneee for civil hospitals are the figures given us in the Chief 
Medical Director’s Letter No. 58-45 dated December 1, 1958. It is obvious that 
our costs are much lower than civil hospitals and it is graphically pointed out by 
the ratio of employees we have on our rolls versus these other employees per 100 
patients. We have discussed these figures with our responsible supervisory 
officials and have pointed out program deficiencies that exist at our station 
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cause of this tight budgetary situation. Our supervisory officials have given us 
a small amount of financial relief within their limited means. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.060. 

(b) What is the cost per served ration for all other food-service activities from 
July 1, 1958, through December 31, 1958? $1.985. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are not served the same rations. G.M. & S. patients re- 
ceive 110 percent of the basic ration the additional 10 percent covers modified 
diets and special food items. TB patients receive 130 percent of the basie ration, 
the 30 percent covers the extra food required due to patients running high tem- 
peratures, and the nature of the disease is such that food likes and dislikes are 
very strong and must be catered to. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 housekeeping; 17 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters are very important and essential to recruit needed profes- 
sional personnel for themselves and their families. Many an appointment to our 
staff, of a well qualified professional person, is clinched when we are able to offer 
them quarters. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters recommended. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings 
based on a replacement cost? $13 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The past 3 years have shown 13 per- 
cent increase in our cost of utilities, water, gas, and oil. Telephone costs have 
increased 33 percent in the past 5 years. Our death rate has increased this past 
year 30 percent over any other previous year resulting in a subsequent increase in 
our contract burials. All of the above figures have caused us to employ less 
employees with no appreciable change in our patient load. 

9. What internal programs have you developed to engender cost consciousness 
at your station? We have the active participation of the chiefs of all divisions 
and/or services in the development of hospital workloads and budgets. Each 
division or service (21 in number) is advised of the hospital’s planned annual 
workload by quarters. They are also advised of their full-time employment 
equivalent and annual operating funds by quarters, so that they may realistically 
plan the vear’s operations. 

Each division and service chief is held responsible to stay within their allotted 
funds and if they overspend without having a revised allotment from the manager’s 
— they will be subject to being reported and disciplining of the Antideficiency 

ct. ‘ 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
vear 1958? 


| Total Number per 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—Per piece, $0.025; per pound, $0.035. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts—Per piece, $0.054; per pound $0.073. 
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11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? At certain periods of the year when 
the average daily patient load lags behind the planned “oh there is a definite 
tendency for the turnover rate of patients to decrease. his is not a desirable 
situation. Patients who do not require hospitalization are not admitted. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? At a center of this size there is no effect on the 
number of operating beds. In a large, active teaching hospital a very definite 
effect would be that more beds could be made available, shorter turnover of 
patients, and waiting lists reduced if patients could be put on CBOC for medicinal 
and convalescence at home. This system should be identified as a specific budget 
item and controlled. 

(b) What was your estimated cost for this program during fiscal vear 1958? 

(1) Total cost: $2,660.99. 
(2) Visits to hospitals by patients on CBOC status: 573. 
(3) Cost per visit: $4.64. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By directives of 
the Chief Medical Director. Cite examples. Budget money is given us in one 
lump sum for inpatient care and we are allowed to make switches between various 
inpatient care programs to properly take care of operational and pressing mainte- 
nance needs at the station level. Considerably less clearance with central office 
is needed on all operational matters, many reports have been reduced from 
monthly to quarterly, or quarterly to semiannual, or semiannual to annual. 
Managers have been directed to see that their plant is properly maintained to 
the same degree that they take a strong interest in providing proper professional 
medical care for patients. 

_(b) Has your hospital had an internal audit of its administrative operations? 


(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? An internal audit has started on the 19th of January 1959, and 
is far from completed by the due date of this report. 

(3) How was the internal audit valuable to your hospital? It is too early 
to tell how valuable it was to this hospital. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? None. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? We have had a previous audit by the Joint Com- 
mission on Accreditation of Hospitals. I would recommend a joint team or a 
more thorough professional medical audit and then we would be able to objectively 
evaluate from such an audit whether we are carrying on an average medical 
program, an outstanding medical program, or what professional areas need 
improvement to improve our medical performance. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Many of the supervisors are helpful to our staff by their visits. There 
is room for improvement in the supervisors’ visits which will undoubtedly 
be gained as the present incumbents of these positions acquire more experience 
or they are replaced by more experienced personnel. 

(2) Of what value would you think these visits are to VACO? For 4 
station such as this one that is fairly isolated, these visits should be one of the 
few main criteria reports that central office would receive regarding operation 
of this field station, 
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(3) Would less frequent visits be more useful? I would not recommend 
less frequent visits because they do not get around as often as they properly 
should to keep us fully evaluated as to the status and operation of our vari- 
ous program elements. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s pots Bes The classification of all division chief posi- 
tions have been recentralized to central office. Very few other operational au- 
thority directives have been recentralized and they have not hindered or benefited 
our operation. 

2. Is the management development program directed toward making good 
employees or good managers? Until the program is in operation for a longer 
period of time than it has been, which will result in more employee promotions, 
reassignments and steps up the ladder if they have the ability, I must frankly 
say that the program, at present, has made managers more conscious of whether 
they are doing a good, progressive, and dynamic job. 


X. Cupital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? Fiscal year 1959, none. 

Not prograr.ed, or under consideration for fiscal year 1962: (1) Combined 
chapel and library building; (2) recovery room and additional surgical and clinic 
ay geese o. 107; and (3) addition to kitchen and dining room, building 

o. 108. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Finish replacing tile, main hospital, building No. 107 
Leading dock for incinerator, building No. 110. 
Modernize nursing stations, wards 1 through 6, building No. 107................-----.2-..- 
Replace street lighting cable 
Place additional room on porch, building No. 15 
Parition for recreation room, building No. 14. --| 
Partition staff dining area, building No. 108 
Wheelchair ramp to building No. 108......................... 

Penthouse storage area for surgery, building No. 
Emergency exit doors, 1st floor stairwell and surgery, building No. 107 

Install smoke barrier doors, wards 5 and 6, building No. 107 

Modernize dental lab and expand, building No. 107 
Replace temporary partitions, building No. 107 


ress 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
Replacement of steam lines and tunnel.......................----------------- $175, 000 
Accoustical tile throughout main hospital, building No. 107._..............-------------__- 12, 000 
nt exterior of buildings Nos. 12, 13, 14, 15, 16, 17, 19, 20, 22, 32, 42, 23, 28, 29, 31, 84, and 85._. 85, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


182 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replace temporary wood partitions, building No. 107- - 6, 000 
Modernize quarters kitchens. 4, 000 
Library and recreation floor, building No. T-2.............-.-..--.--.----.---------------- 1,900 
1, 500 
Replace or repair back porches housekeeping quarters. 1,900 
Maintenance of screens, hospital and outlying areas._-.................-.---.----------.-.- 3, 000 
Replace asphalt flooring, clinical area, hospital building 107- 1, 700 
3 motor scooters 2, 500 
1 mower, lawn, 72 inch. 1, 200 
1 sedan, 5-passe: 1, 500 
1 truck, dump, 1}4-ton 2,000 
1 truck, dump, 2- 2, 100 
1 truck, carr 1, 800 
1 truck, pickup, 34-ton 1, 500 
Automatic blood-cell counter 3, 500 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Install pe window and swinging doors, dining area, building No. 108 _-- sue 1, 400 
Replacement of front doors, main hospital, building No. 107.................-....-.--.-.--- 1, 900 
Pave roadway areas from engineering shops area _-..............--.----------------------- 1, 200 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
$4, 000 
Doors, shower, wards 1 through 6, building No. 107.............-..--..---------------.---. 3, 300 
Pressers, Pantex, mushroom type 2, 500 1 
Press, Prosperity Taperr. 
Press, American Zarmo. ...--.. 1, 200 
Dishwashing machine, single tank 1, 800 
Air compressor, dental lab. 1,000 
Bedpan and utensil sterilizers, building No. 14 1, 500 ; 
Water still 1, 200 
Electrom 1, 500 
Body wh 1, 100 
abinets, counters, and work sin 1, 500 
Dryer, X-ray film 2, 050 
Bediographic motor-driven, tilt 
Dallons, cardioscope and with stand 1, 100 


8. What, in your opinion, are the most pressing needs in your installation? 
Our most pressing need is a requirement survey for the modernization of this 
center. e find that we have many pressing regular maintenance and preventa- 
tive maintenance projects to pursue but we are reluctant to expend funds, labor, 
and materials if the results do not fit into a master plan that would result from 4 
requirement survey. 
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FAYETTEVILLE, ARK. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: U.S. Highway 71, North. 


City and State: Fa 
Type of services: 


etteville, Ark. 
ype of hospital: G.M. & §S.; formal outpatient clinic, no. H 


Name, qualifications, and tenure of— 


(a) Manager: L. B. Andrew, M.D. 


(b) Assistant manager: Fred N. Hendricks. 
(c) Director, professional services: L. B. Andrew, M.D. 


II. Bed capacity and patientload 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959 
otherwise Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 254 7 6 0 241 0 
254 7 6 0 241 0 
Beds not in use (unavailable): 
6 recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
10. Average for 12 
months ending Dec. 31, 1958________- 219 a 5 0 210 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
EET 148 2 3 0 143 0 
(6) Percent of total patients re- 
maining (line 9)__..............- 62 75 62 0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of atients re- 
maining Jan. 10, 1957..........-- 67 50 57 68 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 i 
14, Number of patients sent to trial visit duri 0 0 0 0 ; 
15. Number of patients on trial-visit status as 0 Dee. 31. 0 0 0 0 i 


| 
| 
1 
| 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
ee 2, 666 2, 607 2, 829 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8S. hospitals: Average ae. for G.M. & 8. patients, 28 days. 

2. (For G.M. & §S. hospitals only.) ive the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations: (Include only the experi- 
ence of patients admitted for the surgery indicated. Exclude the experience of 
any patients with multiple treated conditions.) 


Average 
Cases length of 
stay 


3. (a) What system of control do you have to insure a minimum stay in hos- 
ital? The committee on hospital stay periodically reviews all factors contribut- 
ing to extended hospitalization with followup action on the part of the manager- 
director, professional services. We have intensified our program for discharge 
planning and have established working relations with all community agencies 
which can play any part in accelerating the discharge of chronically ill and/or 
financially distressed patients. 

(b) What improvements have you made since your last report to this committee? 
Since our last report we have appointed a new medical rehabilitation board for the 
purpose of coordinating staff services for the disabled patient having unusual or 
complex rehabilitation problems, with the hope that we might expedite their dis- 
charge from the hospital. We have also intensified our discharge planning pro- 
gram with more aggressive action on the part of social service, clinical psychologist, 
vocational counseling, and our calling upon the families to assume their rightful 
responsibilities. 

() Are there any identifiable administrative rections or policies that may 
contribute to increasing length of stay? (If so, describe.) oO. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We have a few more patients 
each year of the chronically ill type whose discharge is difficult. This is made 
more difficult by the fact that in this rural area there are few community agencies 
that can assist in placing the chronically ill and/or financially distressed patients 
in other types of institutions. The awarding of aid and attendance for their main- 
pres a in nursing homes or as an aid to the families would assist in discharge 
planning. 
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4. (a) What would be the effeet on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? The length of stay 
could be reduced slightly if we were able to provide posthospital followup care on 
an outpatient basis. Most of our difficulties, however, are with cases requiring 
some type of nursing or institutional care that the home and community agencies 
are not able to provide. 

(b) What effect would such a program have on your cost of operation? Follow- 
up care on an outpatient basis would tend to increase our cost of operation, since 
the beds vacated would be immediately filled from our waiting list. Inpatient 
costs would not, therefore, decrease and our overall cost of operation would be 
increased by the number of cases provided outpatient care. 

5. What would you suggest to further reduce hospital stay without impairing 
care? We would suggest an increase in our primary fund allocation to permit the 
employment of Soper in medical specialties not presently available on a full- 
time basis, as EENT and radiology. his would permit our rendering such serv- 
ice to the patient from our hospital staff and would expedite the treatment and 
would reduce hospital stay. 

6. What is needed to improve turnover of patients? Employment of addi- 
tional physicians, as explained above. The awarding of aid and attendance 
would often permit placing patients not requiring active hospital treatment in 
other types of institutions and thereby improving turnover of patients. In this 
low income, rural area community, no community facilities are available .o care 
for the chronic and the long-term cases and the availability of these community 
facilities would improve patient turnover. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
of aired Total ected 
care 0 onn 
Total j|Innon-VA| Not yet 

hospitals [hospitalized 

1, Total 34 34 
TB 
NP 


2. How many patients are scheduled for admission subsequent to January 12, 

1959? Fourteen. 
- 3. What system do you use for scheduling admissions from the waiting list? 
VA Circular 18, dated September 8, 1958 from the Acting Deputy Administrator 
prescribes the policy on priorities for hospital care. With the exception of an 
emergency, all eligible applicants are classified in accordance with the above 
circular and are ordered to report for admission, depending upon their proper 
 egine for admission. Emergency applicants are admitted without regard to 
the priorities established by this circular. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 

many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 
_ 5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes”, ponae describe the circumstances. Emergency applicants are admitted 
without placement on the waiting list. They are admitted without regard to the 
further priorities established by VA Circular 18, dated September 8, 1958, referred 
to in item 4, above. 

6. Number of applications for admission from July 1 through December 31, 1958. 
Total, 1,602; approved, 1,321; rejected, 281. 
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V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1. Total. 275.0 278.3 143,3 
2. Physicians, full- and part-time. _ eal 12.0 13.0 +1.0 
4. Physicians, consultants and attendings.............. 1.8 2.1 +.3 
5, Dentists. 2.0 
6. Nurses. 50.0 51.0 1.0 
7. Hospital aids ws 47.0 48.0 1.0 
8. Therapists and technicians 11.0 
10. Office of manager, personnel, and finance.----......- 12.0 13.0 +10 
12. Other food-service 34.0 
14, Engineering maintenance (excluding laundry) 26.0 25.0 
15. Engineering operations (excluding laundry) 7.0 
44.2 45.2 +1.0 


1 Figures sogerted in 1958 show increase of 3.3 over 1956 report. However, we have not actually added 
additional staff. Difference in figures caused by vacant positions at time of 1956 report was submitted. 
3 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 

Number: None. 

Annual wage (average): None. 

20. What was number of guards on duty December 31, 1958? Three guards; 
one guard-chauffeur (relieves both guards and chauffeurs). 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(0) Number of patients discharged during past 3 months who were given 
industrial None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in ‘‘day”’ hospitalization: None. 

23. Number of patients in ‘‘night’’ hospitalization: None. 
' 24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ..........- 16 19 10 
Average payment per consultant or attending !__._.._.-.___.- 36. 46 32. 76 28. 68 
Total amount paid to all consultants and attendings !__.______ $17, 475 $15, 575 $15, 150 
1 Exclusive of travel, 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Categ Full time Part time | Consultants, 
attendings 
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VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? We have an excellent professional staff, with a large 
majority of our doctors being board certified. They are very much interested in 
remaining abreast of the latest medical developments and to increase their profes- 
sional knowledge. Research and training programs would serve to stimulate as 
well as provide a means for their professional growth. 

3, Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
VA appropriation. None None 
Gifte-and Wonations deposited in general post 
Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
| Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(©) For treatment of a non-service- 
connected condition... ...-...-.--.- 43 1 41 
(1) Patient has compensable serv- 
(2) In receipt of VA 21 20 
(3) In hospital more than 30 days. 3 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be ed in more than 
one of the categories in (c) above, show him only in that category capone first in listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: None. 

b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Veterans who are admitted to the hospital for treatment of a non-service- 
connected condition and who are entitled to reimbursement for hospital expenses 
through some type of hospitalization insurance plan, are required to complete 
and sign a power of attorney at time of admission, assigning their benefits from 
this insurance plan to the Veterans’ Administration. Insurance companies are 
advised of their responsibility and periodically billed for expenses of veterans’ 
hospital treatment. In the event the insurance companies refuse to honor our 

wer of attorney the case is referred to the chief attorney of the regional office 
or further efforts toward collection and a decision as to liability of the insurance 
company. All accident cases and third-party liability cases are thoroughly in- 
vestigated to determine if there is a potential reimbursement. Full cooperation 
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of the patient and his legal representative is sought in these cases in order to 
obtain the most effective reimbursement. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1907 year year 


Amount billed - - 813. 00 
Amount collected 


ain Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the oe of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of GMS care required before oath is signed? Following a medical examination to 
determine the need for hospital treatment the physician estimates the length of 
stay in the hospital plus additional procedures which will be required, such as 
laboratory and X-ray examinations, operations, etc. Through a survey of non-VA 
hospitals in the community we have established the costs for hospital room and 
board, ordinary nursing service, etc. A fee schedule for medical services for the 
State of Arkansas, approved by the Arkansas Medical Society, is used for estimat- 
ing the cost of laboratory and X-ray examinations, operations, etc. Based upon 
this information and the estimate he: by the or ician, the applicant 
is advised of the estimated cost of hospital care in a non-VA hospital. 

8. In your opinion are there abuses of non-service-connected care? We do not 
feel that there have been any abuses of non-service-connected care at this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

15 85 100 

World War II-_---.---.--- 9 91 100 
World WarlI 6 100 
Spanish-American War-- 0 100 100 
eacetime. . 50 50 100 
All patients wet 8 92 100 

VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts) 


o_ 1955 1956 1957 1958 1959 
(estimated) 
i Average daily patient load............- 213 213 216 216 215 
Full-time equivalent staff.............- 283. 2 278.2 278. 2 278.2 97.7 
(c) Total cost ! $1, 474, 569 | $1,549,419 | $1,543,888 | $1,680,717 | $1, 755,943 
Salaries of staff 2. 1, 206,191 | 1,270,372 | 1,279,867 | 1,415,626 1, 496, 828 
f¢ Patient travel 8, 728 12, 466 17,14 16, 363 16, 768 
Communications _--........-..-..----- 4, 813 5,037 4,842 5, 168 5, 592 
Utilities (gas, coal, water, etc.) ..------- 17, 741 18, 947 19, 464 20, 155 24, 424 
, Raw foods.-_--- 81, 217 76, 642 77, 138 80, 875 79, 217 
Drugs and medicines - -.........--.--..- |. 46,000 52, 752 53, 356 54, 409 55, 618 
Medical ond dental supplies 22, 452 27, 307 30, 412 32, 030 35, 066 
t ms uding 
40, 202 47, 780 37, 755 26, 285 14, 181 
@ All other-..-: 47, 225 38, 116 23, 913 29, 806 28,20 
(m) Cost per discharged patient.......----| 544 579 587 617 66 
1A for common services: Show all costs to nearest dollar of actual cost. 
- all payroll analysis accounts. 
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2. Do you believe that the prim fund allocation is sufficient to provide an 
acceptable standard of medical care? e believe we are now providing an accepta- 
ble standard of medical care with our present primary fund allocation. ith 
increasing cost in almost every area, it has become necessary year by year to 
reduce the amount of funds available for maintenance and repair as well as the 
purchase of new equipment. This trend cannot continue indefinitely and with 
continued increase in cost, our primary fund allocations will need to increase to a 
corresponding degree in order to continue acceptable standards of medical care. 

3 the allotment of funds on the basis o a daily patient load increase 
or decrease the patient’s length of stay? Howor why? Allotment of funds on the 
basis of average daily patient load has no bearing on the increase or decrease of 
the patient’s length of stay. The patient is treated in conformance with standards 
of good medical care and he is discharged when ready for discharge. Our patient 
load has no bearing on the professional determination as to when an applicant 
should be admitted for treatment or when a patient is ready for discharge. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have fairly 
adequate comparison standards with other VA hospitals. In making comparative 
studies of other hospitals of our size and type, we stand in a very favorable position 
as far as our rendering of patient care on a per diem basis. In administrative areas 
we are operating as one of the lowest per diem cost operations, but for patient 
care our per diem cost is somewhat above the average. We do not have adequate 
standards to compare our operation with civil hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.955. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.983. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Nutritional requirements are above normal for medical, surgical, TB, and 
paraplegic patients and are furnished by the extra allowances indicated. The 
psychotic a me (2.3 percent) receive the basic ration allowance for all food 
groups. The G.M. & S. patients (95.6 percent) receive the basic ration plus 10 

recent on the meat, eggs, milk, and butter food groups. The TB and oo 
(2.1 percent) receive the basic ration plus 30 percent on the meat, egg, milk, and 
butter food groups. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None, housekeeping; 39 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Personnel quarters have no particular effect on recruitment and main- 
ey a staff, since adequate quarters are available in the community. 

(c) What additional quarters do you believe would add quality or stability to 
sg pel! I do not feel that additional quarters would add quality or stability 

our staff. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 

on a replacement cost? $8,250,000. 

8. What factors have operated to change the costs of ag operation? 
Please explain the effect of these factors. Salary increases, both by public law 
and wage board surveys. Increased ambulance rates. Increased usage of tele- 
phone. Utility usage increased through installation of air conditioning and other 
electrically operated equipment. Increased water and sewer rates by over 100 
percent, due to local bond issue and change in rates. Local payment of forms, 
previously paid out of central office funds. Increase in cost of services, such as 
window washing, equipment repair, etc. Increased burial allowances. Charge 
for blood obtained through American Red Cross. Increased cost of practically all 
supplies, including medical, dietetic, housekeeping, as well as engineering supplies 
and items of equipment. 

9. What internal ereenaee have you develo to engender cost consciousness 
at your station? The appointment and use of a budgetary advisory committee, 


consisting of key division and service chiefs. Sixty days prior to budget prepara- 
tion, each operating unit advised of expenditures during previous year, and re- 
— to furnish fiscal needs for the coming year, along with justifications, 

tilization of decentralized fiscal budgetary operation whereby upon receipt of 
Primary fund allocation, funds are apportioned to the various operating depart- 
ments with the requirement that they maintain rate of obligation so as to remain 
within available funds. Manager’s staff utilized to appraise department heads 


y 
) 
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of current overall budgetary situation. Cost of drugs discussed and considered 
by therapeutic committee. At close of fiscal year, each operating department 
given a very inclusive _—— of their fiscal operation and how it compares with 
overall fiscal operation of the hospital, as well as comparative studies involving 
‘other hospitals of our size and type. 

40. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pieces.-_..-. 917, 824 12 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the _—— of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

(Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts—Per piece, $0.0465; per pound, 
$0.056. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts—Per piece, $0.064; per pound, $0.077. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Laundry not furnished by commercial contract. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? If 
“Yes,” explain: Has not changed. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient load 
concept has no import on turnover of patients. The patient is discharged when 
it is professionally determined that he is ready for discharge, without regard to the 
average daily patient load. We do not admit patients who actually do pot require 
hospital treatment. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. Our beds are used for 
the treatment of veterans who are in need of hospitalization—and the average 
daily patient load concept of financing has no import on the number being treated. 

13.(a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? None. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,570. 

(2) Visits to hospitals by patients on CBOC status: 303. 

(3) Cost per visit: $5.14. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. i 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? (1) The annual 
primary fund allocation; (2) abolishment of personnel ceiling; (3) deosntren 
classification of jobs; (4) more authority in incentive awards program; an 
more authority in station personnel actions, particularly D.M. & 8. 
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(b) Has your hospital had an internal audit of its administrative operations? 


oO. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VASCO? Or be 
conducted by a joint team? . 

(1) A professional medical audit would improve medical care of patients. 

(2) This audit should be conducted by a professional medical team outside 
the Government. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? (a) Supervisory medical visits give counsel and advice to the pro- 
fessional staff. (b) Most administrative area office supervisory visits are 
helpful to the station, but, in some instances, these visits are of doubtful 
value to us. 

(2) Of what value would you think these visits are to VACO? (a) The 
area office is supposed to be the eyes and ears of the Chief Medical Director 
and act in advisory capacity but has very little administrative authority. 
(b) Area office keeps central office informed of conditions at the station; 
each area office having a smaller number of stations under their jurisdiction 
should certainly know more about local station problems in their areas than 
Central Office. 

(3) Would less frequent visits be more useful? Yes. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? aking good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Enclosing porches, building No. 1-.-.-.-------.--.---.------c.c-2--seeece-e-e----| 5, 000 


Not programed, or under consideration for fiscal year 1962: Connecting corridor, 
buildings Nos. 1 and 2, $24,750. ; 


XI. Maintenance 


1. (a2) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


wn 
-= 


= 


| 
| 
New bacteriological laboratory. 
Modernization of ward 1, diet 
Installation of wall covering in lobby and corridors.........---.-..---------------- Ged 
Air cooling unit for NP BOGHOM...--nnnor-eoneeneceersnascsrerssscecenesssaceosascentesze=nen 
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(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 

and repairs to special-use equipment. 3, 000 
850 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Increase size of electrical primary circuits.......................-.-.-.-------.---------.---- $1, 800 
Reroofing buildings Nos. 1, 2, and 3._............-..--.-.-.------ 5 a 1, 800 
1, 600 
1, 500 


Wall covering throughout wards, building No. 1_..-..........-.-..-.---.---..------------- 
Replacement of draperies, recreation building 


(6b) Minor betterments costing less than $2,000, excluding equipment: 


Description . Amount 
odernization of pharmacy . $1, 200 
Mod tion of nurses station 
Ward 3B 1,000 


Description Amount 
Additional fixed equipment: 
was 
Botery resstins and bake oven, main kitchen 1, 600 
Ice 1,900 


3. What, in your opinion, are the most pressing needs in your installation? 
Increase in primary fund allocation to meet: 

(a) The increasing costs of food, drugs, and equipment and for maintenance 
and repair of the yo ted old buildings. (6) additional full-time physicians such 
as EENT and radiologists; (c) within-grade promotions; board certification of 
physicians; federally declared extra holidays, and retirement and terminal leave 
pay; and (a) stations cannot possibly absorb all of the above extras by attrition 
and continue to give medical care second to none. 


(c) Replacement and new fixed equipment costing over $1,000: 
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LITTLE ROCK, ARK. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 300 East Roosevelt Road. 
City and State: Little Rock, Ark. 
Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, yes. 
N mtn qualifications, and tenure of— 
(a) Manager: Delmar Goode, M.D. (diplomate, American Board of Psychi- 
atry); VA, 35 years. 
(b) Assistant manager: James M. Ritchie, LL.B. (AHA, ACHA); VA, 14 years. 
(c) Director, professional services: Bertram L. Levy, M.D. (diplomate, Amer- 
ican Board of eternal Medicine); VA, 15 years. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 

Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB nal Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed capacity... ................. 471 40 23 10 398 
Operating 471 40 23 10 
Beds use (unavailable): 


2. 

3. 

4, In process of activation. 
5. Constructio 

6. 

7. 


Staff not recruitable: Beds re- 


quire 
Type of bed not required for cur- 


rent operating plan regardless of 
staff availability _ 
8 Other 
9. Patients remaining -................. 451 59 24 18 350 
10. Average di patient load for 12 
months ending Dec. 31, 1958_........ 427 39 19 ll ee 


AGE OF PATIENTS 


who were 55 years of age or okder: 
6) Percent of total patients re- 
maining (line 9)...........-. 100 13 5 4 
18, Patients in hospital on Jan. 10, 1957, 
‘an. 10, 1957.......- 51 1.4 0.6 


Item 


1955 1956 1957 1958 


14. Number of patients sent to trial visit d 
15. Number of patients on trial-visit status as . 31. 0 0 0 Oo 


USE OF TRIAL VISIT 

Calendar ; 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
5, 721 6, 027 6, 184 
238 264 271 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The increasing age of 
veteran patients is expected to increase the frequency and extent of physical 
infirmities. Lowered economic status may also be anticipated. These factors 
will tend o increase workloads, lengthen patient stay and require expanded 
rehabilitation programs. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 
1. Length of stay: Average stay in discharging hospital of patients discharged 


during the 6 months ending December 31, 1958. 

a. G.M. & S. hospitals: Average stay for G.M. & S. patients, 21 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal 7 19.0 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Our hospital stay committee periodically meets and reviews all aspects 
contributing to patients’ stay. A report of their findings and recommendations 
is made to manager. This subject and reports are discussed with professional 
and administrative staff concerned. New and rotating residents are informed 
on this subject. Close coordination between services and admitting office is 
maintained. Frequent listings of cases remaining over 30 days are released. 
Staff physicians making rounds with resident physicians insure early discharge. 

(b) What improvements have you made since your last report to this com- 
mittee? Except for chairman, members of hospital stay committee are rotated. 
Increased social service staff permits greater emphasis and action on predis- 
charge planning activities. We have continued our efforts to make all concerned 

atient-stay conscious. The average patient stay reflects a reduction of approx- 
imately 2 days. 
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(c) Are there any indentifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Generally, all admin- 
istrative procedures tend to increase length of stay; however, it is felt that those 
in effect are sound and necessary to good patient care and statistical control. 

(d) Are there any indentifiable differences in the characteristics of patients, 
or their requirements for care, which have affected length of stay or which may 
be of importance in the future? (If so, deseribe.) As the age of the eligible 
veteran increases, he may become more susceptible to illnesses and complications. 
His response to treatment measures may be slowed. 

4, (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Some reduction. 
in length of stay could be anticipated although it is difficult to assess without 
specific knowledge of the plan to provide posthospital followup care. 

(b) What effect would such a program have on your cost of operation? Tre- 
mendous increase in costs. Clinical workload would increase, additional staff 
would be required, and transportation expenses would be immense. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Establishing more programs or funds to concentrate on the area of pro- 
viding patient motivation; stimulating patient desire and interest in his return to 
an outside activity. This suggestion is primarily related to the chronic, long- 
term type of patient. 

6. What is needed to improve turnover of patients? Tubercular and mental 
cases have the largest area for improvement in patient turnover. Efforts in 
medical research for improvement in the treatment areas should be continued and 
expanded. Comments in preceding paragraph are also applicable to this question. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA/}| Not yet 

hospitals |hospitalized 

Total applicants... .......-., MD 40 2 38 


om How many patients are scheduled for admission subsequent to January 12, 
9? 45. 

3. What system do you use for scheduling admissions from the waiting list? 
Medical urgeney is considered. The chronological date of the application and 
priority factors outlined in VA Circular 18, 1958, is our criteria. Bona fide medi- 
cal emergencies are excluded from established priorities. Scheduling rates are 
based upon anticipated discharges, past trends, and our estimated capacity to 
provide required treatment. Lists are continually reviewed to insure trueness. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 

many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 44. (Those absent on leave and CBOC patients scheduled 
to reenter the hospital.) 
_ 5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please describe the circumstances. Yes, in the case of bona fide medical 
emergencies and absent bed occupants carried on hospital rolls for further treat- 
ment of the condition for which originally hospitalized. Service-connected cases 
are offered an immediate bed. 

6. Number of applications for admission from July 1 through December 31, 
ORR: "Total 4.386: approved, 3,388; rejected, 998. 
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V. Hospital staff 


eg one full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty Increase (+-) or 

decrease (—) 

from 1956 
Dec. 31, 1956! | Dec. 31, 1958 to 1958 

1 WOE 597.6 573.0 —24.6 
2. Physicians, full- and part-time. 28.5 26.0 —2.5 
3. Physicians, residents and interns.______...___.....-- 5.7 7.5 +1.8 
4. Physicians, consultants and attendings..._.__._____- 5.3 5.1 —.2 
8. Therapists and technicians ?___......__._......._.__- 36.6 37.0 +.4 
10. Office of manager, personnel, and finance... -_-.-.-- 17.3 17.8 +.5 
6.0 5.5 —.5 
12. Other food-service employees_...................-..- 73.0 71.0 —2.0 
14. Engineering maintenance (excluding laundry) __-___- 22.0 18.0 —4.0 
15. Engineering operations (excluding laundry) -___..__- 33.0 30.0 —3.0 


1 Errors and omissions in original submission have been corrected. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? Pro- 
gram is not used at this station. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) cao of patients on January 12, 1959, who are in industrial therapy 
program: 3. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. Program is just getting underway. 

(c) Average days of hospitalization of patients — in (b): None. 

22. Number of patients in day hospitalization: None 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... 37 30 31 
Average payment per consultant or attending !__. $1, 266 $1, 418 $1, 526 
Total amount to all consultants and attendings !_____.__. $46, 865 $42, 538 $47, 305 
Total for travel. 0 0 0 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were in ? 


Full Consultants, 
Category time Part time ae 

11 0 0 
Administrative. 0 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education activities greatly improve the care of our patients in a 
variety of ways. These programs have attracted to our staff physicians of high 
caliber who would not otherwise have become associated with the Veterans’ 
Administration. The very nature of research activity implies an active, inquiring 
mind and devotion to progress in medicine. The teaching program encourages 
our senior staff to keep abreast of medical literature and the pees of young 
enthusiastic learning physicians prevents the development of complacency and 
professional stagnation. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 


presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? Not applicable. 


For education 
Research and train- 
ing (pro- 
gram 
3. Amount of funds available in fiscal year 1958: 

1) VA appropriation. $97, 388. 00 $5, 874. 00 

2) Gifts and donations deposited in general 

) Grants from other sources administered h affiliated medical 

schools... 


VII. Eligibility and ability to yay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
mentex-| ment 
hausted | not ex- 
hausted 


(a) Total. 126 | 1 1 


16 101 

() For treatment of a service-connected 

(ce) For treatment of a non-service-con- 

(1) Patient has com ble serv- 
ice-connected disability...... 31 2 29 
2) In receipt of VA pension.--__.. 26 2 24 
In hospital more than 30 days- 31 py SRE 4 26 
4) Other__ 30 8 22 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
aamission incicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 12. 

Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 


| 
| 
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3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Each patient admitted is questioned as to his potential entitlement 
to hospitalization by some form of prepayment insurance. Such cases are asked 
to execute power of attorney and agreement. A notice of the patient’s admission 
is sent to the insurer. Immediately following the patient’s discharge or at the 
end of each 30-day period of hospitalization a statement of charges is released to 
the insurer. VA interim issue 10-424, dated May 3, 1957, changed the procedure 
of billing for each item of service furnished to limiting the maximum amount to 
be collected to a sum equal to the hospital’s per diem cost times the number of 
days of inpatient care. A refusal of payment by an insurer is referred to the 
chief attorney for action as he deems appropriate. The estimated cost for the 
collection program during calendar year 1958 is $4,160. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 

$122, 728. 06 $100, 316. 41 


oun Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Two. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veteran is advised as to his 
estimated length of stay and approximate costs. We vary or adjust the advice 
given, depending upon the type of case, whether surgery is contemplated, and 
other pertinent factors. The significance of the oath is discussed with the appli- 
cant for hospitalization. 

8. In your opinion are there abuses of non-service-connected care? Very few, 
when evaluated in terms of a reasonable definition of ‘‘abuse.’’ We find a number 
of veteran applicants are able to finance a portion of the estimated cost of hos- 
ee me ge or have partial indemnification if secured outside VA facilities; 

owever, in most cases there is a complete financial inability or a serious hard- 
ship anticipated if VA hospital care was not provided. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment 
of service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
9 91 100 
18 82 100 
3 97 100 
0 100 100 
71 29 100 
ll 89 100 


| se 
( 
| 
( 
( 
( 
. World War 
Spanish-American War- -.-- 
Peace: J... 
All 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_-_---.--..-- 400.0 410.0 422.0 425.0 425.0 
(b) Full-time equivalent staff 592. 6 590. 5 601. 2 582. 7 575.2 
Potel - $2, 884, 833 | $3,066,229 | $3, 161,888 | $3,423,133 | $3, 583,039 
(dé) Salaries of staff *.........-------------- 2, 395,944 | 2,564,190 | 2,617,331 | 2,863, 520 3,011, 991 
22, 339 21,211 19, 895 18, 424 20, 000 
(f) Communications. - .--.-.----.--------- 15, 382 14, 986 13, 970 13, 287 13,770 
@ Utilities (gas, coal, water, ete.) .......-- 43, 248 51, 809 51, 091 61, 622 61, 156 
161, 820 154, 447 165, 162 171, 956 171, 335 
(i) Drugs and medicines. - -.-.------------ 81, 435 95, 688 80, 501 103, 043 80, 482 
(j) Medical and dental supplies- - ------.- 60, 101 58, 243 74, 626 73, 030 93, 015 

(k) Asset acquisitions including equip- 
16, 705 6, 312 40,727 15, 650 5, 811 
87, 859 99, 343 98, 585 102, 601 125, 479 
(m) Cost per discharged patient_..-....--. 531 542 480 542 568 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is sufficient 
to provide an acceptable standard of medical care with the diversion of funds 
which are required to provide a balanced budgetary program essential for plant 
maintenance and repair, equipment replacement, standard dietetic ration pat- 
terns, and minimal staffing in supportive ancillary services. Acceptable standards 
of medical care are, and have been, provided at the expense of accrued budgetary 
deficiencies in practically all areas not directly related to patient care. Although 
this fiscal practice is unwise and uneconomical in the long run, the priority of 
medical care standards in the utilization of fund allocations is not questioned. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Any significant 
decrease in the patient’s length of stay would increase the per diem costs, provided 
the same bed occupancy was maintained. The increased costs would result from 
increased workloads in diagnostic clinics, increased nursing staff to provide 
adequate care to the higher ratio of acute illness and the larger number of patients 
to be provided travel reimbursement, prosthetics, drugs, and other ancillary 
services. It is our belief that the patient’s length of stay would be decreased if 
adequate financial support was provided to eliminate all impediments to an 
accelerated patient-care program. 

4. Do you have any adeugqate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? The central 
office provides an abundance of comparative statistical data. The appropriate- 
ness or validity of such comparisons is difficult to establish without additional 
facts and information relating to unique characteristics of each hospital’s opera- 
tion. The predominate standard of comparison appears to be based upon per 
diem costs. It is generally fallacious to conclude that a lower cost per patient- 
day’s care denotes a higher degree of efficiency. The costs per unit of measured 
workload in the administrative functions appears valid for comparative purposes. 
However, previous attempts to measure professional services, either quantita- 
tively or age for comparison purposes, have not met with acceptable 
results. ith the exception of certain functional areas, there is no valid basis for 
comparison with civil hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.027. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.905. 
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(c) If all your patients are not on the same ration, what differences are there? 

hy? The nutritional vg een poem vary with the nature of the illness and the 
stage of the treatment. The physician prescribes individually for each patient 
whenever the standard ration is contraindicated. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping (temporarily held pending appointment action), 5 non- 
housekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? In most instances, the availability of quarters is an important considera- 
tion to prospective appointees who may be subject to interstation transfer and 
career advancement. The availability of nonhousekeeping quarters enhances 
nurse recruitment from outside the immediate locality. 

(c) What additional quarters do you believe would add quality or stability to 

our staff? (1) 2 duplexes or 4 single housekeeping units; (2) 6 low rental 
Leieening apartments for resident physicians. 

(d) Could cost of such quarters be a lucrative investment? Yes, provided the 
financial management and cost of operation could be established independent of 
the routine fiscal accounting procedures and “‘profits’’ could be accrued without 
age to fiscal year impoundment of other appropriated funds. 

. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $14,166,100. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. During the past 3 years, the cost of 
essentially every commodity required in the operation of a hospital has increased. 
We estimate the increased cost of expendable supplies has added $33,000 to our 
annual fund requirements. Utility rates have increased our yearly costs by 
approximately $10,000. Basic pay raises and upgrading of positions has increased 
our average daily earnings by approximately $1.75 during the past year. The 
innovations in diagnostic and therapeutic procedures have significantly increased 
the workloads in our adjunct clinics and have enlarged the requirements for 
nursing care and support. If the advancements in medical science are to be 
converted into patient benefits, increased costs of operation must be anticipated 
and included in future budget plans. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Cost controls have been decentralized to the operating officials, 
Cost data is developed and related to measured work units and used to motivate 
improved production and economy of operations. Greater emphasis and incen- 
tives are provided in the area of suggestions which may reduce costs. Clinical 
services rendered are computed on a fee-schedule cost basis and compared with 
actual costs in order to make appropriate comparisons with nongovernmental 
clinics and hospitals. The challenge to our operating officials presented by the 
necessity for them to maintain essential services within the restrictions of an 
acknowledgedly inadequate fund apportionment engenders a cost consciousness 
that extends beyond their own jurisdictional control. Any uneconomical practice 
in one department while budgetary deficiencies generally exist in others is quickly 
corrected in the name of budgetary equity. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Pieces -. 732 13 
Pounds... 9 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal serv- 
ices, and which were instituted for the purpose of making VA laundry operations 
comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.045; per pound, $0.061. 
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Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.053; per pound, $0.072. 

11. What import does the ADPL concept of financing hospital operations have 
on the turnover of patients, the admission of patients who actually do not require 
hospitalization, ete.? The ADPL concept of financing presumes that the average 
per diem cost will perpetuate. Since the per diem cost is affected by admission 
policy, patient turnover, the composition of the patient load and other factors, 
the control of one requires some contrivance .of the others if fiscal deficits are to 
be avoided. The extent of such contrivances is contingent upon variations in 
costs exnerienced during the earlier part of a fiscal cycle. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? To intelligently answer this 
question, hospital management would have to know what financing plan would 
replace the average daily patient load concept. A uniform and well-defined 
admission policy also would be prerequisite. Fiscal support to assure the maxi- 
mum utilization of existing beds would ultimately resolve the question of how 
many operating beds would be required. A reduction would be indicated, 
although we are unable to estimate the approximate number. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? As explained in answer to the pre- 
ceding question and to item 3, section VIII, increased budgetary support for 
the overall hospital operation would have an expedient effect; however, we believe 
that we are using the CBOC program to the maximum extent consistent with 
sound medical care principles. In many instances the decision to place a patient 
in CBOC status is dependent upon the distance to his home, the home facilities, 
and the cooperative attitude displayed. 

(b) What was your estimated cost for this program during fiscal vear 1958? 

(1) Total cost: $24,326.39. 
(2) Visits to hospitals by patients on CBOC status: 1,822. 
(3) Cost per visit: $13.35. 


IX. Miscellaneous 


1 The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Delegation of 
authority and responsibility. Cite examples. (1) Strengthening and narrowing 
the lines of authority between hospital management and the chief medical director; 
(2) increased authority for personnel administration; (3) broader latitude in 
determining fund utilization; (4) increased authority in regard to various aspects 
of plant operation; (5) broader responsibility in clinical activities. 

(Note.—Much of the increased operational authority has been abridged by 
the inadequate fund allocations in recent years.) 

(6) Has your hospital had an internal audit of its administrative operations? 

es, 

(1) Was the team personally experienced with hospital operation? Partly. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Close adherence to central office procedures was generally con- 
sidered tantamount to good practical administration. We were not con- 
vinced that the underlying purpose of the audit was to assist in improving 
hospital operations. 

(3) How was the internal audit valuable to your hospital? The valuable 
aspects were overshadowed by the apprehension, confusion, and defensive 
position many operating officials felt they were forced into during the audit. 

(4) Were you pressured or comovelled to adopt any impractical or inhibitive 
operational changes as a result? No. Any operational changes recommended 
which were subsequently found to be impractical or inadvisable were with- 
drawn by VACO. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? It is believed that the audit made by the Joint Com- 


mission on Accreditation supplemented by the professional audits made by the 
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we medical director’s staff adequately serve the purpose of professional medical 
audits. 

(d) The area medical director’s office is regarded as part of the cenvral office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The value of the supervisory visits is largely dependent upon the 
capabilities of the supervisor and the staff member resvonsible for the fune- 
tional area being reviewed. In many instances the visits are very helpful. 

(2) Of what value would you think these visits are to VACO? These visits 
appear to be the only direct liaison between the hospital and CO and assure 
the most effective medium to obtain subjective treatment of a particular 
hospital’s problems. 

(3) Would less frequent visits be more useful? We are not confronted with 
any problems arising from too frequent visits. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? These publications have not recentralized 
operational authority; however, they have markedly increased the workload 
required to support a trend toward recentralized statistical control and analysis. 

2. Is the management development program directed toward making good 
employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 


1960 | Additional warehouse s) 6, 
Ventilation and air conditioning of central 8, 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 

Air conditioning: 

Storage for hydrocarbon and oxidizing gases... 


! Central office project. No estimate available. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 

4, Repair of drainage, sealing and top dressing of visitors’ parking lot_...................-- 2, 065 

5. Revision to ventilation in soiled-dish room, GN-58_ .._.....--.-.-_----.---------------- 375 

6. Repair of door veneer: 

7. Repair of concrete curb and walk at main entrance door_.-....--.-.-.-.-.-.--.----.---- 400 

&. Repairs to 4-channel radio system. 200 

9. Counterweight gibs and vacuum sweeper parts for cleaning elevator hatch_.._.._._____- 390 

11. Replacement of 4 obsolete electric panels (repair parts not available)_.._.._._.._.._____- 600 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Additional pressure reducing stations on steam heating of building No. 1_...........--.---. 1, 200 
Aerator for lawns, fertilizer spreader, and gang mowers-...................----.-.---------- 2, 100 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Replacement of corridor light fixtures with fluorescent fixtures....................--..-..- 6, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
During the past few years of budgetary stringency, we have found it necessary to 
defer all but the most essential maintenance and repair activities as well as equip- 
ment replacement. During the earlier years, following the activation of this 
hospital in 1950, only a minimum of budgetary provision for these costs was 
necessary. The basic level of budgetary support was established on an opera- 
tional plane and, since Government fiscal policy precludes amortization, the 
accrued needs for equipment replacement are mounting tremendously as budgetary 
deficiencies. In addition to the fixed equipment detailed under part XI herein, 
Wwe estimate that nonfixed equipment meeting established criteria for replacement 
would require an additional $60,000. 
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NORTH LITTLE ROCK, ARK. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: North Little Rock, Ark. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 

Name, qualifications, and tenure of— 

(a) Manager: H. W. Sterling, M.D., member ACHA and certified as mental 
hospital administrator by APA. Tenure this hospital since November 1946. 

(6) Assistant manager: E. L. Wilbur, qualified hospital administrator by CSC. 
Tenure this hospital since June 1949. 

(c) Director, professional services: Charles, R. Rayburn, M.D., certified in 
psychiatry by APA, Tenure this hospital since September 1950. 


II. Bed capacity and patient load 


| Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 2, 062 1, 616 101 345 | 0 
2, 062 0 1, 616 101 345 0 
Beds not in use (unavailable): | 
4. process of activation... 0 0 0 0 0 
8. oS aE 0 0 0 0 0 0 
6. a not recruitable: Beds re- | 
7. Type of bed not required for cur- | 
rent operating plan regardless of | | | 
0 0 | 0 0 | 0 0 
9. Patients | 1,861 36 | 78 | 0 
10. Average daily Patient 12 
months ending Dec. 3 | 1, 882 | 29 72 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) —— of total patients re- 
aining (line 9). 39 20 
13. Patients in hospital on Jan, 10, 1957, 
who were 55 S yours of age or older: 
(b) Percent of total patients re- 
maining Jan. 10, 1957. 40 32 SB 98 
' Count of neurology was not required in Feb. 1, 1957, re . Included in G.M. & 8. and NP; 58LN-24, 
79L-76. Prior report 1957, did not require a breakdown for neurological cases by age. These 


were included under G 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year... 187 230 241 445 
15. Number of patients on trial visit status as of Dec. 31- 157 206 208 222 


t 


T 
Ir 
D 
A 
si 
re 
a 
i 
ir 
fr 
p 
d 
J 
L 
1 
2) 
5: 
10 
p 
p 
fr 
te 
a 
ti 
0 
9 
d 
bi 
Sl 
tl 
ir 
W 
a 
| | ae q 
si 


a> ! 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 2()5 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge ° 1956 | 1957 | 1958 
} 
cen 1, 340 1, 566 | 1, 633 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The percent of patients 
remaining in the hospital, who are over 55 years of age, is increasing, indicating 
additional beds will be required for geriatric patients in the future. An increase 
in the number of trial visits is largely due to use of ataractic drugs in treating 
psychiatric patients. If the trend continues, there will be a continued increase 
in admission and discharge rate. 

17. (6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. All TB—NP patients were transferred 
from this hospital in July 1957, Our TB-NP service of 167 beds was changed to 
psychiatric-infirm service. 

III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: r 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) Quarterly statistical report by medical records librarian of hospital 
stay of various services which report goes to the manager through office of director, 
professional services; and (2) semiannual meeting of hospital! stay committee which 
evaluates quarterly reports of medical records librarian and studies hospital stay 
from all angles. Committee submits a narrative report to the manager. 

(b) What improvements have you made since your last report to this commit- 
tee? None other than having patients on waiting list report for hospitalization 
at first of week instead of weekends. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (Ifso, describe.) By direction of VA central 
Office, Washington (Chief Medical Director’s Letter No. 58-32 dated September 
9, 1958) long-term patients having received maximal hospital benefits cannot be 
discharged until arrangements acceptable to the patient and his family have been 
made. Senile (geriatric) patients frequently desire discharge and cthers could 
be discharged if they had somewhere to go—where they could receive adequate 
Supervision and care. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
mportance in the future. (If so, describe.) There are occasionally patients 
who desire to remain in the hospital longer than necessary and it sometimes takes 
a few days to tactfully get them discharged. Senile (geriatric) patients fre- 
quently desire to leave hospital, but satisfactory care cannot be established out- 
side of hospital. 

4. (a) What would be the effect on length of stay if you were able to provide 
Posthospital followup care, as needed, on an outpatient basis? It would not ap- 
Preciably affect the length of stay in this hospital. 
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(b) What effect would such a program have on your cost of operation? None, 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions. 

6. What is needed to improve turnover of patients? There is nothing until 
relatives and communities can take care of their geriatric patients—something 
with which private hospitals do not have to contend. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
‘anuary 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals {hospitalized 


shia a many patients are scheduled for admission subsequent to January 12, 
1 : 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled by priority group in accordance with VA Circular 18, 
dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? It is our understanding there are approximately 50 vet- 
erans in the Arkansas State Hospital for whom we will receive applications for 
admission, 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“Yes,” please describe the circumstances. Yes. Service-connected veterans; 
also emergency cases, as outlined in paragraph 2a(1) VA Circular 18, dated 
September 8, 1958. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 819; approved, 723; rejected, 96. 


V. Hospital staff 
Gapert full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) or 

decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 31.0 —4.2 
3. Physicians, residents and interns..___.._. 7.0 +7.0 
4. Physicians, consultants and 2.6 
7. Hospital 489.0 500. 0 +110 
8. Therapists and technicians 85.0 84.0 
10.0 10.0 |....------------ 
10. Office of manager, personnel, and finance.._._______ 31.0 30.0 -1.0 
12, Other food-service employees................-.------ 179.0 170.0 —9.0 
14, Engineering maintenance (excluding laundry) ..____- 24.0 25.0 +1.0 
15, Engineering operations (excluding laundry) 110.0 101.0 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a2) Number of member employees as of January 12, 1959: None; annual 
wage (average) none. 
(b) What is the value of this program to the member and to the hospital? No 
rogram. 
20. What was number of guards on duty December 31, 1958? 12. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 446. 
(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 28. 
(c) Average days of hospitalization of patients reported in (b): 793. 
22. Number of patients in ‘‘day’’ hospitalization: None. 
23. Number of patients in ‘‘night’’ hospitalization: 3. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 ! 
Number of different persons who provided service. - 26 30 23 
Average payment pe consultant or attending ?___...........- $953. 84+ 881. 66+ 646. 30 
Total amount paid to all consultants and attendings ?__....__- 24, 800 26, 450 14, 875 


1 Ist half, J wy 1958 to December 1958. 
? Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Such activities contribute directly and consistently to improved patient care in 
our hospital by enabling us to attract, to further train, and to hold better qualified 
staff members—particularly professional, but nonprofessional persons as well. 
The better people like to work in a live installation. Through these activities 
there is a constant stimulus to improve our diagnostic and treatment skills with 
direct benefit to each patient in the hospital; also, we are able to keep in touch 
with medical advances in all other parts of the world and use new treatment 
methods frequently for the benefit of our patients. Through our own research 
efforts we not only help our patients but others as well since the work done is 
reported in the medical literature. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
(3) Grants from other sources administered through affiliated medical schools. 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 


Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex 
hausted 
(6) For treatment of a service-connected 
(ec) For treatment of a non-service-con- 
nected condition -.-...............-- 21 12 9 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days- 7 0 0 0 


! Any form of prepayment insurance. 


Norte.—Ifa patient te om for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 


(b) Number of patients in (a) whose employer had advised the hospital that 


the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program te the hospital during calendar year 
1958.) On admission, veterans questioned regarding insurance coverage, and 
asked to sign power of attorney and agreement insurance company notified of 
admission and billed for hospitalization; questionable cases regarding failure to 
collect referred to Chief Attorney, VA Regional Office, Little Rock, Ark., for 
decision. Estimated cost of collection program for calendar year 1958: $225. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar year 
1957 1958 


Amount $1, 646 $2, 164 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 0 
hospitalization during calendar year 1958? None. } 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Veterans applying to hospital 
a - advised as to probable length of stay and comparative cost in non-VA 

ospital. 

8. In your opinion are there abuses of non-service-connected care? Not *% 
problem at this hospital. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


— 


All patients... 47 53 100 


VITI. Costs 


1. What were vour net costs for hospital care after adjustments for common 
services? (Including 84—8 accounts). 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_____..__.__- 1, 983.0 1, 984.0 1, 982.0 1, 980. 0 1, 980. 0 
(b) Full-time equivalent staff_...........-. 1, 305. 3 1, 303.3 1, 304. 6 1, 282. 3 1, 288.7 
(c) pet $6, 436, 356 | $6,730,442 | $6,791,431 | $7,367,154 | $7, 716, 920 
(d) Salaries of staff ?_.._.. dten~<caumabbenae 5,012,780 | 5,359,709 | 5,464,498 | 5,969,674.| 6, 299, 645 
10, 645 10, 545 11, 801 14, 946 13, 621 
(f) Communications. ---.........----- sirens 19, 407 17, 879 18, 836 18, 913 18, 965 
) Utilities (gas, coal, water, etc.) 109, 286 118, 163 114, 317 121, 289 120, 798 
708, 126 462 654, 642 674, 296 690, 428 
i) 60, 694 84, 401 104, 178 144, 218 136, 898 
Medical and dental supplies ----.------ 55, 852 81, 006 89, 137 99, 992 96, 330 

k) Asset acquisitions including equip- 
91, 241 110, 585 92, 642 81, 999 57, 458 
i a ae 368, 325 313, 692 241, 380 241, 827 282, 777 
(m) Cost per discharged patient.......___. | 2, 592 4, 288° 2, 516 4, 720 4, 326 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
‘Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard medical care? It is believed we have reached bedrock in 
the reduction of personnel; the limitation of maintenance and repair costs; and 
control economies in the purchase of supplies made necessary by efforts on the 
part of higher fiscal authorities to stabilize costs from year to year with no recog- 
nition of increased costs of supply and equipment items or the increased costs of 
drugs, particularly ataractic drugs used in care of mental patients. The fore- 
going cannot continue without the quality of patient care in the immediate 
future slipping well below acceptable standards. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? To answer for 
this particular hospital, allotments, on basis of average daily patient load have 
no effect on increase or decrease of patients’ length of stay while we continue to 
have veteran mental patients still appearing on waiting lists and find no problem 
in maintaining 96 percent plus capacity. Patients’ turnover is on an ever in- 
creasing ratio at this station. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We are fur- 
nished constantly comparative figures on operations of other VA hospitals. We 
receive some information periodically from central office regarding comparative 


figures in Civil hospitals. An example being a recent letter from our Chief 
Medical Director dated December 1, 1958, relating to the cost of hospital staffing 
in three categories, i.e., nonprofit; governmental non-Federal; and VA-G.M. 
& 8. hospitals during the years 1956-57. The employees per 100 patients served 
increased 2.3 percent in nonprofit hospitals and 1 percent in Government non- 
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Federal hospitals while he comparison employment decreased in VA hospitals 
by 2.1 percent, although the total cost of operation in all three types of hospitals 
showed an increase. Comparative costs are discussed with the entire medical 
and administrative staff at least once per quarter throughout the year and usually 
more frequently. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.927. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.927. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Patients are in two different classes in computing ration money allow- 
ances. 179,640 rations were served during the second quarter, fiscal year 1959. 
Of this number psychotic patients receive a basic ration allowance computed by 
central office for 141,245 rations, the balance of 38,395 rations is computed as an 
increase in ration allowance of 10 percent to provide for additional nourishments, 
ete., prompes patients in the following categories: medical, surgical, neuro- 
logical, and other psychiatric. 

6. (a) As of December 31, 1958, give the number of vacant quarters for personnel: 
None, housekeeping; 14 nonhousekeeping (single-room units). 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The housekeeping quarters are particularly valuable in the recruitment 
of physicians and unfortunately the number of such is limited to 15 units. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? It would be desirable if (five) more sets of housekeeping quarters 
were made available but we believe this would take care of all demand from 
employees whose family situations would permit them to live on the station. 

(d) Could cost of such quarters be a lucrative investment? Quarters occupied 
by families show a slight operating profit rather than a loss—-would not term this 
as a lucrative investment however. ‘ 

7. What, in your opinion, is the capital value of this installation (all buildings 
based on a replacement cost? $26,000,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors: (1) Congressional action increasing 
salaries of employees which is partially, but not fully, met by an increased alloca- 
tion of funds; (2) the increasing cost of drugs and medicine, particularly ataractic 
drugs used in the care of mental patients; (3) increased subsistence costs; and (4) 
the continuing trend on the part of utilities’ vendors to secure local governmental 
approval for rising costs in utilities. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Organization of functional areas into cost centers with a dis- 
tribution of purchase authority as represented by an allotment of funds on a 
yo ned basis to cover supplies and services and the requirement that memoran- 

um accounting be observed therefor. In addition periodic review of costs in 
the various categories and emphasis on necessity for low inventory and con- 
trolled use of all supplies and materials has contributed to a cost consciousness 
in operating units. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
ear 1958? (All stations other than NP hospitals will report costs separately to 
nclude and exclude memorandum cost accounts, required by VA Interim Issue 

CONTR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and w ich were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) ’ 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—Per piece, $0.0258; per pound, $0.0341. 
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11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Turnover of patients at this station 
is not affected by the average daily patient load concept due to the inability 
of State and private hospitals to absorb the mental hospital load. Eligible 
veterans needing this type of care keep this hospital filled to maximum practical 
operational capacity, constantly exceeding 96 percent. Patients not requiring 
actual hospitalization are denied upon application here. 

12. How many operating beds could be closed if we were not forced by the aver- 
age daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? No operating beds can be closed 
at this station under present demand. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? We do not operate a CBOC program as such. 
However, our patients on trial visit status are being furnished necessary pharma- 
ceuticals, notably ataractic drugs, to prolong their stay in the community and 
delay or prevent their return to hospital status. Expenditures for this have 
exceeded $1,200 per quarter current fiscal year. We estimate $4,815 for fiscal 
year 1959 and $4,900 for fiscal year 1960. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Greater 
latitude in controlling organizational structure has been granted the manager 
and greater elasticity in the use of funds due to greatly reduced restrictions on 
allotments. 

(ob) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? No logical objection could be entered to a 
professional medical audit in competent hands, but it is believed that the enforce- 
ment of proper procedures regarding review of professional techniques and 
patients’ medical records impelled by a desire on the part of medical authorities 
at this station to assure good patient care attain the same objective. Should 
such audits be instituted it is believed best results would be obtained through 
outside consultant sources if practicable and should not be performed by full-time 
VA personnel. 

( The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Generally speaking, these visits which permit qualified specialists 
to offer suggestions for improvement are helpful. There are, of course, 
exceptions particularly when the individual is adamant in the desire to expand 
facilities within his own specialty or area of information beyond points 
permitted within the primary fund allocation and/or to the detriment of 
other program areas. 

(2) Of what value would you think these visits are to VACO? It would 
be helpful in bringing problems of different stations to the attention of VA 
central office and maybe result in directives more adaptable to all-type sta- 
tions from VACO. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational au- 
thority to any great extent? State how by citing examples. Have such always 
been beneficial to the hospital’s operation? Most central office directives are an 
assistance in administration so far as the vital operations of the station are con- 
cerned. We feel that too much sometimes is written in areas of slight concern to 
top management. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program is 
directed towards creating more effective use of all the tools of management and 
our central office does not narrow the program down to the mere development of 
managers. We interpret this program as we read it and are active in the effort 
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to develop supervisory employees at medium and lower levels as wel) as grooming 
those with higher potential for more important positions. 

X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Air cooling, building No. 89 (continuation of project No. 03-5133 for construction 
of new P'M. & R. bye | No. 89) central office estimate __---............-.-.- $69, 000 
1960 | Cubicles for buildings Nos. 34 and 39_...............--..-.--.-------------------- 9, 000 
1961 | New chapel: Station estimate for a 14,000-square-foot chapel building with air | 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
1. New admission-administration building, with a ision for geriatric treatment -__---__- $7, 000, 000 
3. Improve dishwashing facilities, building No. 76... 17, 500 
4. Renovate building No. M. & R. service ward. bind 17, 100 
5. New elevator, build a 25, 000 
6. Therapeutic exercise c’ 335, 000 
7. Theater building. 430, 000 
8. Recreation building... 255, 000 
9. Covered walk system (between wards, clinics, etc. 80, 000 
12. Remodel building No. 41 (for administrative use) ......................-.---.------..--- 60, 000 
13. Provide therapeutic pool and exercise room, room 9, ye i ia ta 20, 000 
14. Essential requirements for air cooling the entire station 528, 000 
Note.—This pro: ete. | submitted to central office in detail and is estimated to cost a total of approxi- 
mately $528,000. work can be donein increments, progressively, and in order of need. 


Items 4 and 12 are contingent om the entire modernization program which is 
centered on provision of item 1. Some modification of items 4 and 12 would be 
possible if item 1 were approved for accomplishment in the near future. Items 6, 
7, and 8 were submitted as separate requests but probably should be combined in 
one structure if possible for economy in construction and utilization. Item 2 
programed by central office. Estimate of cost unknown at this station. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


‘ 
‘ 
' 
' 
‘ 
‘ 


Painting of buildi 
Boiler plant: 
Grounds, seed and fertilizer 
Roads, repaving Hill Road (deferred project funds supplied by central office) 
Exhaust system maintenance, kitchen, building No. 76, etc... j 
Paint elevated water tank 
Maintenance automatic fire prevention sprinkler systems---............-.-.-.--------..--- 
Installation of cathodic protective systems in elevated water tanks ($1,000 provided by 
central office under deferred project; $330 from station operating funds)_............-...-- 
Intercommunication system, buildings Nos. 103-26 and 103-115... 
Acoustic ceilings, rooms 6 A-J 
Air cooling, building No. 36 (exclusive of — 
Improve building No. 8 for use by P.M. 
Renovate ventilation and heating nae teindine No. 36 
Acoustic ceiling room 5, building No. 66 
Parking lot rear of building SAB AUS 
Renovate room 11, building No. 68 for corrective therapeutics. --...............-...--.---... | 
Provide nurses’ station, building No. 68, upper north - 
Remodel building No. 36 for professional services and 
Provide Seoe service conference room, office, and teaching facilities in building No. 63, 
Improve electric distribution systems for buildings Nos. 33, 33-A, 35, 36, and 37 
Improve nursing education facilities, building No. 66 
Acoustic ceiling, room 19-A, building 
yr oot ——_ 3 new P.M.'& R. building No. 89 (acoustic ceilings in 3 rooms and additional 
trical wor 
Provide office space for nursing service in basement of buiiine No. 66 
Provide rooms for physical therapy, basement, building No. 64_.......-.-.-.-.-....-------- 
Remodel building No. 26 for use € —e and grounds section of engineering division - - 
Provide nurses’ station, building No. 
Lower north 
Provide air cooling for auditorium, building No. 105 (exclusive of equipment) cost covered 
Provide additional toilet facilities, basement, building No. 79_................-.------------ 
Renovate former swine pavilion, building No. 75 for psychiatric research facilities, progres- 
Sively, cost covered by 8200 (research ) funds: 
Surgical experimental facilities... 
Animal care facilities and rat experimental area 
Administrative facilities, toilets, ete 
Conditioning camera facilities 


HPs 


10, 000 


| 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral 


Description 


Amount 


Additional electric feeder cable between power company service and switchhouse No. 88---- 
Provide fioor Gveins, tolist buliding Ne, 
Provide thermal alarms in buildings of non-fire-resistant construction not otherwise sched- 
uled for protection by automatic sprinkler system. ............-....------------.--------- 
Treat exterior of building No. 58 with Renuit or similar material and repaint windows, ete. 
of wooden porch building No. 11 ground fioor with concrete. - 


Rep 
Procure detention screens for buildings Nos. 63, 64, and 65, to replace existing mesh guards - - 


2525 


1 Station advised Jan. 2, 1959 t = nee are to be included in deferred project money to be advanced 


by VA central office in fiscal year 1 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replace asphalt tile: 
Building No. 
Canteen, building No. 65- - - - - 
Painting buildings, per schedule __................-- 1 


Replacement of steam traps, buildin: 
Replace condensate return lines, bu ding No. 111. 
Replace radiator traps, elements, buildings Nos. 1, 101, 102, 103, 58, 106, 37, and 34......... 
Replace return lines: 
Replacement of — wiring and panels, building 
Rewire, building No. 33 
Renew electric distribution between buildings No. 105-15 
Replace wiring and panels: 
Buildings Nos. 38 and 39 Sioa 
Replacement waterlines, etc., to showers and lavatories, Building No, 111... ....-.......--- 
Replace flushometer valves: 
Replace gas distribution mains between buildings Nos. 22-105; 101-37; 40-1154. --...___--- 
Replade sanitary sewer between 63-64 and building No. 106 and junction manhole. --_.----- 
Repairs to water pumping station equipment. 
Exhaust system maintenance, building No. 76, etc. 
Maintenance of automatic sprinkler systems. 
Maintenance of cathodic protective equipment... 


Per 


re 
BEE 


a 
f 
I 
f 
t 


] 
| 
| 
| I 
} ] 
] 
} 
| 
| 1 
I 
| | 
| 
| 
| 
} 
| 
| 
| 
| 
| 
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(6) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Place floor covering in room 8, building No. 64 (OT) and in room 4, building No. 79 (OT) 1_ _ - 1, 000 
Install acoustic ceiling, room 12, buil --- 1, 400 
Install acoustic ceiling, building No. 105, auditorium ----..............-....----------.----- 1, 600 
Provide additional awnings, west side, building No. 58_---------.----.--------------------- 800 
Provide acoustic ceiling: 
Procure additional bleachers for rts 1, 500 
Place floor covering in corridor, building No. 111 basement; OT room 68, basement; special 
service room 68, ment; north end; OT room 5, building No. 79--.-.......-----.------- 1, 800 
Nusse’s station, building Mey lowell .... 800 
Provide new road from main gate toward warehouse... .----.--.-..-.----------------------- 2, 000 
Provide ramp into admission office, building No. 37 for wheelchair patients. .............. 1, 500 


1 Station advised Jan. 2, 1959 these projects to be included in deferred project money to be advanced by 
VA central office in fiscal year 1960. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Capacitor bank for electric distribution system. $1, 400 
Hot water storage tank: 


Dishwasher replacement, building No. 76 (included in sec. X, not programed) (equipment 
cost $14,000) 


Pot and pan washing machine, building No. 6, 000 
Hot water tank replacement, building No, 77... 1, 200 
Replace dishwasher: 
Replace utility tractor for grounds maintenance_--.-.-..............----------------------- 1, 800 
Air cooling for— 
Building No. 79-U, room 208 !...._.........-..-- 1, 400 
Building No. 58, rooms 207, 207A ! lh 2, 300 
Building No. 79, room 227 !__.._. 1, 400 
Building No. 79, room 231 !_..._....-...-..- 1, 400 
Building No. 66, rooms 17, 19, and 21 !..____. 3, 600 
Building No. 58, rooms 200, 201, 202, 220, and 234 !______...-...--_-.--..-.---.------+--- 1,000 


' All air-cooling equipment was included in overall estimate in sec. X, 1, above. These specific items are 
of highest priority. 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing need at this installation is for a modernization program. 
This program would include first a new admission-administration building includ- 
ing facilities for the acute intensive treatment service and for geriatric NP 
peente. Provision of this structure should be coordinated with demolition of 

uildings Nos. 37, 35, anu 36 as well as temporary building No. 33-A to permit the 
structure to be connected to the existing clinical building which would be con- 
verted to use as an infirmary. After provision of these facilities replacement of 
existing buildings used for a res therapeutic activities should be made as 
soon as possible. Presently these facilities are provided in quonset huts and in 
one building some 30 years’ old. 

An analysis of expenditures at this installation will indicate to some extent the 
amount spent in modernizing existing structures to attempt to keep the existing 
facilities to some extent in step with advances in care and treatment of patients. 

t Is increasingly more evident that this procedure will not permit adaptation of 
Tpaiticn at this station to provide the type of care and treatment desirable. 
Cher nisation through provision of new structures is mandatory to accomplish 
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FRESNO, CALIF. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 2615 Clinton Avenue. 

City and State: Fresno, Calif. 
sie Type of services: Type of hospital, G.M. & 8.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: C. E. Carter, M.D., June 1, 1958. 

(b) Assistant manager: Roy L. Malone Jr., June 30, 1957. 

(ec) Director, professional services: C. E.C Carter, M. D., June 1, 1958. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Ps a Neuro- | G.M. & 8S. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
7 Type of bed not required for cur- 
10. Average — ees for 12 
months ending Dec. 31, 15.3 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Perent of total patients re- 
maining (line 9)_............. 48.5 100 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957........- 43.6 0 0 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit tase 
15. Number trial-visit on Dec- 
0 0 0 0 


16. (a) What is the number of Ravers discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
dood of 2, 545 2, 667 
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17. (a) What is the number of TB beds (rated capacity) which were unavailable 
‘on January 12, 1959, because they were not required for fiscal year 1959 operating 
lan one. 
‘ (b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? one. 


III, Length of stay 


1. Length of stay (average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958): 

(a) G.M. & 8S. hospitals (average stay for G.M. & S. patients): 31.7 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitaliza- 
tion required for patients discharged during the period April;1, 1958, through 
October 31, 1958, for the following operations (include only. the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases length of 
stay 

10 8.2 
Subtotal gastrectomy for duodenal ulcer. 1 33.0 

Prostatecomy: 
3 84.0 
Transurethral 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? The length of stay committee conducts a continuing study of facets 
related to the stay of patients, i.e., time from admission to surgery, surgery to dis- 
charge, turnover rate, etc. Comparisons are made and trends eyed: Admis- 
sions, other than emergencies, are not scheduled on Fridays. Prompt arran 
ments are made for patients requiring convalescent or home nursing care so dis- 
charges are not delayed. Previous records at other hospitals are obtained as 
aid in establishing diagnosis and determining treatment. 

(b) What improvements have you madesince your last report to this committee? 
The —- stay of patients has not increased substantially (fiscal year 1957, 31.2 
days; fiscal year 1958, 31.4 days). Greater emphasis is being placed on the aver- 
= length of stay. The length of stay committee is conducting a more intensive 
analysis. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to ae length of stay? (If so, describe.) . The requirement that 
physicians dictate medical summaries promptly upon discharging a patient gen- 

y results ina heavy volume of dictation. From time to time there may be a 
tendency, as a result, to delay the discharge until,the dictation is under control. 
This spenatioe is not widespread and is discussed whenever it is believed to have 
occurred. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) County application requirements 
occasionally create difficulty in that appropriate posthospital nursing home or 
convalescent care cannot be made promptly in some indigent cases. a result 
a few patients, by noceete are kept beyond their normal treatment period. 
For the most part, this problem pertains to older veterans without resources. 
the veteran population grows older this may become a greater problem. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis?, Whenever post- 
hospital care can be provided without difficulty the result generally is a reduction 
pe _ length of stay since patients can be re upon the completion of bed 
_ (0) What effect would such a program have on your cost of operation? Reduc- 
ing our length of stay enables us to admit and discharge more patients. Hence 
our cost of operation will increase. 


834275918 
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5. What would you suggest to further reduce hospital stay without impairing 
care? Patients legally cannot be “worked up” with laboratory tests, etc., before 
admission to the hospital. Any action that would legalize this procedure would 
decrease the length of stay. 

6. What is needed to improve turnover of patients? Shortages in the profes- 
sional medical staff tend to reduce the turnover since each physician has a greater 
load of patients to attend. Consequently, the rate of discharge is retarded; hence, 
the length of stay is increased. 


IV. Waiting lists 


1. Number of eligible applicants not P bs hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 


Total In non-VA}| Not yet 
hospitals (hospitalized 


oo 


GMSB.. 


2. a many patients are scheduled for admission subsequent to January 12, 
1959? 12. 

3. What system do you use for scheduling admissions from the waiting list? 
Patients are admitted to the hospital according to priorities established by VA 
central office for various categories, i.e., service connected, nonservice connected, 
in other hospitals, etc. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’”’ please describe the circumstances. Yes. Service-connected, emergency 
admissions, and neuropsychiatric cases. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,973; approved, 1,369; rejected, 604. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Py _ Hospital staffon duty Increase (+) or . 
decrease (—) 
from 1956 
Dee, 31, 1956 | Dec. 31, 1958 to 1958 

% Total. 353. 2 359. 7 +6.5 
2. Physicians, full- and part-time. - 19.0 15.5 —3.5 
4. Physicians, consultants and attendings.............. 32.0 34.0 +2.0 
3.0 2.0 —1.0 
6, 51.0 47.6 —3.4 
7. Hospital aides_.............-... J 56.9 53.5 —3.4 
8. Therapists and technicians ! 18.0 19.0 +10 
9. Social 2.0 
10. Office of manager, personnel, and 12.5 
12, Other food-service employees ee 39.0 39.8 +0.8 
14. Engineering maintenance (excluding laundry) ----_-- 19.5 18.5 ae 

15. Engineering operations (excluding laundry) 17.0 16.0 
16. Supply..-.- 11.0 10.0 
17. Special services.......... 4.7 4.7 0 

18. other LZ x 54.6 62.6 +8. 

J L 


1 In physical medicine, dentistry, laboratory, X-ray. 


r 
7 
n 
t 
t 
Pp 
0 
g 
t 
a 
t 
Pp 
Pp 
t 
Pp 
t 
h 
4 


a 
| 
i 

0 0 0 0 

0 0 0 0 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 219 


19 (a). Number of member employees as of January 12, 1959: Number, none; 
annual wage (average), none. 

20. What was number of guards on duty December 31, 1958? _ 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. ; 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in ‘‘day’”’ hospitalization: None. 

23. Number of patients in ‘‘night’’ hospitalization: None. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The presence of a research and education program at this hospital has improved 
medical care of the patient in several material ways. It has made possible a 
more detailed study of patients with unusual conditions and has made it possible 
to treat them more adequately. Although a more adequate treatment for the 
treatment of coccidioidomycosis has not been proved, this is a problem being 
studied under the research program. A method of treatment for this disease, 
presently under study, is hoped to be beneficial. Some new information has been . 
obtained which may throw light on the method of transmission of this disease. 
Although the diagnostic radiostope unit is not directly under the research pro- 
gram at this hospital, it was through the efforts of the research program and the 
members of the research unit that such a diagnostic unit was made available to 
the patients. This has decreased the cost of having these studies done elsewhere 
and has added materially to the diagnostic tools available to the staff. Under 
the education portion of this program, personnel, both professional and non- 
professional, have become better familiarized with procedures necessary for better 
patient care. It has also added to the knowledge of the more recent and adequate 
treatments for various conditions. Because of the more adequate diagnostic 
procedures, the availability of the most recent methods of treatment and diag- 
nosis, the more complete understanding of some disease processes made available 
through the research effort, it is believed that the hospital stay of some patients 
has been decreased. This in turn represents a monetary saving to the Veterans’ 
Administration. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing 
gram 8300) 
& Gifts and donations deposited in general post 
3) Grants from other sources administered through affiliated medical schools. Bnesaveiuemmnive 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric |_ 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
jausted 
6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition 3 2 4 44 
(1) Patient has a serv- 
In receipt of VA pension... tide! ll 
3) In hospital more than 30 days... I Fukwadecenie 1 1 2 9 


! Any form of prepayment insurance. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to tne veteran: None. 

3. What action do you take to collect ps bg for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the Fem ny during calendar 

ear 1958.) Cost of collection during calendar year 1958 is estimated to be 
$2,597. We obtain a power of attorney from patients and bill insurance com- 
panies in every instance possible. When such billings are declined, we refer 
them to our chief attorney at the VA regional office for advice and collection. 
In some instances (industrial cases or court actions) we compromise on our liens 
so as to receive as much as possible. Any indication that a patient has, or may 
have, insurance coverage, or has instituted legal action, is pursued vigorously 
and every effort made to collect. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year } Calendar year 
1957 


Amount billed __. $44, 014 $32, 
Amount collected. __ 24, 621 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
bospitalization during calendar year 1958? 12. 

7 What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The daily cost (average) in 
non-VA community hospitals is known and utilized in advising applicants as to 
the approximate cost of comparable care in such hospitals. The applicant’s 
attention is directed to the nature of the oath he signs upon applying and he is 
warned concerning the furnishing of false information. efore such non-service- 
connected applicants are asked to affix their signatures it is ascertained that they 
understand the nature of their actions. 

8. In your opinion are there abuses of non-service-connected care? Generally, 
no. In some isolated instances, yes. Cases involving what may be abuse are 
reported to our central office, Washington, D.C., for appropriate action. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
10.5 89. 5 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load_.........-- 213 223 222 222 222 
Full-time equivalent 316 324 327 325 325 
(c) $1, 642, 791 | $1,798,086 | $1,846, 547 | $1,997,261 | $2,098, 822 
00 1,300, 502 | 1,430,827 | 1,472,186 | 1,635, 529 1, 758, 071 
Potiont wavel..<.. 4, 432 4,054 535 8, 505 
} Communications ---.-............-.-.-. 9, 969 9, 750 8, 718 8, 380 8, 495 
Utilities (gas, coal, water, etc.) _....... 38, 171 41,1 39, 849 39, 411 44, 061 
) w Sart 89, 207 88, 157 85, 787 90, 008 90, 

#) Drugs and medicines_-_--__............ 65, 163 55, 46, 107 53, 899 52, 
4 — 33, 300 41, 206 44, 749 43, 391 47, 02 

sse ns uding equip- 

10, 449 27,195 56, 768 19, 664 2, 450 
91, 598 99, 914 88, 848 103, 947 91, 340 
(m) Cost per discharged patient_-_......... 7Al 669 673 746 704 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We have been successful in providing 
acceptable medical care within the primary fund allocations, but only by deferring 
much needed maintenance and repair items, equipment replacement, etc. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Aft this station the 
allocation of funds on an average daily patient load basis tends to increase the 
length of stay, not because of the lack of a demand for hospitalization, nor the 
lack of a waiting list, but because this method does not provide sufficient funds to 
recruit the required personnel to purchase the required equipment to expediously 

rocess, work up and treat the patient. This method further hampers obligation 

y being required to absorb with the primary fund allocation the many thousands 
of dollars of increased costs that occur annually. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparative 
statements as to costs, workloads, and staffing patterns of VA hospitals are fur- 
nished periodically by central office. The main weakness of these statements are 
that they do not take into consideration nor reflect the many variables and 
unknown factors that exist between stations. Example: Number X-ray exams, 
number lab tests—statements do not reflect the kind and/or the degree of difficulty 
in accomplishing the work. Comparative studies of VA hospitals costs and 
staffing with civil hospitals are furnished approximately twice yearly. The value 
and weakness of the above statements were made a matter of discussion at last 
managers conference held in this area. 

5.(a) What is the ar raw food cost per served ration from July 1, 1958 
through December 31, 1958? $1.075. 
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_ (b) What is the cost per served ration for all other food service activities from 
‘July 1, 1958, through December 31, 1958? $2.513. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Ali patients are on same ration pattern. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: Housekeeping, none; nonhousekeeping, 11. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters essential; nonhousekeeping not essential but 
desirable. 
(c) What additional quarters do you believe would add quality or stability to 
‘your staff? Four additional sets of quarters for professional employees would add 
to stability of our staff and provide better hospital coverage. 

(d) Could cost of such quarters be a lucrative investment? The Government 
would sustain no loss by the addition of such quarters. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. 


Amount 
Government share of civil service retirement $99, 329 
4. PSI and promotions due to redescriptions of 15, 000 
5. Increase in burial] allowance plus increase in deaths-_.......-.......--.------------------- 10, 000 


Since stations are required to absorb, within primary fund allocation, all in- 
. creased cost (statutory increases excepted) the end results can only be a lessening 
- in patient care, plant maintenance, and equipment replacement. 
. What internal programs have you developed to engender cost consciousness 
‘ at your station? (1) Allocating funds to operating services with responsibility 
for control of funds; (2) participation by service chiefs in preparation of station 
‘budget; (3) periodic Budget Committee meetings and other special meetings con- 
cerning expenditures; (4) preparation of comparative cost and staffing studies 
with similar operations. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number on} 


903, 333 11,2 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—per piece, $0.054; per pound, $0.070. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts—per piece, $0.068; per pound, $0.089. 

11. What import does the average-daily-patient-load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Patients are not retained beyond 
the time required for treatment and applicants requiring no hospital treatment 
are not admitted. The demand for beds (waiting list) always exceeds the num- 
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ber of beds available for admissions. Shortening the length of stay and thereby 
increasing the turnover rate whenever possible enables us to admit and treat more 
patients. It is necessary for us to keep our patient load down to conform to the 
average daily patient load. Emergency admission requirements are high. Our 
application rejection rate is.high, i.e., an average of 35 percent. 

12. How many operating beds could be closed if we were not forced by the 
average-daily-patient-load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. We always have a waiting 


list. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Due to the ever-increasing veteran population 
in this area and constant demands for hospitalization, there could be no decrease 
in number of operating beds required at this hospital. However, with sufficient 
CBOC funds, plus staff, no doubt more patients would be placed on CBOC and 
sooner, and this would decrease length of stay, increase turnover, and conse- 
quently make beds available for more patients from waiting list. 

(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost, $36,961; (2) visits to hospitals by patients on CBOC status, 3,276; 
(3) cost per visit, 11. 

IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples: Basically, 
the same. 

(b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair ‘professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VA central office? 
Or be conducted by a joint team? Better all around professional standards of 
service would result. Should be conducted by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Very helpful in providing means of comparing operations; exchanging ideas on 
different methods of operations; interpreting regulations and procedures .and 
bringing to our attention deviations from standards of operations. 

(2) Of what value would you think these visits are to VA central office? Due 
to distance from central office and infrequent visits from central office, we would 
presume area’s visits would be very helpful to central office. 

_ (3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1959 | (1) Water treatment—consists of converting our existing open system of precooling 


and preheating into a closed system... ..............------------------------00- $11, 000 
(2) Fiame failure safety 15, 890 
1961 (1) Additional elevator in existing shaft No. 2_-..........-.--- 40, 000 


Not programed, or under consideration for fiscal year 1962: (1) Emergency 
standby electric plant—proposed for accomplishment from funds of fiseal year 
1962; (2) automatic sprinkler protection, building No. 3 (shops and garage 
building), not programed, 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Description Amouni 


ters 
Repair and replace air filter plates____.._.. 
Air pode control valve repair. ..........- 
r parts for water chlorinator_ 


rand replace steam traps... 

Haneous pipe and fittings 
Replacement of steam safety valves. 
laceément parts for pressure reducing valves. 
Replacement of pneumatic valves on heating — 

Extend electric distribution system—main 


and for laundry presses. ............. 


presses 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral: 
eat rag of hot water storage tanks, $2,400. 

2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1 (6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
underground sprinkling 
Replace station 6, 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Add additional room to 2 du 03... $900. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
purge unit on air $1, 050 

Replace dishwashing machine Sore 3, 500- 
Replace water still, central service. al 300- 
Replacement of X-ray unit 12, 950 


3. What, in your opinion, are the most pressin needs in your installation? 
(a) Additional elevator in existing shaft No. 2; (by automatic sprinkler protec- 
ae No. 3 (shops and garage building); (c) rustproofing of hot water 

rage 
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LIVERMORE, CALIF. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Livermore, Calif. 

T of services: Type of hospital, TB. 

ame, qualifications, and tenure of: 

(a) Manager: Mr. John C. Phillips, age manager; member, ACHA. 

(b) Assistant manager: Mr. Harry C. Potter, 644 years assistant manager, 
member, ACHA. 

(c) Director, professional services: Dr. Walter B. Brown, 11% years, DPS. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or lent 
Item (as of Jan. 12, 1959, unless mt 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
6. Staff not recruitable: Beds re- 
rent opera Pp 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older; 
(6) Percent of total patients re- | ~ 
13 . Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent. of total patients re- 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_ (0) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Increase in death rate 
should continue due to advancing age of veterans, . Our enlarged long-term-care 
program accounts for about 50 percent. of the deaths while the long-term-care 
patient load is less than 12 percent of the total patient population. 


i 
+ 
| 
| 
| } 
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17. (a) What is the number of TB beds (rated capacity) which were unavailable 
7 a ' 12, 1959, because they were not required for fiscal year 1959 operating 
plan ‘ 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? 50 beds, 


III. Length of stay 


1. Length of stay (average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958): 

(b) TB hospitals: Average stay for TB patients, 184 days. 

3. (a) What system of control do you have to insure a minimum stay in hospital? 
Length-of-stay committee determining specific causes of undue length of stay. 
Daily review of prospective discharges by ward physician. Completion of most 
X-ray and laboratory work within 24 hours. Regular therapy review boards for 
tuberculosis patients. 

(b) What improvements have you made since your last report to this com- 
mittee? Strengthening length-of-stay committee. Scheduling surgery for eligi- 
ble G.M. & S. surgical cases prior to admission as much as possible. Establishing 
daily record on surgical service for review of prospective discharges. Earlier 
completion of M presen tissue reports by addition to a full-time histopathology 
technician. Establishing dental laboratory. Acquisition of modern X-ray, 
laboratory, and dental equipment. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) ime required to 
arrange with various health and welfare agencies for posthospitalization care for 
non-service-connected tuberculosis patients. Difficulty and delay in obtaining 
admission to domiciliaries in California. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Older age of patient population and 
increase in long-term-care types of disease such as cardio- and cerebro-vascular 
diseases and malignancies. Increase in number of — requiring special 
discharge arrangements or domiciliary placement. Increase requirements for 
more extensive dental care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Relatively little 
effect for tuberculosis patients because these patients are discharged as they meet 
minimal required standards for stabilized nonactive disease. The stay of acute 
G.M. & 8. patients would be shortened slightly. Also, a slight reduction could 
be effected by sending patient home one a period of healing after extraction of 
teeth. Due to long travel distance and lack of commercial transportation, 
followup care would be extremely limited at this hospital. 

(b) What effect would such a program have on your cost of operation? Mate- 
rial increase in cost by requiring more transportation, additional professional per- 
sonnel, and increased drugs and medical supplies. Also any reduction in the 
tuberculosis inpatient costs would be more than offset by higher costs of an in- 
creased long-term-care G.M. & 8. patient load. 

5. What would you suggest to further reduce hospital stay without tapeiing 
care? Provide additional funds for more professional and paramedical personne 
in order to speed up diagnostic examinations and necessary discharge paper work. 
— 8, outpatient program funds to permit more extensive outpatient 
work, 

6. What is needed to improve turnover of patients? Additional competent 
professional staff and paramedical personnel. Effective use of consultants in 
various specialties where it is not feasible or economical to employ full time 


specialists. 
IV. Waiting lists 

1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 
“abe oan many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Priority system set by VA Circular 18, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 5 pending establishing legal eligibility. 
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5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. Yes. Medical emergencies. 
Service-connected cases. Others if no waiting list. han" 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 423; approved, 406; rejected, 17. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) se 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time - .-.......-.-.-.-.---- 15.0 13.0 —2.0 

3. Physicians, residents and interns 0 

4. Physicians, consultants and attendings..._.......... 15 1.2 —.3 

63.0 60.0 —3.0 

8. Therapists and technicians !_ _........-........-.--- 15.0 16.0 +1.0 

10. Office of manager, personnel, and finance_..........- 18.0 18.5 +.5 
12, Other food-service employees__--......-.....-----..-- 96. 5 90. 5 —6.0 
22.0 17.0 —5.0 
14. Engineering maintenance (excluding laundry) --...-- 64.0 33.0 2—31.0 
15, Engineering operations (excluding laundry) --.-.-.-- 12.0 40.0 24-28. 0 


1 In physical medicine, dentistry, laboratory, X-ray. 
2 Redistribution of maintenance and operations personnel made after 1956. 


20. What was number of guards on duty December 31, 1958? 4. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
| 
Number of different persons who provided service --......---- 34 34 
Average payment Te consultant or attending !__._.....-.-.-- $50 $50 $50 
Total amount ry aid to all consultants and attendings !_____.._. $14, 225 $15, 175 $22, 575 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time | Part time | Consultants, 
attendings 


VI. Research and Education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1)It reflects the problems of medical care back to the research laboratory where 
many answers are ultimately obtained and the findings utilized for further patient 
care; (2) a research laboratory stimulates the medical staff because they know 


1 

| 

| 

i 
| | | 
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they have such a department to turn to in order to help them investigate their 
questions or problems; (3) it keeps staff members reading the current literature 
in an effort to help them clarify their problems, as worked out in. part by others, 
and their utilizing such data to their own advantage in the research laboratories; 
and (4) education programs, well organized, keep medical staffs constantly alerted 
to the advance in medicine or administration.so that much might be reflected back 
in individual patient care or hospital management. 

2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of, (1) research, and (2) training Programa such as medical, paramedical, or 
hospital administrative trainees? his. hospital is approved for research and 
education activities and the basic answer to this question is answered in para- 
graph 1 above. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research = 

gram $300) 
) Gifts and donations deposited in general post fund_................-..--- None |..........-.-- 
) Grants from other sources administered through affiliated medical schools. 


! These were VA area office funds allocated as commitment authority. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgieal 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category Patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-} ment 
hausted | not ex- 
hausted 
(6) For of a service connected 
(c) For treatn ent of a non-servive-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. 6 2 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of admis- 
sion indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(6) Number of patients in (2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no-expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) No change. Assignments are obtained from those who have hospitaliza- 

on insurance coverage. Policies are reviewed for exclusion clauses. Question- 
cases are referred to regional office chief attorney for an opinion. 


oT 
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ients already hospitalized file claims for industrial insurance this hospital files 
ar against the ehiployer and/or his carrier. We have not had any case, other 
than U.S. Bureau of Employees’ Compensation, in which the insured accepted 
liability for the injury or disease as occupationally incurred. Estimated cost of 
collection program: ‘$150. 
4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


Amount billed $6, 769. 50 $7, 892. 00 
Amount collected @ 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the ——— of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans are advised of esti- 
mated current non-VA hospital rates in our area and approximate surgical fees 
when applicable. Estimated length of stay for the illness from which veteran is 
suffering is also given. This estimate is made by a physician: ‘ 

8. In your opinion are there abuses of non-service-connected care? Yes, but 
the percentage is extremely small. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment 
of service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

41 59 106 
Spanish-American War- ----- 100 100 

1 Includes nonveterans. 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts.) 


Fiscal year— 
Item | 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load_..........- 493.0 451.0 446.0 431.0 0 
Full-time equivalent staff 560. 3 529.7 527.6 516.9 0 
(c) $2, 716, 677 | $2,765, 150 | $2,883,898 | $3,150,042 | $3, 341, 437 

Salaries of staff 2. . 2, 085, 052 197, 597 281, 277 593 
Communications -__................... 9, 8, 704 9,117 9, 016 9, 950 
Utilities (gas, coal, water, etc.) _.....- 60, 119 63, 627 62, 181 59, 602 72, 600 
232, 692 198, 450 211, 451 197, 946 189, 489 

ical and dental supplies_-_-._____.. 1 797 
) Asset acquisitions including equip- 
. ke 198, 479 158, 949 178, 045 178, 230 246, 902 
(m) Cost per discharged patient_...._____- 2, 929 3, 353 3, 575 3, 984 8, 964 


! Adjusted for common services: Show all costs to nearest dollar of actual . 
Including all payroll analysis accounts, 


{ 
i 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. However, in order to maintain an 
acceptable standard of medical care other areas such as maintenance and replace- 
ment of equipment are inclined to suffer. Also, as more tuberculosis beds are 
converted to G.M. & 8. use a proportionate increase in the primary fund alloca- 
tion is required due to the additional costs in personnel, supplies, and equipment 
which are required for both acute and long-term-care G.M. i S. patients. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? At the present 
time with majority of patients having tuberculosis this has little effect on length 
of stay. However, as more acute G.M. & 8S. cases are added the average daily 
patient load would not be an absolute cost indicator. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? There are ade- 
quate comparison standards with other VA hospitals as provided by central 
office statistical reports. They are considered appropriate and helpful, particu- 
larly in staffing requirements. Comparison standards with civil hospitals are 
provided through hospital periodicals and by hospital associations. hese are 
not completely adequate due to variance in reporting patient and cost statistics. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.087. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.785. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All on same ration. 

’ 6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: none, housekeeping; 34, nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important in maintaining a staff and/or for recruitment. Lack of 
commercial transportation to Livermore, 5 miles distant, also a contributing 
factor. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $17,649,408, buildings; $8,000,000; other. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased costs for salaries, services 
(utilities and contractual services), maintenance, and equipment. Steadily 
increasing wages in trades which are reflected in higher costs for contractual 
services and corresponding increase in our wage administration employees sal- 
aries. Increased number of long-term-care G.M. & S. patients requiring more 
nursing care, more special diets, special high-cost equipment, and more operating 
supplies such as linen, medicines, drugs, and oxygen. Conversion of TB beds 
to G.M. & 8. use requires more high salaried employees such as physicians, 
nurses, and technicians. 

9. What internal programs have you developed to engender cost consciousness 
at your station? entralization of funds with the establishment of funds 
control at the operating unit level of operation. Funds management through 
committees recommending actions to top management creates a maximum of cost 
consciousness. Continuous review of the activities of all departments to effect 
economies. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number pationt-day) 


721, 051 9.15 


b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
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plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purges of making VA laundry opera- . 
tions comparable with commercial laundries. P hospitals will report only costs | 
excluding these memorandum accounts.) . 
Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts—Per piece, $0.0395; per pound, 
$0.0535. 
Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts—Per piece, $0.0558; per pound, $0.0756. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? With the present TB patient load, 
the average daily patient load concept of financing has little effect on the turnover 
of patients. We do not admit patients who do not require hospitalization and 
every effort is made to discharge patients on rar ae of hospital treatment. 
However, it is believed that with the increase in G.M. & S. patients budgetary 
consideration should be given to cover increased costs occasioned by additional 
personnel, supplies, and equipment. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? Any such reduction would be 
minimal due to the necessity for maintaining a basic staff and equipment. We do 
not retain — at this hospital for the primary purpose of bolstering the 
average daily patient load. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? There would be a very slight reduction in 
beds since TB patients would not be discharged any sooner than under the present 
system. Since most of the G.M. & 8. patient load consists of long-term-care 
patients, there would be a very minimal reduction of beds in this category. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $25,822.30. 
(2) Visits to hospitals by patients on CBOC status: 1,187. 
(3) Cost per visit: $21.75. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority to 

carry out his responsibilities for operations. Has the decentralization been more 

ncreased than diminished? By what methods? Cite examples. There has 

been little change since the major decentralization of operational authorit 

immediately subsequent to the D.M. & 8. reorganization in 1953. The decentral- 

ization of the control of funds to the hospital manager has been highly successful 

and has made better utilization of appropriated funds. 

e (b) Has your hospital had an internal audit of its administrative operations? 


r 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? This should insure uniform compliance with accepted 
medical practices and would be of assistance in maintaining present high standards 
of patient care. The majority of our professional services believe that the VA 
would be best served by having the audit conducted by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Helpful in the areas of interpretation of VA policies to provide 
uniformity among VA stations, revealing of deficiencies, passing on practical 
suggestions gained from other VA stations and making recommendations for 
improvement of patient care and administration. 

2) Of what value would you think these visits are to VACO? Valuable in 
conveying the quality of patient care and other work performance at the 
field station level. Also provide central office with a continuing contact with 
hospital activities which is needed to observe the effect of central office 
policies and future planning for the improvement of technical matters and 
procedures. 

(3) Would less frequent visits be more useful? Noe. 
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(e) Have directives, circulars, manuals, etc., recentralized operational authority: 
to any great extent? State how by citing examples. Have such always been. 
beneficial to the hospital’s operation? Most administrative issues are beneficial 
although there has been a decided increase in the number received during the past. 


year. 

2. Is the management development program directed toward making good 
employees or good ers? Our station management development program is 
providing a systematic, pI nned procedure for appraising and developing employees 
to become better, which first improves operational efficiency and personalized 
interest. From this potential, good managers may come as a byproduct, but is 
not our main objective as such, 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000: 
are scheduled at this station? 


year 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 
1. Emergency power units for deep-well pump and booster lp at powerplant -_-._-____- $25, 500- 
2. Emergency er unit for main hospital, building No. 62._.........-...--..------.---..- 15, 000- 
3. Automatic fire sprinklers, building Nos. 5, 6, amd 7__........-.-----.-.----------.-42.2- 4. 12, 000 
4. Emergency power unit for sewage plant. .........-.--------------------------+------.--- 10, 500 
5. Automatic lawn sprinklers in 14-acre quadrangle.................-.---.---.-------.------ 25, 000 
6. Air sterilisation (germicidal lamps) --..- . 100, 000: 
7. Replacement of lift elevator, supply warehouse, building No. 5............---.-.---.---- 20, 000 


XI. Maintenance 


1. (a) List by description and amount of mone involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1. Replacement of 150 allon redwood water storage tank...............-.------.-.-.... $9, 319 
3. Waterproof exterior of buildings Nos. 2, 62, and connecting corridor__..--...........--..-- 16, 219 
4. Installation of fire door, building No. 1. 495 
5. Installation of conductive tile in surgical suite_-............-.-------------------------.- 2, 860- 
6. Reline waste refuse incinerator - - - -- 1, 387 
7. Installation of asphalt tile in building No, 5, 912 
8. Relocation of feed water 1,675 
9. Modernization of passenger elevator in building No. 2.__-.--..-...-----.---------------. 23, 590: 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
1. Waterproo' exterior of buildings Nos. 5, 6, 7, 17, 18, 20, 21, 30, 46, and 80___..__- $10, 000 
overhead electrical transmission line poles_- Inte. 3, 000: 
3. Cleaning and cement Hans of 8-inch cast iron water supply lime. --.......................- 81, 500 
4. Replacement of hot water ting boilers with comverters...............-----------..-..- 25, 000 
5. Seal coating of bituminous roads, parking lots, and other areas._...---._-......-_..._.... 8, 000. 


Fiscal Description Amount 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal years 1960 and 1961. (Exclude items listed in question 1(b) 
above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or’adding new fixed equipment: 


Description Amount 
1, Replacement of ceiling in powerplant, building No. 6............---..-.-----.------.-.- $8, 000 
damaged millwork (doors, jambs, and with new doors and 
4. Modernization of convalescerit cottages, buildings Nos. 21 and 24 (wards 12 and 15).__- 7, 000 
H eat of asphalt tile in nonhousekeeping personnel quarters, buildings Nos. 8, sans 
6. Replace plumbing fixtures and modernize bathrooms in nonhousekeeping personnel 
quarters, buildings Nos. 8, 8A, 15, 000 
7. Installation of asphalt tile ‘im building No. 4, 000 
8. Rearrangement and modernization o ofte space for engineering division.........------ 6, 000 
10. Installation of acoustical tile in building No. 2_--..- 6, 000 
11. Excavation of area to extend basement fed hospital, building No. 62...---..--------- 10, 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
2. Installation of treads and rubber coverings for stairwells, building No. 2._.....-....-.-.. 1, 950 
3. Installation of exhaust fan and hood over grill in patients cafeteria, building No. 64_...- 1,950 
4. Installation of catwalk over boilers in powerplant.___.......-.-.---...-.-----++----+.---- 1, 500 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Replacement of present incandescent light fixtures with Eorecent light fixtures in 
2. Replacement of 2 large type washers in laundry . ...-...-...---.-.------+--e0----<0---+ 28, 000. 
4. Replacement of 4 dishwashers in ward kitchems.____-.......----..---------------------- 6, 800 
6. Replacement of dishwasher in patients cafeteria _____.........-.---.-------+-+---+.----- 3, 000. 
6. Installation of Freon refrigeration unit as standby for 2 walk-in cold storage boxes... .-- 5,000 
7. Replacement of present inefficient wood shelving with modern enclosed metal shelying in 
. Installation of air horn and compressor with connection to present fire alarm system_... 3, 000. 
°. Replacement of wood shelving in supply with steel shelving .- 3 6, 000 
Hospital paging system, radio 6, 000 
Shears (geared), power squaring ior maintenance of equipment- 1,100 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) An increase in the authorized ADPL for acute and long term care G.M. & 8. 
patients is needed to meet the growing demand of these ty of cases in this fast. 
growing population area; (2) Additional well-qualified physicians, nurses, and 
other paramedical personnel are vitally needed in order to continue the gradual 
conversion of TB beds to G.M. & 8S. use; (3) The modernization of building No. 2 
which was originally constructed for the exclusive treatment of TB patients is 
also needed as these beds are converted to G.M. & 8. use; (4) Cleaning and cement 
lining of water supply line; and (5) Standby emergency power units for water 
pumps and main hospital buildings. 
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LONG BEACH, CALIF. 


I. General 


Name of hospital; Veterans’ Administration Hospital. 
Street address: 5901 East Seventh Street. 
City and State: Long Beach 4, Calif. 

Type of services: Type of hospital, G.M. & 8. 
Name, qualifications, and tenure of: 
(a) Manager: E. V. Edwards, M.D., tenure 13 years. 


(b) Assistant manager: C. L. 


(c) Director, professional services: 


Jone 


II. Bed capacity and patient load 


AB, member ACHA, tenure 2 years. 
. J. Pekin, M.D., tenure 9 months. 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity... 1, 600 290 77 359 
1, 500 290 62 319 
3. Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
0 0 0 0 estan 
7. Type of bed not required for cur- 
rent operating plan regardless of 
staff availability __.............. 0 0 0 0 
9. Patients 1, 406 166 62 334 
10. Average daily patient load for 12 
months ending Dec. 31, 1958. 1,318 174 131 371 
AGE OF PATIENTS 
12. Patients in hospital Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- : 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining Jan. 10, 40.8 26.8 23.2 
1 Includes psychiatric. 


16. (a). What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
9,900 8, 576 7, 965 
728 745 759 
All other... --- 8, 660 7,377 6, 724 


(b) If there are trends in any of the components above, 
significance and impact on the activities of your hospital. 


1956 we had a 1,600-o 


lease describe their 
n the calendar year 
rating-bed capacity. During the latter part of this year 


we discharged a considerable number of patients in order to vacate buildings to 
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make way for a new addition to our hospital. In 1957 and 1958 our operating 
bed capacity was reduced to 1,380 beds. The decrease in discharges for 1958 as 
compared with 1957 was caused by an increase in age of our patients with multiple 
disorders who required more care of every nature. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 

lan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 

converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 37.9 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period pet 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions): 


Average 
Cases length of 
Stay 
Subtotal gastrectomy for duodenal ulcer_--.-....-.........-.------------------ 2 26.0 
Prostatectomy: 
73.0 
Transurethral 19 40.3 
Roster of operations 
APPENDECTOMY 
Diagnosis Birth I 

days 
Acute suppurative ulcerative appendicitis and periappendicitis_ ar. 9, 1931 21 
Nov. 6,1918 9 
Submucosal fibrosis of the Oct. 29, 1925 8 


| 
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Roster of operations—Continued 
HERNIORRHAPHY 
Diagnosis Birth |Inpatient- 
days 

Recurrent, right indirect inguinal Apr. 9, 1889 
Right indirect, inguinal left direct, inguinal hernia _.}| Jan. 23, 1892 
Bilateral, direct inguin® June 2, 1925 27 
Sliding, left indirect inguinal hernia... Ov. 30, 1892 19 
Indirect, left inguinal hernia BOD. 22, 1805 17 
Incisional hernia and and probable Mar. 17, 1920 “4 
Left indirect inguinal June 19, 1880 25 

Recurrent, "direct right inguinal hernia, 5th recurrence... ----.--------.-.----.---. Aug. 16, 1928 22 
He ernia, inguina I, direct, right............- Dec. 7, 1896 17 
Right inguinal hernia, Nov. 1, 1927 18 
Incisional hernia, midline upper abdominal incision_ ----....--.-.-.--.----.-.-. Jan. 15, 1924 27 
Bilateral, inguinal hernias, indirect.................. May 10, 1917 23 
Right inguinal hernia, direct and indirect. -_ -| Nov. 26, 1919 18 
Right, direct inguinal hernia_-.............. -| July 9, 1897 27 
t, indirect, inguinal hernia_ Dee. 17, 1900 24 
Right, direct inguinal -| Jan. 30, 1896 23 
recurrent iiguinal hernia. Jan. 14, 1907 27 
Bilateral recurrent, hernia, status, post operative... Mar. 10, 1917 89 
Bilateral direct inguinal h May 3, 1888 40 
Left, inguinal hernia, hematoma of the wound -_ ._.......--------------------..- June 1,1919 36 
t, recurrent inguinal en 1 22 
Left indirect inguinal hernia _- Keauatwnecqees 13 
Hernia inguinal left, direct. and 18 
Right inguinal hernia. ____-_- 15 
Indirect inguinal hernia left 32 
Left inguinal indirect hernia - - : 16 
Left inguinal 21 
Recurrent left direct and indirect hernia _- 21 
Left indirect inguinal hernia. _-..______._- 14 
Right indirect inguinal hernia _.-........... 15 
-| Oct , 1920 ll 
Left ineuinal Feb. 19, 1897 12 
Sept. 28, 1928 32 
Recurrent left inguinal tha June 9, 1932 15 
Apr. 21, 1893 25 
nnd sence Dec. 19, 1880 14 
Left direct inguinal Oct. 15, 1896 13 
Right direct inguinal hernia........-.........-....-. oteamcecccceeeeeesensecseeses Dec. 11, 1894 18 
Right Feb. 3, 1918 15 
Left direct Sept. 3, 1923 15 
Right indirect << July 19, 1924 14 
right Feb. 1, 1896 “4 
Lcmotobhhaata-asits-erneoregcccenscencacccccecesccoeccegeecenesosbasinstaee June 26, 1892 18 
Ri July 3.1923 15 
Bilateral indirect inguinal hernias_ --| Mar. 2, 1924 21 
Right indirect inguinal hernia... -| Jan. 65,1914 13 
In Feb. 16, 1907 
Recurrent left inguinal hernia indirect - - _- -| Mar. 8, 1921 14 
Jan. 2, 1889 13 
ht direct inguinal hernia Mar. 27, 1896 13 
Dec. 16, 1908 21 
Rigut Dec. 15, 1919 15 
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Roster of operations—Continued 
HERNIORRHAPHY—Continued 


ht indirect ingu 
Indirect right inouinal hernia (sliding) 


Diagnosis Birth Inpatient- 

days 
teral, inguinal June 12, 1925 2 
Bilateral inguina direct and indiréct, reducible: Dee. 7,1 30 
Left indirect inguinal hernia. 13 
18 
20 
16 
ll 


Hernia inguinal left, containing appendix epiploica- 
guinal 


Incarcerated recurrent hernia, left y 
Incarcerated lef inguinal 14 
HEMORRHOIDECTOMY 
Internal and external hemorrhoids. - - STS TS Dec. 23, 1891 15 

External and internal hemorrhoids. Mar. 30, 1893 13 

Internal and external Apr. 1, 1895 24 
internal end external hemorrhoids... .... Sept. 15, 1922 21 

CHOLECYSTECTOMY 
Chronic cholecystitis with common duct 
stones 37 
ore cholecystitis with cholelithiasis __ 
19 
lecystitis, acute. _.............. 22 
SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER 

Duodenal ulcer with partial obstruction..............----..-------------------- Jan. 24, 1933 29 
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Roster of operations—Continued 
SUPRAPUBIC PROSTATECTOMY 


Diagnosis Birth Inpatient- 
days 
be Fae. do June 28, 1893 31 
Sheed do . 14, 1888 45 
eee do May 28, 1875 63 
Soe do Sept. 30, 1886 48 
do Oct. 2, 1889 25 
do May 11, 1890 55 
ae do Feb. 4, 1885 34 
eee do. Jan. 31, 1894 38 
i do June 8,1 30 
Gag do. May 19, 1893 58 
do une 56,1901 27 
RETROPUBIC PROSTATECTOMY 
Benign prostatic hypertrophy and chronic prostatitis_.._..........- Sept. 8, 1892 7 
TRANSURETHRAL RESECTION OF PROSTATE 

Feb. 27, 1890 26 
Oct. 3, 1895 29 
Apr. 7, 1894 18 
CA of prostate with urinary obstruction... Jan. 2, 1896 20 
CA of prostate gland with obstruction to urinary bladder. _............-.----.- Dec. 26, 1892 73 
Mar. 15, 1888 18 


3. (a) What system of control do ag? have to insure a minimum stay in 
hospital? Intelligent supervision of the course of the illness and appropriate 
timely remedial action to earliest feasible discharge date. 

(b) What improvements have you made since your last report to this committee? 
Frequent and detailed discussion and continuous supervision of the planning and 
effectiveness of each doctor’s conduct of patient care. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
thcir requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increasing age of patients and of 
nearest of kin generally prolong hospital stay until patients are able to care for 
selves within limitations of their illnesses and families’ resources. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would be reduced. 

(b) What effect would such a program have on your cost of operation? Cost 
would be imereased. (a) Inpatients would bein greater majority at peak-illness 
phase; (b) turnover would increase cost of each bed each day; (c) outpatient pro- 
gram would increase cost in essential and support medical program. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increase personnel-patient ratio, particularly in nursing staff, registrar 
and/or medical record staffs, housekeeping staff, social work staff, and supporting 
elements of the staff as required. 

6. What is needed to improve turnover of patients? Adequate funds to employ 
necessary staff and provide for essential materials, supplies, and equipment. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yét scheduled for admission and not VA patients: 


Non-service-connected 
Service- 
Type of care required Total connected 
Total In non-VA}| Not yet 

hospitals |hospitalized 

1. Total applicants-..----...------------- 0 0 168 33 135 
0 0 0 0 0 

0 0 164 21 143 

0 0 104 12 92 


1 Includes neurology and spinal cord injury. 


R.: aa many patients are scheduled for admission subsequent to January 12, 
1959? 84. 

3. What system do you use for scheduling admissions from the waiting list? 
Procedures are followed as outlined in VA Circular No. 18, dated September 8, 
1958. Patients are scheduled under the nine priority groups listed, except for 
emergency admissions. 

4. .™ addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 18. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes, emergency and service-con- 
nected cases. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total 13,388. Approved 4,621. Rejected 8,767. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


| 


| Hospital staff on duty Increase (+) or 
| decrease (—) 
| from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
| 
| 
2. Physicians, full- and part-time..-.............-.-.--- 65. 0 84.0 +19.0 
3. Physicians, residents and interns-_-__--------.-------- 33.0 28.3 —4.7 
4. Physicians, consultants, and attendings_---.--.__--- 11.6 13.3 +1.7 
223. 0 | 256. 0 +33. 0 
8. Therapists and technicians ?_................._.____- 147.9 87.0 —60.9 
10. Office of manager, personnel, and finance_..__..-..-- 38.0 38.0 0 
12, Other food service employees........._...-...-.----- 190. 5 207.5 +17.0 
14, Engineering maintenance (excluding laundry) -._---- 55.0 | 42.0 —13.0 
15. Engineering operations (excluding laundry) - -------- 41.0) - 50.0 +9.0 
266. 0 310.8 +44.8 
! The total for Dec. 31, 1956, includes medical research program (8200)F TE of 30.5, whereas the total for 


Dee. ai, es, does not include medical research. 
* In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31; 1958? 17. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 
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(b) Number of patients discharged during past 3 months who were given indus- 


trial therapy: None. 


{) Average days of hospitalization of patients reported i in (b): None. 

Number of patients in ‘‘day”’ hospitalization, 1,406.! 
33. Number of patients in ‘“‘night’’ hospitalization, 1,406.! 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
persons who provided 98 90 
amount paid to all consultants and attending '........... 


! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 


ment were increased? 
Category Full time Part time | Consultants, 
attendings 

‘Therapists and technicians 

Dental assistants _ _ x 

Exercise therapists. x 

Occupational therapist x 

x 

laboratory technician - z 

lab technician___ x 

Counseling psychologist x 
Medical clerical “sup} port: Dictaphone transcriptionists and = 

sup P 0 an 

Maintenance: 

Special service: 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 


research and education programs contribute to patient care in your hospital? 


By 


attracting medical staff with interest, ability, experienze, and training in investi- 


gative medicine. 


Physicians with lifelong interest in academic and research 


activities maintain highest standards of clinical practice and, equally important, 


the finest doctor-patient relationships 
3. Amount of funds available in 


veal year 1958: 


Foreducation 
Research and 
ing (pro- 

Gitts and donations deposited in general post 
Grants from other sources administered affiliated medical schools 
NIH adjuvant cancer chemotherapy, prmipieeed through VA central 12 


! All patients are hospitalized on a 24-hour basis. 


' Baro 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 171 6 3 0 19 126 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
149 5 3 0 19 126 
(1) Patient has compensable serv- 
ice-connected disability 27 0 0 0 3 24 
(2) In of VA pension. 47 3 0 0 0 44 
In hospital more than 30 days-- 24 2 2 0 0 20° 
51 0 1 0 16 38 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(6b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no — to the veteran: None. 

3. What action do vou take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
i958)” of the cost of the collection program to the hospital during calendar year 

Correspondence charts of patients admitted previous day are examined each 
morning. If application indicates third parties might be legally liable, steps are 
taken to obtain signed power of attorney and agreement. Patient is at this time 
questioned concerning his insurance: After power of attorney has been executed, 
a determination is made as to exclusion clauses in policy. If no exclusion clause 
a a notice is sent to liable party and billing clerk is alerted to diary case for 

ng. 

Estimated cost of collection for 1958, $13,117. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


year | Calendar year 
1958 


1957 
Amount collected 889 908 


e Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 8. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
G.M. & 8. care required before oath is signed? They are advised of the approxi- 
mate cost of hospitalization for the same disorder in a non-VA hospital. ese 
costs are estimated by averaging the cost of care (including and room) 
in local hospitals in the area. 


8. In your opinion are there abuses of non-service-connected care? No. 


| 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


NoTEe.—Fou.teen of patients remaining are nonveterans which causes percentages to be short a fraction 
of 100 percent. 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services including 84-8 accounts? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___________- 1, 444.0 1, 397.0 1, 254.0 1, 296 1, 355 
(6) Full-time equivalent staff___________-- 1, 741.1 1, 693.1 1, 535. 8 1, 568 1, 634 
$8, 746, 438 | $0, 004, 778 | $8, 514, 502 | $9, 577, 332 | $10, 565, 336 
(@ Salaries of staff,?__............-...-... 7, 040; 353 | 7,298,475 | 6,913,110 |} 7,852, 031 8, 664, 141 
(e) Patient travel... 49, 407 48, 725 47,072 45, 678 57, 160 
f) Communications_______-..._..-.------ 22, 752 22, 901 22, 946 25, 618 34,914 
(q) Utilities (gas, coal, water, etc.) __----- 115, 117 97, 227 104, 684 119, 430 136, 850 
(h) 614, 954 555, 102 499, 711 506, 486 534, 000 
(i) Drugs and medicines _....-----2- oe. 215, 212 231, 251 247, 940 272, 670 294, 693 
) Medical and dental supplies-_--..____- 187, 356 209, 339 220, 333 248, 826 262, 956 

(k) Asset acquisitions including equip- 
93, 827 124, 106 99, 999 80, 268 50, 000 
407, 460 417, 652 358, 707 426, 325 530, 622 
(m) Cost per discharged patient.._._-....- 807 860 965 1, 146 1, 263 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts, 


.-2. Do you believe that the primary fund allocation is sufficient to provide 
an acceptable standard of medical care? More money is needed to provide an 
acceptable standard of medical care in many areas of our hospital. Through 
experience in the last 3 years in this hospital, medical care of patients has been 
reduced in quality because of inadequate funds. This is the general feeling of all 
of the chiefs of services. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? Howor why? This increases the 
length of stay because the per diem allotment is inadequate to support our re- 
quirements for personnel, materials, supplies, and equipment necessary to pro- 
vide intensive treatment to assure rapid turnover and shorter length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? None that are 
acceptable. Helpful if valid and available. We believe it should be possible for 
the Veterans’ Administration to determine an acceptable ratio of employees per 

atient for hospitals of similar size and patient type. This would, of course, 

ave to be adjusted because of geographical location. Funds would have to be 
adjusted to meet the varying economic factors to support the operations in the 
different geographical locations. Yes. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.035. 7 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.035. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Pulmonary disease and spinal cord injury patients receive 30-percent 


on 


} 
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increase over basic allowance in protein (meat, fish, poultry, eggs, and cheese), 
milk and butter. A 10 percent increase over the basic allowance for fruit, vege- 
tables, bread, and cereals. This allowance is established by the Department 
of Medicine and Surgery, Program Guide, Dietetic Service, M-—2, part III, 
change 4. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: none housekeeping, 56 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Important for top staff members as well as single individuals. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? Very doubtful. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $30 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The foremost factors in elevating hos- 
pital costs in recent years have been increases in wages, materials, supplies, and 
equipment. The last salary increase for Federal employees in this hospital 
resulted in an increase in our final dollar allocation of over $600,000. .The drugs 
have been increased at a rate in excess of 10 percent per annum. Utility rates 
have been increased in excess of 10 percent perannum. These increases have been 


taking place at a more rapid rate, than has our increases experienced in primary 


fund allocation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Development of work simplification program, development of 
methods improvement program, regular staff meetings with division and service 
chiefs, stressing the importance of cost consciousness, more effective utilization 
of personnel, better distribution of workload, and conservation of supplies and 
materials. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 19587 


Total Number 
number patient-day 


4, 070, 829 


8. 45 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items, as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.030; per pound, 


Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.036; per pound, $0.049. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete ? When average daily patient load 
financing ignores the realities of present day costs of hospital service, there 
develop compensatory mechanisms to live within budget; viz, prolonged con- 
valescent status, a totally diminished intensity of medical care activity ensues, 
and length of stay increases. The patients who do gain admittance, however, 
are of highest priority emergency status with correspondingly high death and 
morbidity rates and correlatively high cost care indications. Failure to provide 
appropriate funds would result in deterioration of medical staff and eventual 
bankruntey of medical program. 

12. How many operating beds could be closed if we were not foreed by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating 8 required to meet the needs of veterans 
actually needing hospitalization? Would provide additional funds which are so 
badly needed to provide services associated with patient treatment. While it 
would, in all probability, not reduce the number of operating beds required, it 
would result in better utilization of beds and shorter patient stay. 

(b) What was your —— cost for this program during fiscal year 19587 

(1) Total cost: $34,92 
(2) Visits to hospitals ls by patients on CBOC status: 8,308. 
(3) Cost per visit: 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples. It 
has been increased. Manager’s authority has been expanded to manage the total 
hospital program within the primary fund allocation and is not restricted by 
object limitations. 

&) Has your hospital had an internal audit of its administrative operations? 


sy) If a fair “professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, nongovernment sources, or VACO? Or be 
conducted by a joint team? A VACO team would probably have more intelli- 
gent insight and objective standards in the study. The team should include 
professional medical (M.D., R.N.) expert personnel. The hospital would 
importantly benefit from the consultative experience of a well-trained team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Through experience in this hospital, I cannot remember any help 
that has ever been given as a result of supervisory visits of the area medical 
director’s office. 

(2) Of what value would you think these visits are to VACO? I would 
think these visits are of little value to central office since complete informa- 
tion covering all division and service operations in this hospital are reported 
to central office regularly by local management. 

(3) Would less frequent visits be more useful? Yes. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Toward making good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.1I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959____| Flame failure controls, $18, 480 
Water pumping pressure booster installation. 10, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
6-inch gas line from Bellflower Bivd. io $7, 500 
Pretiminary work to remodel wards and vacant areas to h ouse patients pnd 


ag II and phase III of new construction. Construction funds may be used for this | | 
tem (may be done in fiscal year 1961). wennneatenenneenenanscnnnceeecneecneecnneensnenees| 40, 000 


y 
n 
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XI. Maintenance 


1. (a) List by description and amount of money involved cach major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Painting outside buildings 76, 77, 78, 79, 80, 81, 82, 87_..._.-.-....----.-.-----------.-.-.-.-. 
Painting elevated water tank, inside - - -__- 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
Roof - semipermanent areas, building 3, including gutters----................-.-.-.-.---- 4, 500 
Roof, building 11, including gutter_- 4, 600 
Roof, building 56 3, 500 
Paing eed stuced, 6 (warehouse)... 3, 000 
Roof covering, building 2, 700 
Replace floor, vegetable preparation room, building 2......_.......-...--+-.---.-2---.------ 1, 800 
New floor covering, connect corridor and center corridors, R-1 to R-7.-...-....-...---.---- 9, 000 
Repairs to lawn sprinkling system ..-.........- 8, 000 
Replace 7 showers, building 11. -.-.....-...... 2, 800 
Floor covering, main corridor X-8 to chapel-_- 5, 600 
Outside painting, all X-wards and 7, 000 
Floor covering main corridor, building 56 to N-14.--..._..-.--.-----.----.---------.2- 2-2. 5, 000 


SpPEcIAL NotE.—Buildings in the W-ramp are scheduled to be vacated in fiscal year 1961. If i 
are continued in use, $29,800 will be required for screens, floor covering, outside painting, and roofing 
fiscal year 1961. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description 
year 


Lawn fertilizer 


Norte.—Our future plans are indefinite because of the rather indefinite schedule for replacing the balance 
of the temporary buildings on this station. 

We hope to receive definite information soon. 

Replacing existing equipment is the most pressing need at this hospital. 
otnemmnent fixed equipment which is uneconomical to repair should cost $84,700 in the laundry and $9,700 


in- 
ns 
it Amount 
by 
en 
al 
s? 
ld 
le 
ld 
e. 
te 
Ip 
al 
d 
d 
i 
Caulk windows, building Nos. 1, 7, 8...-...------.--...-.---.---.-----.--22-22-e 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 

Replace plumbing fixtures, 2 toilet rooms, building No. 11......-.---...-.-...----..--.--.-. 1,900 

Move dishwasher, N-7 to X-ramp, new ventilation system_._--..........-.---2--2.-2----.e 700 
Install office for building No. 50 (supply)--.---.-----.-------.------ 1, 800 


Norte.—Because of indefinite plans for the new buildings the list of betterments is indefinite. The act 
number of betterments will be very small. 


c. Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Laundry: 
4.groups of garment presses (3 in a group) 8, 500 
Hydraulic extractor _............. 9, 500 
Dietetic: 
Refrigeration and air conditioning, water processing: 
Medical: 2 utensil sterilizers, boi | type, 20- by 20- by 24-inch_____....--.2.-22222.-2 222. 2, 700 
Engineering: Condensate pump and 1, 600 


3. What, in your opinion, are the most pressing needs in your installation? 


Description Amount 
X-ray apparatus, radiographic, medical, mobile, 200 MA at 80 KVP, $7,380 (2 each)........ 14, 760 
Processor, X-ray film, automatic, Kodak X-Omat or 30, 000 
— a camera and projection equipment for adaption to existing image amplifier on 

X-ray apparatus, radiographic and fluoroscopic 300 MA, $16,000 (2 each). _.---..-..--...-.- 32, 000 
ry film devices for attachment to present radiographic and fluoroscopic units, $2,000 on 
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LOS ANGELES, CALIF. 


I. General 


Name of hospital: Veterans” Administration Center. 

Street address: Wilshire and Sawtelle Boulevards. 

City and State: Los Angeles, Calif. ¥ 

Type of services: Type of hospital, NP, G.M. & 8.; domicile, yes; formal out- 
patient clinic, no. 

Name, qualifications, and tenure of— . 

(a) Manager: R. A. Bringham, manager VA centers since 1929 (present assign- 
ment since 1935). 

(b) Assistant manager: C. G. Cox, hospital administration and management 
since 1943 (present assignment since 1957). 

(c) Director, professional services: 

Center medical director: C. F. Bayer, M. D., medical director, regional 
offices and hospitals since 1921 (present assignment since 1955). 

Director, professional services, G.M. & S. hospital: J. M. Buchanan, M.D., 
ward service, chief, administrative service, director professional services since 
1946. 

Director, professional services, NP hospital: A. S. Nissen, M.D., ward 
service, section chief, director, professional services since 1946. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity... ................- 3, 617 5 2, 041 33 1, 538 2, 729 
3, 617 5 2, O41 33 1, 538 2, 729 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent eer | plan regardless of 
9, Patients remaining __..............-.. 3, 430 4 1,975 31 1, 420 2, 578 
10. Average daily patient load for 12 
months ending Dec. 31, 1958._...__.. 3, 414 4 1, 969 32 1, 409 2, 594 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: * 
(0) Percent of total patients re- 
maining (line 9).........._.- 38.1 25 33.1 22.5 45.6 82.8 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
1, 396 12 717 2, 504 
(b) Percent of total patients re- 
maining Jan. 10, 44.5 66. 6 63. 4 88.2 
USE OF TRIAL VISIT 
Calendar year 
Item. 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__- 641 551 404 389 
15. Number of patients on trial-visit status as of Dee. 31. 315 360 298 334 


) 
) 
) 
Xs) 


248 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


1956 1957 1958 
Type of discharge 
G.M.&8.| NP NP /G.M.&S.) NP 
10, 517 1, 388 10, 613 1, 181 10, 434 1,004 
240 345 237 324 213 357 
1, 004 186 1,148 121 945 149 
All other___.__- 9, 273 9, 228 736 9, 276 588 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. he only discernible 
trend is that chronicity of disease rather than increasing patient age is resulting 
in a lengthening average hospital stay. As a result of decreasing turnover the 
waiting list will continue to increase in number. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 21 converted to medical (chest). 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 40 days. 

(b) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 

patients patients 


2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the a te Lae nee (include only the experience 
-of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Average 

Cases of 
Subtotal gastrectomy for duodenal 12 26 

Prostatectomy: 


%. (a) What system of control do you have to insure a minimum stay in hospital? 
G.M. &.8. hospital: Proper planning of time of admission. As rapid workup 
as possible. Discharge CBOC to followup status as quickly as possible. Con- 
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stant review by service and section chiefs and length-of-stay committee, report 
of which is made to the manager and entire staff and reviewed with physician 
involved at quarterly staff meeting. 

NP hospital: Ward physicians continuously screen their patients to determine 
when patients are ready to appear before the psychiatric staff for trial visit or 
discharge planning. These psychiatric staffs meet weekly on each ward to 
review the cases presented by the ward physicians and to make recommendations 
for disposition. ; 

(b) What improvements have you made since your last report to this committee? 
Increased attention has been given to the controls enumerated under paragraph 
3(a) above. 

@) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) 1 

G.M. & 8S. hospital: Yes. Chronic long-term-care type of patient. 

NP hospital: In spite of the fact that the population 55 years or older has 
increased only 2 percent in the past 7 years, the chronicity of all patients has 
increased, even those newly admitted, because of a lengthening time since the 
conclusion of World War II and the Korean conflict. The chronie nature of 
even new admissions can only result in a longer period of hospitalization necessary. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? An expanded 
posthospital followup program would reduce length of stay. 

(b) What effect would such a program have on your cost of operation? Such 
a program would result in a substantial increase in our cost of operation. 

“a hat would you suggest to further reduce hospital stay without impairing 
care 

G.M. & 8. hospital: The expansion of the chronic long-term-care program, 
with adequate funds to support it, would permit a more rapid turnover of acute 
beds in the hospital. 

NP hospital: Additional psychiatric, nursing, social work service, psychology, 
physical medicine rehabilitation, and recreational personnel would be needed, 
and an intensive social work service program to place more patients in family 
care or in nursing care homes. 

6. What is needed to improve turnover of patients? The same elements which 
would reduce hospital stay without impairing care would also improve turnover 
of patients. 

IV: Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA} Not yet 

hospitals {hospitalized 

2. Domiciliary care: Total applicants_...-- 403 2 401 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? G.M. & S., 5; NP, 21; domiciliary, 15. 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled in accordance with VA Circular 18, September 8, 1958. 
Priority groups are established considering date the pe yen was filed, plus 
availability of beds. For patients, service-connec veterans receive top 
poe: Admissions to the domiciliary are first on the basis of transfer from 

ospital bed, and second on the basis of service connection. 


33427—59——_18 
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4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? G.M. & 8. hospital, 12; NP hospital, 9. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. 

G.M. & 8. hospital: Yes. Service-connected veterans applying for care for 
their service-connected condition. All emergency cases. Patients found to be 
in need of emergency hospital care at time of examination by physician. 

NP hospital: Patients who appear at the hospital and are considered by the 
admitting physician to be a psychiatric emergency are admitted without place- 
ment on the waiting list, as well as patients transferred as emergencies from the 
G.M. & 8. section and domiciliary section of this center. 

6. Number of applications for admission from July 1 through December 31, 
1958: 

Approved, G.M. & 8., 5,180; NP, 704; domiciliary, 1,098. 
Rejected, G.M. & S., 3,001; NP, 278; domiciliary, 407. 
Total, G.M. & S., 9,217; NP, 982; domiciliary, 1,505. 


V. Hospital staff 
Report full-time equivalent ———— for both full- and part-time employees 


as of December 31, 1956 and 19 istribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty ! 
Increase 
(+) or 
Dee. 31, 1956 Dee. 31, 1958 decrease 
(—) from 
1956 to 
G.M.&| NP | Domi-|G.M.&| NP | Domi- 1958 
8. ciliary 8. ciliary 
1, Total 1, 766.1 |1,375.0 | 801.7 |1, 747.9 |1,301.8 | 716.4 —176.7 
2. Physicians, full- and part-time......... 49.0 28.0 16.5 59.3 29.7 11.6 7.1 
3. Physicians, residents, and interns.....| 71.4 63.3 25.0 12.5 1.4 
4. Physicians, consultantsand attendings.| 36.1 35.8 5.0 -12 
6.0 5.0 6.0 6.8 5.0 7.1 +19 
6. Nurses... 262.0; 117.5 17.0 | 236.7) 114.6 9.0 —36.2 
7. Hospital aids --| 319.0} 443.0 21.0 | 362.0 | 443.4 5.3 +27.7 
8. Therapists and technicians ?____....... 85.5 60.0 12.5 116.0 61.0 17.7 +26.7 
9. Social workers... 9.8 17.0 3.2 11.4 15.0 
10. Office of manager, personnel, and 
finance. 36. 6 18.3 33.7 39.8 31.7 18.9 +1.8 
18.0 10.0 2.0 19.0 11.0 2 
12. Other food service employees.......... 188.5 | 184.6) 345.0] 174.5 | 185.1) 323.8 —34.7 
40.1 34.6 16.5 38.2 33.0 15.7 —4.3 
14. Engineering maintenance (excluding 
72.7 74.9 72.7 66. 4 62.7 55.4 —35.8 
15. Engineering operations (excluding 
48.1 9 24.3 36.8 3 19.7 —17.5 
19.5 18.2 14.5 19.6 18.6 14.9 9 
452.0 | 253.0 | 165.0 | 411.2| 200.5) 158.7 —99.6 


1 The format as presented does not allow for inclusion of the domiciliary staff. Since common service 
employment at this center involves both hospital programs and the domiciliary, the above table has been 
rovided in order that an accurate comparison may be made of the centerwide staff as of Dec. 31, 1956 and 


958. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member guaploress as of January 12, 1959: 482. 

Annual wage (average): $784.17. 

(b) What is the value of this program to the member and to the hospital? For 
the member, the member employment program serves two major purposes: 
(1) It helps the member inestimably with his adjustment in the domiciliary by 
providing congenial, remunerative activity and association with a productively 
engaged group having common interests; (2) it is the ideal final step in the full 
rehabilitation of the member to community living and full economic independence 
in industry. Many of our members are so advanced in age and disability that 
return to outside employment and community living would be highly impracti- 
cable, but these members are able to carry on successfully and happily in the less 
arduous member positions as clerical workers, elevator operators, etc. For thos? 
members whose eventual goal is return to community living, member employment 


ss 
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offers the opportunity to acquire new skills, to retrain in old skills, and to reenter 
the mental climate of the productively employed person who must assume respon- 
sibilities and observe regular working hours. In these cases, the return to 
economic independence through employment in the community is greatly facil- 
itated. Many of our members are without income of any sort; others are in 
receipt of very nominal incomes. The salaries from member employment add 
much to the morale of these members by providing money for incidentals and 
clothing, as well as the opportunity to accumulate a small savings to aid them 
while they are establishing themselves outside the domiciliary. 

Both hospitals and the domiciliary at this center benefit from member employ- 
ment. Unquestionably, with current budget limitations, effective operation of 
the center would be adversely affected if we could not use member employment. 
One civil service position may be converted to three member positions for admin- 
istrative purposes and some of our members are mentally and physically able to 
assume the full responsibility of a civil service position with a eonsiderable saving 
budgetwise. We feel that we use the member employment program to the fullest 
extent consistent with members’ disabilities, degree of stability, frequent periods 
of hospitalization, and general member turnover. 

20. What was number of guards on duty December 31, 1958? 49. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 151. 

(c) Average days of hospitalization of patients reported in (b): 377. 

22. Number of patients in “day” hospitalization: 1. 

23. Number of patients in “night” hospitalization: 30. 

24. For egnsultant and attending physicians, show below the repaired data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -.._.......- 297 297 
Average payment per consultant or attending !__........_._.- $1, 128 $1, 135 $1, 124 
Total amount to all consultants and attendings !__...___- $335, 025 $337, 081 : 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time a mag 


Physicians; nurses; nursing assistants; radiology; P.M.& R.| X 
and laboratory technicians; social workers; psychologists; 
dietetic personnel. 


VI. Research and education 


1, For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 

It is generally recognized today that the hospitals which offer optimum facilities 
for diagnosis and care of the sick are those associated with our medical colleges. 
The excellence of medical practice in these institutions is dependent upon the 
caliber of their professional staff. The stimulation received from teaching medical 
students, training young physicians, and the opportunity to advance the frontiers 
of medicine through research are most potent factors in attracting and main- 
taining the interest of competent men. 

It was the intent of those farsighted physicians who directed the reorganization 
of the veterans hospital program in 1946-47 to offer somewhat similar inducements 
in VA hospitals in order to recruit and hold a nucleus of capable doctors. To 
this end, whenever feasi>le, the advice and help of the deans of local medical 
colleges was sought on the problems of staffing, of organizing suitable research 
activities, and developing an educational program for the training of resident 
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physicians. This endeavor has received wide recognition in professional circles. 
After 10 years its value is well established. Since the full-time VA staff members 
have been permitted to improve their professional proficiency through study and 
the opportunity to engage in medical research, it has been possible to attract 
and retain highly qualified personnel. New and improved methods of diagnosis 
and treatment of importance in the care of the veteran patient have evolved. 
Although the VA hospital does not conceive its mission to be that of a research 
institute or to assume functions that are basically those of an educational institu- 
tion, a balanced program is essential. The staff must remain alert to the rapid 
advances in various fields of medicine. In many instances the laboratory is the 
proving ground where new ideas are evolved and tested. Familiarity with the 
ay ¥ many ane method develops a more critical outlook and engenders caution. 
any important contributions have been made by VA research laboratories. 

Programs are underway to study pathologic physiology of the aging process; 
the evaluation of new antibiotic agents in the control of infectious diseases; the 
use of agents that may prove effective in the control of malignant disease; the 
development of improved methods for the appraisal of functions of various organs, 
i.e. kidneys, lungs, liver, thyroid, parathyroid, heart, hematopoietic system, etc.; 
» better understanding of neurobiochemistry in the interest of more effective 
control of mental iilness and the use of radioisotopes in diagnosis and therapy, 
as well as an invaluable tool in many fields of basic research. 

In addition to the research carried out in VA hospitals, the residency training 
program has attracted many able graduates of the Nation’s medical schools. 

oung physicians recognize the essentially academic atmosphere, the excellence of 
instruction and welcome an appointment which permits them to complete the 
practical phase of their education. This constant infusion of new ideas and 
enthusiasm prevents stagnation and is of incalculable benefit to the veteran 

tient. 
OS. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
(1) VA appro $390, 317 $7,179 
(2) Gifts and donations deposited in general post 54, 698 
(3) Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) Total_. 228 1 10 184 
(6) For treatment of a service-connected 
condition... 7 
(c) For treatment of a non-service-con- 
nected condition... 200 1 10 184 
(1) Patient has compensable serv- 
In receipt of VA pension. 2 36 
In hospital more than 30 days-- 87 1 7 77 


1 Any form of prepayment insurance. 


Norte.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(6) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the rg te during calendar 
year 1958.) There have been no procedural changes since January 1957. When 
a patient’s VA form 10—P-10 indicates he has a private insurance carrier who may 
be liable for the patient’s hospital care, the power of attorney and agreement is 
signed by him. he insurance carrier is then contacted to determine if benefits 
are payable under the policy. If benefits are payable the billing is prepared and 
forwarded to the carrier. In cases where a carrier indicates benefits are not pay- 
able or where doubt exists as to whether or not partial payments represent the 
full amount collectible, the matter is referred to the VA regional office chief at- 
torney for verification. 

4. Compare amounts billed to insurance companies, veterans, and employers 


and amounts collected: 


Calendar year Calendar year 


Amount billed.........- $551, 883 $391, 112 
Amount collected 58, 782 $7,000 


= - Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 11. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? All veterans are counseled as 
to the estimated cost of their period of hospitalization before they are admitted 
or take the oath. The veteran is advised as to the estimated length of his hos- 
pitalization and the approximate cost of such in a private hospital. 

8. In your opinion are there abuses of non-service-connected care? 

G.M. & S. hospital: Yes. See paragraph 6, section VII. 

NP hospital : There is a minimum of abuse of non-service-connected psychiatric 
care, The majority of admissions are from State hospitals after commitment and 
direct admissions are always emergent in nature. The cost of necessary psychia- 
tric care is almost without exception beyond the financial means of applicants. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 


service-connected or non-service-connected conditions: 


Service Connected Nonservice connected 
War Total 
G.M. &8 NP G.M. & 8. NP 
Korean._._. 21 74 79 26 100 
World War II. ll 59 ay 41 100 
i AL) =e 4 20 96 80 100 
Spanish-American War 0 0 100 100 100 
Peacetime_ 53 87 47 13 100 
All patients... 7 52 93 48 100 
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VIIT. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts.) 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
1,177.0 1, 147.0 1, 447.0 1, 450.0 
1, 957.0 1, 968.0 1, 969.0 1, 970.0 
2, 934.0 2, 926.0 2, 592. 0 2, 601.0 
1, 792.8 1, 802. 3 1, 751.3 1, 747.9 
1,397.9 1, 308. 6 1, 285. 3 1,301.8 
780. 6 724.5 739.4 716.4 
9, 613,414 | 9,416,997 | 10, 723, 622 11, 553, 780 
6, 950 | 6,953,814 | 7,148,614 | 7,406,912 7, 784, 906 
4, 085,886 | 4,277,717 | 4,583,274 | 4,742,762 4, 852, 011 
(d) Salaries of staff: 
RUS Re 7, 143, 237 | 7,501,858 | 7,600,068 | 8, 681, 408 9, 448, 665 
393,622 | 5,679,223 | 5,870,726 | 6, 276,614 6, 595, 971 
EN ES Se 2, 881,733 | 3,035,062 | 3,385,558 | 3, 483, 584 3, 559, 975 
(e) Patient travel: 
17, 934 12, 880 13, 609 14, 653 |, 12, 658 
Bret 3, 937 2, 876 1, 991 916 3, 000 
(f) Communications: 
sR Ae eee 46, 871 52, 085 37, 139 36, 486 49, 771 
22, 377 23, 049 931 22, 823 40, 355 
Domiciliary-...............-...--- 15, 210 16, 691 17, 549 16, 736 29, 593 
(9) Utilities 
' oe - 160, 151, 517 145, 926 153, 232 170, 356 
85, 374 83, 367 78, 148 86, 792 91, 137 
82, 648 80, 097 75, 861 84, 228 89, 034 
419; 997 414, 685 , 908 397, 845 
670, 129 660, 310 640, 016 
@ 857, 710 843, 259 811, 736 814, 547 
329, 804 336, 183 377, 224 405, 791 
62, 238 75, 794 87, 92, 
w@ 31, 608 43, 987 57, 635 209 
274, 575 269, 988 286, 823 294, 208 
47, 821 47,109 28, 947 
24, 4 31, 234 31, 611 
(k) 
96, 180 141, 026 96, 936 
NP 64, 386 144, 176 79, 998 66, 999 
Dom 73, 039 28, 59, 797 79, 383 
(2) All other: 
G.M. 774, 518 504, 737 651, 862 677, 550 
NP 320,725 246, 429 183, 779 225,.677 
y 155, 104 164, 132 197, 448 186, 847 
(m) Cost per discharged patient: 
72) 740 842 777 801 
3, 152 3, 487 2, 996 3, 506 4, 339 
1, 980 1, 756 1, 982 2, 059 2, 249 


1 Not available. Records have been disposed. 
2 Total net dollars. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is sufficient 
to provide only a barely acceptable standard of medical care. In the past few 
years inadequacy of the primary fund allocation has resulted in reductions In 
force in the paramedical services of the hospital in the inability to increase the 
size of the existent staff to keep pace with modern medicine, in the inability to 
maintain a reasonable repair and replacement program, and in the curtailment 
of funds for food and operating supplies. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on the average daily patient load basis neither increases nor decreases patient 
length of stay at this center. 
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4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We do have com- 
parison standards with other VA and civilian hospitals. However, methods of 
operation and of reporting statistics make the standards of less than optimum 
value. There are many different situations at hospitals which cannot be shown 
on tables, and these make accurate comparisons somewhat difficult. No specific 
improvements can be suggested now, except to continue to attempt comparison 
standards as accurately as possible. These problems have been discussed with 
responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? G.M. & S., $0.925; NP, $0.887; domiciliary, 
$0.753. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? G.M. & S, $2.350; NP, $1.345; 
domiciliary, $1.485. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients or members are on the ration served at the particular hos- 
pital or domiciliary, except where modified for special cliets ordered by the physician. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: Nonhousekeeping, 48 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters, both housekeeping and nonhousekeeping, are very important in 
maintaining staff and for recruitment. This center is located in the area of highest 
rental cost in Los Angeles. This is therefore true of this and similarly situated 
hospitals elsewhere. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Suitable nonhousekeeping quarters for nursing assistants, laborers 
technicians, etc., to replace those in World War II quonset huts, prefabs, and 
other deteriorated temporary buildings. These quarters are essential to meet 
competition in this industrial area for this type of personnel. Apartment-type 
housekeeping quarters would be of great advantage in securing the permanent 
service of competent professional personnel who are assigned to this station for 
intern and resident training. 

(d) Could cost of such quarters be a lucrative investment? Yes. Experience 
at this station proves the cost of housekeeping quarters to be a very lucrative 
investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $100,925,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. All hospital operating costs, i.e., salary; 
commodities, utilities, services, drugs, etce., have consistently increased over the 
past years. Many of these costs have not been covered by additional funds, 
which has foreed field stations to absorb them at the expense of other essential 
but less vital areas. The majority of increased costs have been met by reductions 
in personnel which has had an adverse effect on the quality of care and treatment 
programs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? This station has fund controls to major 
elements. As a result, personnel have become quite conscious regarding the 
utilization of the inpatient dollar. Under the provisions MP-1, part I, chapter 3, 
this station has established a panel of staff members to carry out a systematic 
review of the various operating elements of the station. To date many areas have 
been reviewed. These reviews have resulted in improved operations and better 
service to the station and the veteran. 

10. Laundry service: 

abe was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


000 ; 
812 

771 
355 

593 

356 

137 
034 

845 
302 
547 
791 
176 
209 
208 
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611 
936 
999 
383 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0227; per pound, $0.0287. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.0280; per pound, $0.0354. 

11. What import does the average daily patient load concept of financing 
hospital fp ome have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None at this center, because of 
continuing demand for hospital and domiciliary care which results in maintenance 
of waiting lists at all times. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? This hospital is using the CBOC program fully 
and what appears to be a greater extent than most other VA hospitals. Perhaps 
we have been able to keep our waiting lists shorter and use our beds to the fullest 
extent because of the great use we have made of the CBOC program. Full use 
of this program results in fewer beds being required for every 100 patients requiring 
hospitalization for conditions permitting their leaving the hospital. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $159,737. 
(2) Visits to hospitals by patients on CBOC status: 26,357. 
(3) Cost per visit: $6.06. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more peace than diminished? More increased. By what methods? Cite 
examples. 

Coincident with the 1953 reorganization, hospital managers were given a great 
deal more operational authority. Subsequent to this there has been some addi- 
tional decentralization of authority. However, the major portion of the increased 
efficiency under this system has come as a result of experience and increased effi- 
cnet by field stations in utilizing this increased authority. Some examples are as 

ollows: 

(a) Under annual dollar allocation budget system where a manager has author- 
ity for distribution or redistribution of funds to programs, funds are now being 
diverted from less to more vital areas or from high- to low-cost areas. Under this 
authority within a total program a better balancing of the component parts from a 
budgetary standpoint is being achieved. 

(b) The manager’s authority to reorganize below the division level is invaluable 
to meet individual and peculiar needs of stations. 

(c) Manuals of instructions are far less restrictive, aad are more and more 
becoming guidelines, with opportunity for local implementation to meet individual 
station requirements. 

(d) Central office controls procurement and replacement of equipment less and 
less, which means elimination of delays, improved budget performance and 
elimination of correspondence and details. ; 

(e) Field stations have received considerably greater authority in effecting 
service contracts. Central office reserves fewer and fewer contract responsibilities 
for field stations. 

(f) Our supply fund procedures permit a substantially greater flexibility in 
exercising efficient stock controls. 

(g) MQIR procedure gives stations greater voice in type of supplies we use. 
(h) Imprest funds reduce formality. 
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(b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? -We cannot conceive of any additional satisfactory 
audit that is not being used at the present time nor can we speculate on the results 
of an unknown type of audit. Hospital accreditation, clinical and pathological 
conferences, and training programs all require a constant auditing of medical care. 
A goodly portion of the present audits are conducted by outside, nongovernmental 
sources. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
The area medical director’s office endeavors to be very helpful. It is the 
feeling here that most supervisory visits are helpful in offering information 
as to how similar problems are handled in other hospitals and calling attention 
to methods of strengthing or correcting methods of operation in administra- 
tive and professional areas. Some supervisory visits are not effective from 
the station’s standpoint and time is wasted on the part of the supervisor 
and station personnel concerned. This depends on the type and ability of 
the individual making the supervisory visit. 

(2) Of what value would you think these visits are to VACO? In our 
opinion, visits by the area medical director’s staff must be of value to central 
office. They are the principal media whereby central office is kept informed 
of field station problems and efficiency. Without these visits and reports it 
is not understood how central office could meet their responsibilities to the 
field stations. 

(3) Would less frequent visits be more useful? It is our feeling that ap- 
proximately annual visits, which would allow sufficient time for a complete 
review of operations, would be more useful. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 


* employees or good managers? Both at this station. Or management develop- 


ment program is twofold and to the extent successful will make both good em- 
ployees and managers since its purposes are directed to all levels of employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959....| Modernization, buildings Nos. 162, 163, 164_. $6, 700, 000 
1960....| Fore doors and transoms, buildings Nos. 156, 157, 158..........--.-----.------------ 700, 000 
1961_...| Design (construction fiscal year 1962); NP chapel; special activities building; addi- (0) 
tions and alterations, building No. 165 and connecting corridor. 


thie ee is being developed in VA central office. The extent of same and its cost are unknown at 


Not programed, or under consideration for fiscal year 1962: Administration 
building; addition to women’s domiciliary cottage; detention screens (NP); male 
attendants’ (aids) quarters; nurses quarters (female professional); male profes- 
sional quarters; library (domiciliary); fire station; medical rehabilitation shovs 
(NP); hobby shops (domiciliary); change swing of exterior doors in 14 buildings; 
automatic sprinklers, warehouse, building 297; continue electrical distribution 


" system; automatic sprinklers, neurological laboratory, building 212; automatic 


sprinklers, baggage room No. 116; storm drain installation, NP area; grandstand; 
relocation of manufacturing pharmacy ($36,000); building to house VAC epilepsy 
rehabilitation service (estimate $400,000) ; building 115, improve unexcavated area 
to provide work space for orthopedic appliance shop ($7,920); building 300, 
alterations, staff dining room ($6,600); building 208, alterations for dining room 
($5,500) ; building 222, convert refrigerator to deep freeze ($18,700) ; construction 
office building, near building No. 295, for use for chief, plant operations section 
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($3,000); construct toilet and locker room facilities, building No. 295, for em- 
ployees in powerplant ($7,000); garages for personnel quarters ($35,000); chapel 
(domiciliary). 

XI. Maintenance 


1, (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Elevator modernization _..........- 

Place feed Water heater, steamplant 19, 874 
Plumbing and steam return lines, building 224. 18, 145 
Rebrick boiler in steamplant 820 
Backflow preventors in water system_- 29, 360 
Interior and exterior painting- 7, 441 
Construction of incinerator for contaminated waste 5, 720 
Reroofing buildings--...........- 16, 648 
Underground electrical feed cable _- 3, 517 
Autoclave, building 304. 6, 786 

Ww , building 163 3, 288 
146, 088 


(b) In addition, list those items deferred due to lack of funds which in your opin- 
ion will result in further deterioration of property because of such referral. Funds 
have been made available to accomplish the above ag iy | fiscal year 1959. The 
listing of items under 2(a) for maintenance of facilities for fiscal year 1960 and 1961 


are a continuation of the above types of maintenance and are being scheduled for 
these fiscal years since there are not sufficient funds available during fiscal year 
1959. Any of the items under 2(a) could be initiated during the fiscal year 1959 to 
prevent further deterioration provided funds permitted such accomplishment. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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m- (a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
pel excluding cost of replacing or adding new fixed equipment: 
Description Amount 
of 
Fiscal year Fiscal or 
BUILDINGS 1 198 
Elevator modernization $95, 000 $43, 500 
my. Carpentry on sash, doors, floors, and roofs throughout VA center !_....-.---- 4, 000 4, 000 
489 Small water line repairs, valves, and regulators, replacement area of canteen, 
145 aterproof valve pit, under building 158 
820 Replace obsolete lock mechanism -_-.-.-.....-------------------+---+-------- 1, 500 1, 500 
441 Roofing, buildings 212, 213, 214, 215, and 224 
720 Covering Hoover group buildings with asbestos siding !__...........-.--.--- 6, 960 6, 960 
648 Flooring tile and subflooring, buildings 113, 13, 218, and 217........--.-.----- 4, 000 4, 000 
517 Replace asphalt tile, building 300. ...........-....-..-.-2.----.-----------.-- 8, 000 8, 000 
786 Replace obsolete, unsanitary washroom facilities, building 115. ..........-.-- 4, 500 4, 500 
288 Replace obsolete, unsanitary washroom facilities, building 116------.....---- 4, 500 4, 500 
ete: Revamp and increase size of water lines for laundry, boiler plant, and to con- 
Modernize and repair personnel quarters. -.-.-.........--..--.--...-.--------- 6, 000 6, 000 
— Replace steam return pipe with copper tubing, building 116, $5,000; building con 5,000 
Renew hot water and return pipe, building 
is Placing telephone facilities underground 
1e Replacement of overhead lines underground near Hoover group buildings - - - 12, 500 12, 500 
1 Backflow preventers in water syst 7, 500 7, 500 
or dg 308, 334 234, 935 
air 
to EQUIPMENT 
Water treatment, zeolite change and modernization 
re Replace 6-inch steam return line.._..__...-._.-..---------------------------- 19, 000 20, 000 
in Replacement of street lighting. ..............---------------..--------------- 10, 000 10, 000 
Heating system: Change zone systems to separate control in buildings 256, 
Installation of transformer, material conduit, cable to serve area near build- 
Oven repairs, buildings 163, 117, 13, and 
GROUNDS 
Grounds development, replantIng, and maintenance...---.--.-.------------- 3,000 3, 000 
Cemetery lawn renovation and realinement of headstones -_-_...-.....------- 30, 000 30, 000 
Repairs, roads, walks, and curbs throughout VA center !___..--------------- 9, 000 9,000 
Additional irrigation capacity for cemetery--.--..-.....--.------.--.--------- 2, 000 2, 000 
Replacement of fences, cemetery 
Extend 4-inch waterline to ball park and farm area____._._.......-..-.------]-.------------ 2, 500 
Resurvey boundaries, utility lines, and physical features. ...-..-...---.----|-------------- 9, 000 
Additional well and irrigation facilities. .............-.-.--..--.-.-----------}----------.--- 25, 060 
Deepen manholes and install drains... 
Plant 9.2 acres, San Vincente Ave., and irrigation facilities... 4,000 
Fiscal year 1960 additional funds 900 


1 Recent correspondence from VA central office indicates the bability of the allocation of $201,200 in 
additional deferred M. & R. funds furing fiseal year 1960 to accomplish these projects in part or in whole, 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Note.—During the fiscal years 1960 and 1961 there will be betterment projects costing less than $2,000, 
and averaging between spprentmnetely $150 and $1,000, and which wil! be accomplished within available sta- 
Hoy pool ; — for the above, the projects are undeterminable at this time but should average about 

eac year. 


(c) Replacement and new fixed equipment costing over $1,000: 


Amount 
Quantity Description 
1960 196 

7 | Hoffman shelless washers, laundry-..............-..-....-..------].-....-------- 

2 | Hydraulic extractors, laundry-_._..-....-- $12, 120 

4 | Tumblers, laundry 31, 310 

Replace refrigerators and stoves in quarters 4, 040 

1 | Noise abatement, curtain-machine shop_.........-....-.-.---.-.- 1, 

Vented ges heaters, 1, 

4 | Water heaters, buildings 165 and 150. _...-.....-.-._------------. 6, 

1 | Ice flake machine, building 6, 

1 | Dough mixer, building 13__.........- 6, 

1 | Sawdust cyclone blowers, building 44..-........-....-..-.--.----].---.---.----- 

1 | Utensil washer, NP hospital__..............-- 6, 

1 | Machine, cutting and slicing, NP hospital_-. 1, 
Refrigeration equipment 5, 
Instantaneous steam heating units for dishwashing preheater 

1 | Ammonia coil brine tank, building 13..................-----....- 3, 

2 | Brine coil in walk-ins, building 2, 

Gas-fired water 

1 | Replacement of air compressor in garage, building T-60_.......-- 1, 616 

1 | Vented hood over steam kettles, building 117. -....-...-...--..-. 1, 818 

1 | Hot water generator, building 212...._.._. 1, 616 
Pumps boosters to circulate hot water __........-..-..-.--------- 1,010 

1 | Electrical switchboard, building 117_.........-...-......-.--....- 1,111 

1 | Replace electrical substation, building 114 3, 030 

1 | Replace defective transformer, building 117. -.................---|--.-.---.--... 

1 | Heavy-duty food chopper, building _ 1, 

3 | Conveyer-type dishwasbing machines, building 300._......-..... 5, 050 

2 | Single et dishwashing machines, building 156...............- 5, 050 

Total es 128, 977 128, 775 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing need at this installation is a massive construction program to 
modernize obsolete permanent-type buildings and to replace ancient and deterio- 
rated frame buildings, quonset huts, plywood barracks, and other temporary-type 
buildings. This center, the largest of all VA field installations, consists of a 
domiciliary activity opened in 1888, a G.M. & 8S. hospital opened in 1927 and 
an NP hospital opened in 1936. Emergency construction of temporary facilities 
has been necessary for nearly 30 years to meet the demands of the veteran popula- 
tion in this area. The accumulated array of 256 buildings consists of 1,800,500 
square feet of floor space in permanent-type buildings most of which were built 
in the 1920’s and 1930's, 383,400 square feet of permanent frame buildings largely 
of ancient vintage, and 417,300 square feet of quonset huts, plywood barracks, and 
other types of temporary buildings. Modernization of the G.M. & S. —— 
has begun. A similar massive construction program is sorely needed to modern- 
ize permanent buildings and to replace frame and temporary structures in the 
domiciliary and NP areas. Such a program would cost an estimated $25 million 
in addition to the G.M. & 8. hospital modernization program now underway. 


196: 
Additional covered stalls for vehicle 
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OAKLAND, CALIF. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 13th and Harrison Streets. 

City and State: Oakland, Calif. 

Type of services: Type of hospital, G.M. & S., domicile, no; formal outpatient 
clinic, no. 

Name qualifications, and tenure of— 

(a) Manager: Samuel H. Franks. 

Employment service: 


From June 29, 1958, to present: VA Hospital, Oakland, Calif., manager, GS-15. 

From October 31, 1954, to June 28, 1958: VA Hospital, Oakland, Calif., manager, 
GS-14. 

From April 2, 1950, to October 30, 1954: VA Hospital, Oakland, Calif., assistant 
manager, GS-13. 

From December 25, 1949, to April 1, 1950: VA area office, San Francisco, Calif., 
director, medical administration, GS-13. 

From November 13, 1949, to December 24, 1949: VA area office, San Francisco, 
Calif., hospital administrator field representative, FS—12. 

From May 15, 1949, to November 12, 1949: VA area office, San Francisco, Calif., 
hospital administrator, field supervisor, CAF-—12. 

From February 23, 1947, to May 14, 1949: VA branch office 12, San Francisco, 
Calif., chief, hospital operations, CAF-13. 

From July 1, 1946, to February 22, 1947: VA branch office 12, San Francisco, 
Calif., field supervisor, CAF-12. 

From December 1942, to July 1, 1946: U.S. Army. 

From 1942 to 1942: Cudahy Packing Co., Providence, R.I., salesman. 

From 1940 to 1942: Providence Public Market, Weybosset Street, Providence, 
R.I., salesman. 

From 1939 to 1940: Self-employed. 397 Blackstone Street, Providence, R.I. 

From 1938 to 1938: American Red Cross, Providence, R.I., disaster rehabilitation. 

From 1937 to 1937: American Red Cross, Marietta, Ohio, disaster rehabilitation. 

From 1933 to 1937: Boston State Hospital, 591 Morton Street, Boston, Mass., 
hospital steward. 

From 1931 to 1933: Metropolitan State Hospital, Waltham, Mass., hospital 
steward, trainee. 

From 1925 to 1931: Cooke-Battye Co., Providence, R.I., salesman. 
Service in Armed Forces: 

From June 1, 1945, to July 1, 1946: Major, U.S. Army, ASF regional hospital, 
executive officer. 

— December 1944 to June 1945: Captain, U.S. Army, ASF regional hospital, 

jutant. 

From December 1942 to November 1944: Captain, U.S. Army, ASF regional 

hospital, detachment commander. 


Education: 


Morgan School of Accounting, accounting, 2 years. 
Liverpool Institute, classic, 3 years. 
Steer Street School, general academic, 9 years. 


Member: 


ACHA 

American Hospital Association. 
estern Hospital Association. 

California Hospital Association. 


Graduate: 
Seventh Western Institute for Hospital Administration. 
Twenty-fourth Advanced Institute for Hospital Administration. 
Interagency Institute for Federal Hospital Administration. 
Military history: 
Place: Fort Ord, Calif.; from June 1945, to July 1946; employed by U.S. Army, 
ASF, regional hospital; number and class of employees supervised: 75 officers, 


110 nurses, 750 enlisted men, 250 civilians. Title: Executive officer. Duties 
and responsibilities: To coordinate all activities of the hospital...,.To interpret 
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current directives and 1egulations, make all assignments of personnel, both mili- 
tary and civilian, represent the commanding officer in his absence, act as liaison 
officer with civilian organizations and VA. 

Place: Fort Ord, Calif.; from December 1944, to June 1945; employed b 
U.S. Army, ASF, regional hospital. Number and class of employees suber Vbed : 
75 officers, 110 nurses, 750 enlisted men, 259 civilians. Title: ‘Adjutant. Re- 

_ viewed all correspondence both incoming and outgoing. Supervised the prepara- 
tion of all statistical reports, replied to all inquiries of condition of patients, main- 
tained liaison with other military posts in this area relative to admission and 
transfer of patients. Maintained rosters of all duty officers and their assignments. 
Submitted all personnel requests and compiled all reports. : 

Place: Fort Ord and Camp White, Oreg.; from Decenitisc 1942 to December 
1944; employed by U.S. Army, Fort Ord, Calif., and Camp White, Oreg.; number 
and class of employees supervised: 800 enlisted men; 4 officers. Title: Detach- 
ment commander. Make all assignments of enlisted personnel in the following 
occupational specialties: Surgical, medical, laboratory, Kray, dental and physical 
therapy technicians. Also assigned cooks, bakers, warehousemen, and medical 
and surgical ward personnel, Maintained the efficient operation of the hospital 
by the judicious utilization of all available manpower, conducted examinations 
in the above subjects for promotion of ahove categories of personnel. 

Place: Boston, Mass.; from 1931-37; employed by Commonwealth of Massa- 
chusetts; number and class of employees supervised: 400 administrative; 450 
medical personnel. Title: Business manager and steward. Had complete 
charge of the administrative functions of a 2,300-bed hospital, prepared annual 
budget, based on previous years’ experience and anticipated workload inerease. 
Supervised all purchase, preparation of food, and service of food. Acting in 
capacity of personnel director, supervised maintenance of all hospital buildings, 
supervised the ape sgn ypen of all financial reports, and the receipt and disburse- 
ment of all funds. 

(b) Assistant manager: Marion F. Reager. 


Employment service: 
From June 1958 to present: VA hospital, Oakland, Calif., assistant manager, 
GS-1 


4. 

From January 16, 1955, to June 1958: VA hospital, Oakland, Calif., assistant 
manager, 3-13. 

From June 22, 1952, to January 15, 1955: VA hospital, Seattle, Wash., assistant 
manager, GS-12. 

From September 7, 1946, to June 21, 1952: VA hospital, Memphis, Tenn., 
personnel officer, GS—12. 

From February 28, 1946, to September 6, 1946: VA Atlanta, Ga., chief, recruiting 
and placement service, CAF-—11. 

From June 25, 1942, to February 25, 1946: U.S. Air Force, captain. 

From July 18, 1939, to June 24, 1942: Bureau of Census, Washington, D.C., 
assistant economic analyst. 

From November 26, 1937, to July 17, 1939: Old-age insurance, Baltimore, Md., 
underclerk, CAF-2. 

From March 1937 to November 1937: City Plating Co., bookkeeper. 

From October 1936 to February 1937: Rowland Coal Co., general manager. 

From May 1936 to October 1936: General Baking Co., cashier. 

From November 1935 to May 1936: Anderson Box Co., clerk. 

From May 1935 to November 1935: Standard Oil Co., clerk, accountant. 

From December 1934 to May 1935: Unemployed. 

From September 1933 to December 1934: Armour Packing Co., accounting de- 

artment. 

From October 1932 to September 1933: Banquet Milk Co., clerk. 
Service in Armed Forces: 

— June 1942 to February 1946: Captain, U.S. Air Force, civilian personnel 
officer. 

From July 1929 to January 1931: Fireman, second class, U.S. Navy. 
Education: 

University of Tennessee: Extension, economics and psychology, 1 year. 

Butler University: Journalism, one-quarter year. 

Shortridge High School: 4 years. 

Presently enrolled University of California: Extension, personnel and industrial 
psychology, spring 1959. 


Military history: 
~— June 1942 to June 1943: Basic and Officer Candidate School, Miami Beach, 
la. 
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From February 1943 to June 1944: Civilian personnel officer, La Junta AFB, 

Colo. Duties and responsibility of organizing and directing a civilian personnel 

rogram for approximately 1,200 civilian employees, including payroll, classi- 
cation, recruitment, placement, training, and employee relations. ‘ 

From July 1944 to October 1944; Staff personnel officer, Pacific Wing ATC, 
Hamilton AFB, Calif. Routine inspection of nine Air Force bases under com- 
mand of Pacific Wing ATC for compliance with regulations and policy pertain- 
ing to civilian personnel matters. 

From October 1944 to January 1946: Civilian personnel officer, Miami Army 
AFB, ATC. Responsible for employee relations, recruitment, payroll, classi- 
fication, placement, and training for approximately 1,700 civilian employees. 
Civilian employment: : 

From October 1932 to September 1933: Banquet Milk Co. General clerical 
duties in milk and ice cream plant. 

From September 1933 to December 34: Armour Packing Co. Started as invoice 
clerk and during winter tourist season was acting assistant office manager, 
Armour branch house in Tampa, Fla. Duties consisted of keeping cost account 
reports and supervising some six employees. 

From May 1935 to November 1935: Standard Oil Co. Temporary job auditing 
sales reports in the accounting division. 

From November 1935 to May 1936: Anderson Box Co. Temporary job. Estab- 
lished a perpetual inventory system for the company in 21 branch warehouses. 

From October 1936 to February 1937: Rowland Coal Co. Operated and man- 
aged a small coalyard. Kept. all books, prepared profit_and loss statements, 
financial reports, etc., in addition to selling. 

From March 1937 to November 1937: City Plating Co. Bookkeeper. Main- 
tained all books, records, and reports for the company; prepared payroll, kept 
accounts receivable and payable, cash journal, profit and loss statements. 

(c) Director, professional services: William R. Haas, M.D. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 712 61 41 65 
2. Operating 712 61 41 65 545 0 
Beds not in use (unavailable): ’ 
3. 0 0 0 0 0 
4. In process of 0 0 0 0 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur 
rent operating plan regardless of 
staff availability. 0 0 0 0 
9. Patients remaining.................... 646 54 34 62 [ OR ae 
°10. Average daily patient load for 12 
months ending Dec. 31, 636 58 40 55 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 9) -...........- 49 37 17 43 54 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
Number. 2. 395 24 12 23 336 
(6) Percent of total patients re- 
maining Jan. 10, 1957_....... 60 44 31 40 66 
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16. (a) What is the number of patients discharged from your hospital durin 
the past 3 calendar years? 2 


Type of discharge 1956 1957 1958 
Total. 6, 051 6, 121 5, 887 
Irregular discharge wdiels 185 199 218 
5, 422 5, 466 5, 209 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
- sen, 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? one. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients: 39 days. 

2. (For G.M. & §&. hospitals only) Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations: (Include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions.) 


Average 
Cases length of 
stay 


erniorrhaphy - 
Hemorrhoidectomy 
Subtotal gastrectomy for duodenal ulcer 
Prostatectomy: 
coy 
Perineal 


~ 


Of 


SSBEE 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? Continuing review of patients by director, professional services and 
chiefs of clinical services. Semiannual review of length of patient stay by a 
formal committee. Close team contact between patient, physician, social service 
worker, vocational adviser, etc., and continuing review by manager. 

(b) What improvements have you made since your last report to this committee? 
Physicians are making earlier referrals to social work service to preclude delayed 
disposition of patients when maximum hospital benefits have been obtained. 
Number of problem disposition cases is showing a continued increase. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Being designated as amputee 
fitting and training center, patients are received in transfer from other VA hos- 

itals for this specialized training and fitting which increases the overall average 
ength of patient stay. Present treatment protocol for pulmonary tuberculosis 
has reduced patient length of stay in this clinical area. This hospital is desig- 
nated as tumor center, neurorehabilitation center, thoracic surgery center, and 
complicated and complex problem cases are transferred from other VA hospitals 
for continued care tends to affect the length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital fo.lowup care, as needed on an outpatient basis? We are now using 
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completion of bed occupancy care procedures for posthospital followup of all 
atients no longer requiring bed occupancy care. Authorized outpatient basis 
or followup procedures versus completion of bed occupancy care procedures 
would not materially affect length of patient hospital stay. 

(b) What effect would such a program have on your cost of operation? Dis- 
continuance of present procedures would materially affect cost of operation. 
Readmission to bed occupancy status for followup procedure would materially 
increase hospital operation costs. 

5. What would you suggest to further reduce hospital stay without impairing 
eare? Authority for non-sérvice-connected veterans to have prehospital admis- 
sion work up at VA expense through fee-basis physicians prior to being admitted 
for apparent elective surgical procedures, herniotomy, submucous resection, 
tonsillectomy, etc. 

6. What is needed to improve turnover of patients? Increased availability of 
intermediate-type beds to receive in transfer those veterans for whom adequate 
discharge planning may not be accomplished. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Non-service-connected 
Service- 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals |hospitalized 


— How many patients are scheduled for admission subsequent to January 12, 
1959? 74. 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions from waiting list are scheduled as follows: Priority to medical emer- 
gency, service-connected, non-service-connected, etc. 

4. In addition to the persons.reported in reply to persone 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 69. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances: Medical emergencies only and 
when waiting list is exhausted. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 5,430; approved, 3,420; rejected, 2,010. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital eb 


Hospital staff on duty Increase (+) or 
decrease (—) 
m 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1, 616 647 +31 
2. Physicians, full- and part-time__.................__- 52 57 +5 
3. Physicians, residents and interns_................... 1 7 +6 
4. Physicians, consultants and attendings...........__- 67 81 +14 
8. Therapists and technicians 57 71 +14 
10. Office of manager, personnel, and finance 25 
12. Other food-service employees 97 06 
14, Engineering maintenance (excluding laundry) --..___- 17 15 <9 
15. Engineering operations (excluding laundry) --_--:_.- 31 28 ag 


1In physical medicine, dentistry, laboratory, X-ray. 


19a. Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 9. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24, For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 19591 

Number of different persons who provided service---.-.....-- 59 49 49 
Average payment J consultant or attending ?___.......-..-- $747. 46 $743. 27 $395. 20 
Total amount im to all consultants and attendings ?____.___- $44, 100 $36, 420 $19, 365 

16 months through Dec. 31, 1958. 

2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


y 
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VI. Research and education 


" (1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research leads to (a) better understanding of diseases and hence eventually to 
more effective attack against them; (b) educational programs are designed to 
keep physicians abreast of the new developments in their own and related fields 
of medical science. This assures that patients in the hospital will be given benefit 
of 'the most recent advances in diagnostic or therapeutic technique. 

+ '3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research an - 

ing (pro- 
& Grants from other sources administered through affiliated medical schools_ Siok... 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) ditamines-<tentecnnaer=s 123 3 5 1 6 108 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
pected lll 3 3 1 6 98 
(1) Patient has com: ble serv- 
iee-connected disability__..-. 17 0 2 0 0 15 
(2) In receipt of VA pension... --.- 30 0 1 0 0 29 
hospital more than 30 days-.: 82 3 2 1 3 73 
atin 3 0 1 6 54 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be in more than 
1 of thejeategories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
job-connected injury: 2. 

(b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insu- 
rance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Applicants are questioned as to entitlement to care through a reimburse- 
ment contract, or recovery potentialities from cause of action. Evaluation is 
made from insurance knowledge and decisions of the chief attorney. Billing and 
collection action is initiated when indicated. Most of the industrial and public 
liability suits come to light when investigation is made by attorneys or insurance 
companies. Often veterans give no such history to the medical officers, see 2(a). 
All industrial cases are controversial, see 2(b), taken before the State industrial 
accident commission for settlement. Many are referred, after billing, to the 
chief attorney, since they may be in litigation for years. Since 1957 special 
stress is given to industrial and public liability suits, as recovery from group and 
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private contracts is almost nil, by specific exclusion clause or contention that 
veterans do not incur expense (supported by court action in Lincoln, Nebr.). 
The estimated cost is $5,000—the expenditure of employees’ time for billing and 
collection is incidental, as claims must be processed for veterans personal 
indemnification. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar year 
1957 1958 


$134, 114 
21, 083 


$80, 544 


mi Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 42. . 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Estimated cost of non-VA 
hospitalization is arrived at by using average length of stay furnished by medical 
records times $35 per day, which is the approximate current cost in private hos- 
pitals in this area. 

8. In your opinion are there abuses of non-service-connected care? This 
hospital is not aware of any abuses of the provisions for hospitalization by non- 
service-connected cases. Where it would appear there is sufficient financial 
stability to defray cost of hospitalization, central office is satisfied as per response 
to part VII, question 6. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load._......-..- 629 636 630 631 642 
Full-time equivalent staff 771 770 778 785 789.6 
(c) Total $4, 404, 146 | $4,663,038 | $4, 778, 576 | $5,185,960 | $5, 464, 369 
Salaries of staff ?............--.-------- 3, 320, 267 | 3,554,639 | 3,701,948 | 4, 159, 137 484, 062 
2 26, 435 21, 379 19, 520 16,013 17, 052 
f) Communications...-........------.-.-- 18, 760 19, 216 19, 266 19, 605 19, 441 
} Utilities (gas, coal, water, ete.) ._...-_- 48, 934 51, 319 49, 821 50, 802 50, 009 
) Raw foods. 263, 468 259, 441 258, 076 254, 871 241, 529 
(i) Drugs and medicines..--.-.----------- 131, 800 132, 408 131, 950 135, 173 142, 664 
Medical and dental supplies---..-.-...- 145, 000 146, 327 136, 672 156, 154 155, 752 

® Asset acquisitions including equip- 
104, 968 128, 092 103, 849 76, 033 18, 635 
344, 514 350, 217 357, 474 318, 172 335, 225 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
. ding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? I feel the funds for direct patient care 
should be increased. Many times it is necessary to reduce the allotment of funds 
to areas such as maintenance and repair, personnel, etc., to contend with the in- 
creasing cost of direct patient care. 

3. Does the allotment of funds on the basis of average _ patient load in- 
crease or decrease the patient’s length of stay? How or why? The increasing 
patient load in this area, which is beyond the physical capacity of this hospital, 
tends to decrease the patient’s length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Due to geo- 
graphical and structural differentials, there are many areas wherein a compara- 
tive analysis with other hospitals is not effective. he varying specialty assign- 
ment of hospitals also distorts any comparison. In a few areas, we have made 
recommendation to central office. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.057. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.189. 

6. (a) As of December 31, 1958, give the number of vacant quarters for .per- 
sonnel: None. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? In this metropolitan area, the existence of quarters has no bearing on 
maintaining staff or in recruitment. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? At this location, none. At the proposed replacement site (Martinez, 
Calif.) I think it would be important to provide quarters for manager; chief, 
medical service; chief, surgical service; director, professional services; engineering 
officer; and nurses’ quarters. 

(d) Could cost of such quarters be a lucrative investment? Yes. 

(7) What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $16 million. 

(8) What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The marked increase in the cost of 
drugs, technical and medical equipment, food, linens, continuing upward reclassi- 
fication of civil service positions, and the general trend of increased prices in all 
other areas have presented a serious problem in distributing funds at a local level. 
It has been necessary to restrict the recruitment of certain types of personnel, 
and has made it mandatory in many instances to defer not only highly desirable 
maintenance work, but also maintenance which deferment eventually leads to a 
greater expenditure which is directly attributable to. prolonged deferment. 

(9) What internal programs have you developed to engender cost consciousness 
at your station? Many devices and procedures are utilized in developing cost 
consciousness in not only department heads, but all levels of employment. The 
employees’ council and supervisory council are kept informed as to the financial 
status. The matter is discussed at all staff meetings, comparative financial 
analyses are forwarded all departments, —— research is constantly in effect 
to find products which cost less yet perform the same functions. This is par- 
ticularly true in the drug field. Other hospitals are contacted to determine if 
they have more economical procedures or products of which this hospital can 
make use. The fiscal division assists all departments in establishing cost control 
procedures, to aid them in making the fullest utilization of their funds. The 
utilization of heat, light and power is watched closely by all using departments, 
and controls have been established by the supply division on the use of supplies 
and equipment. 

10. Laundry service: 

Sour” was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


Pieces. ---| 10,644, 665 


4.5 
1, 357, 154 5.0 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958. (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts—Per piece, $0.058; per pound, $0.081. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts—Per piece, $0.083; per pound, $0.117. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to 
your experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Well satisfied. 

(2) Timeliness: Prompt deliveries. 

(3) Cost: $0.081 per pound; $0.058 per piece. 

(4) Other: Commercial laundry is cooperative in every aspect and pro- 
vides satisfactory service under all conditions. 

(d) If your station has changed from VA laundry to contract laundry service. 
has such conversion resulted in any significant change in linen inventory? No. 
If “Yes,” explain. We have always had contract laundry service. 

as. import does the average-daily-patient-load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating s could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effeet would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Allocation of funds identified as a cost factor 
for CBOC program would not affect the number of required operating beds at 
VAH, Oakland, Calif. Hospital policy requires full use of CBOC procedures to 
permit continued care until maximum hospital benefits have been attained for 
patients no longer requiring bed occupancy. This procedure permits increased 
utilization of operating beds through rate of patient turnover and precludes undue 
delay of admission of patients on the waiting list. Costs of this program have 
been absorbed within allocation of funds for inpatient care. Specific allocation of 
funds for this program in addition to inpatient fund allocation would permit 
earlier replacement of equipment, meet additional personnel needs, etc. 

(b) What was your estimated cost for this program during fiscal year 1958? 

Total cost: $11,585. 
2) Visits to hospitals by patients on CBOC status: 3,174. 
(3) Cost per visit: $3.65. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. : 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite examples. 
A list of deferred maintenance items were submitted to central office who selected 
certain items to be completed. I disagreed with the selection, central office then 
adjusted their selection in accordance with manager’s wishes. We have instituted 
a residency program, under the jurisdiction of medical advisory committee. 
Central office agreed with the manager’s selection of the Board, and has in no 
way interfered with the selection of specialties for residency. There has been 
eomplete operational freedom in this area. 
nN (b) Has your hospital had an internal audit of its administrative operations? 


o. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? There could possibly be advantages of an impartial 
joint non-Government and VACO medical audit, particularly in the less prominent 
specialties. Treatment and diagnostic procedures of other areas could well be 
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discussed, and if outstanding authorities were part of the team, it could be most 
stimulating to medical personnel and advantageous to the patient. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? This varies in accordance with the organizational segment represented. 

(2) Of what value would you think these visits are to VACO? I have no 
way of evaluating the worth of these visits to VACO. 

(3) Would less frequent visits be more useful? They would be better from 
a comparative analysis viewpoint. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? I know of no recentralizing ¢cirectives. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program, although 
directed at improving the rou aes of employees, cannot help but reflect these 
advantages on managers. If managers are sincere in developing their employees, 
they without question share in the development. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 

1959 | Installation of flame failure control on boilers 1, 2, and 3, building No. 1_-_.___-_- $16, 617 
New lighting system: Library, lobby, and main corridors, 1st floor, and mezzanine 2, 500 
Ventilate water section of central service, bakery, hydrotherapy and linen exchange + 

Conversion of treatment areas on wards comparable to intensive care units___...-- 12, 000 
Extension of occupational therapy clinic, 600 square feet___.............-------.--- 4, 300 
Soundproofing of physicians’ offices, examing rooms, and treatment areas_.__.-...-- 7, 500 


uF programed, or under consideration for fiscal year 1962. None. See item 
a. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Scheduled, | Spent, fiscal 
year 1959 


Gardening and grounds supplies............-..--.--------.----.--+--.------- 200 $91. 40 

Painting: 

6, 000 3, 399. 07 

1, 000 1, 390. 31 

6, 995 7, 185. 00 

800 328. 00 

1, 000 1, 060. 00 

800 700. 00 

1, 500 1, 385. 45 

300 76. 00 

600 975. 80 

750 802. 30 

4, 000 1, 436. 00 

750 1, 700. 00 

1,000 942. 00 

4, 500 4, 323. 22 

Intensive care unit....___ 988. 03 

Total 1 37, 905 33, 813. 40 


4 Includes $21,050 deferred from prior fiscal years. 
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(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
Replacement of floor covering (20,000 sq $7,000 
Replacement of built-up roof, buildings 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above). The imminent replacement of these hospital facilities 
by new construction currently in the planning stages preclude projection of 
nonbed betterment projects beyond an eutinented 5-year occupancy period. 

(b) Minor betterments costing less than $2,000, excluding mene: None. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
8 dishwashers, main kitchen and ward kitchens_.-................-..----.----------------- 7, 500 
2 steamers (pressure cookers), main kitchen. 5, 000 
Evaporator coils, walk-in refrigeration, 4 each. ..........-..-.-.---------------------------- 1, 800 


3. What, in your opinion, are the most pressing needs in your installation? 
In view of the inadequate facilities which prevail in this building compared to 
the modern concept of hospital construction, the most pressing need of this 
hospital is to expedite the existing plans for the replacement hospital with ade- 
quate bed capacity. 


PALO ALTO, CALIF. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Willow and Bay Roads. 

City and State: Palo Alto, Calif. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
nos 

Name, qualifications, and tenure of— 

(a) Manager: John J. Prusmack, M.D., manager since January 1953; M.D. 
1936; certified N. & P. 1945. Member AMA, APA. 

(0) Assistant manager: Richard G. Jones, B.A., economics and business, 
FACHA, VAH assistant manager 11 years. 

(c) Director, professional services: Roy 8. Hubbs, M.D.; chief professional 
seg since April 1953, M.D. 1930. Certified N. & P. 1946. Member AMA, 
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II. Bed capacity and patient load 


alasssss 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & S. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
rent oom plan regardless of 
10. Average daily patient load for 12 
months ‘ending Dee. 31, 1958........- 1, 336 1, 324 
AGE OF PATIENTS 
12. Patients in hospital on Jan 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit d me 372 569 450 373 
15. Number of patients on trial-visit status as of . 31. 286 346 342 249 


16. (a) What is the number of patients discharged from your hospital during the 
past 3 calendar years? 


Type of discharge 1956 1957 1958 
712 747 749 


_ (6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. o significant trends. 
17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 
(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


ir 
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IIL. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of those 
patients reported on item 9 in category II (total column) as in hospital on Jan- 
uary 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) Daily informal evaluations of each patient’s condition by the ward 
physician. This especially applies to cessation or continuation of the patient’s 
need for continued hospitalization. (2) Studies of general and special hospital 
procedures which affect the stay of all patients in the hospital. 

(6) What improvements have you made since your last report to this com- 
mittee? (1) We have initiated and established the length-of-stay committee. 
This committee has identified and attempted to strengthen those factors which 
may permit the earlier discharge of selected patients. (2) The veterans workshop 
has been established since last report. his is planned to encourage, then 
— both the motivation and ability of patients to adjust outside the hos- 
pital. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (Ifso, describe.) The increasing number of patients 
in the ‘older age’”’ groups, kept physically well by modern medical methods and 
treatment procedures is tending to increase the length of hospital stay. This 
— may well become even greater in the future as more medical progress is 
made. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It would be 
decreased. 

(b) What effect would such a program have on your cost of operation? Cost of 
operation would be appreciably increased because we would have the additional 
cost of providing medications and medical care for outpatients. The beds of those 
released to outpatient care would be immediately filled by other eligible veterans 
needing hospitalization. Hence, while costs of such a program would increase 
the total costs of the hospital program, appropriate medical services would cer- 
tainly be provided to a larger number of veterans needing medical care. 

5. What would you suggest to further reduce hospital stay without impairin 
care? Authorization and funds including provisions for both medical care an 
medications to patients able to leave the hospital if such care and medication 
could be provided on an outpatient basis. 

6. What is needed to improve turnover of patients? The procedure mentioned 
above would increase turnover. Also I believe that authorization and funds to 
enable us to identify and strengthen those community resources which help to 
maintain a patient on borderline adjustment outside the hospital would improve 
the turnover of patients. For example: if, after a position were found for one of 
our patients, an interested and capable VA employee were assigned the task of 
visiting and encouraging both patient and his employer, the patient would likely 
be able to continue his employment and remain outside the hospital for a longer 
period if not permanently. 
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IV. Waiting lists 


1. Number of eligible applicants not P te hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VAj; Not yet 
hospitals {hospitalized 


Hse! many patients are scheduled for admission subsequent to January 12, 
1959? 12. 

3. What system do you use for scheduling admissions from the waiting list? 
We follow the priority categories set by D.M. & S., VA central office. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on Jemnarg 12, 1959, who were 
potential admissions? 0. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. We admit service connected cases 
upon application when beds are available and no other service-connected applicants 
are awaiting admission from home or non-VA hospitals. Emergency cases are 
always admitted. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total 608; approved, 552; rejected, 56. 


V. Hospital staff 


Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dec. 31,1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time-.-._................-- 35. 6 29.0 —6.6 
3. Physicians, residents and interns___...............-- 3.5 9.0 +5.5 
4. Physicians, consultants and attendings_.__.......__- 2.4 3.0 +.6 

74.0 77.0 +3.0 
8. Therapists and technicians 2___ ; 95. 2 52.3 —42.9 
10. Office of manager, personnel, and finance...........- 23.0 25.3 +2.3 

12. Other food-service employees__..............-.------ 103.0 96. 7 —6.3 
14, Engineering maintenance (excluding laundry) 36.0 34.3 —1.7 
15. Engineering operations (excluding Jaundry) -_._-_--- 45.0 34.0 —11.0 
18. All other staff_.__. 118.1 1 207.6 1+89.5 


! On July 1, 1957, we were made psychology training control unit for this area, 62 of the full-time equivalent 
positions indicated are attributable to psychology trainees and consultants carried on our rolls but not 
aan oeene this hospital. We have had an actual decrease in staff from 1956 to 1958 of 28.5 full-time equiv- 

n ons. 
? In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 18. Annual 
bi, (average) $815. 

(6) What is the value of this program to the member and to the hospital? 

Benefits member by providing (1) gradual progressive integration into com- 
munity; (2) full-time work experience and helps develop acceptable work habits; 
(3) continuing experience in managing personal finances and living within a limited 
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budget; (4) opportunity to plan for and use leisure in a socially gainful manner; 
(5) enables the patient to redevelop physical and psychological tolerances. 

Benefits to hospital: (1) Develops a hospitalwide therapeutic climate through 
the close working atmosphere of medical and nonmedical personnel in the opera- 
tion of the member-employee program. The necessary orientation and teaching 
of nonmedical member-employee supervisors neuropsychiatric principles provides 
a therapeutic atmosphere. (2) Member-employees serve as an example of com- 
munity functioning with which other patients often identify. A source of motiva- 
tion is therefore available to other patients. (3) Member-employee program is a 
less expensive form of treatment, and yet maintains a therapeutic milieu. (4) 
Each member-employee releases a bed for the acutely ill patients and reduces 
the waiting list. 

20. What was number of guards on duty December 31, 1958? 8. 

21. (a) Number of patients on January 12, 1959, who are in industral therapy 
program: 532. 
(0) Nypaher of patients discharged during past 3 months who were given industrial 
therapy: 44. 

(c) Lyerade days of hospitalization of patients reported in (6): 414. 

22. Number of patients in day hospitalization: 0. 

23. Number of patients in night hospitalization: 17. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ........--- 20 21 21 
Average payment per consultant or attending !___...........- $44 $46 $45 
Total amount to all consultants and attendings !__....... $26, 726 $25, 600 $26, 250 
Total for travel. 0 0 0 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 

Physici 3 
Nurses_... 40 |. 
Hospital aids. 70 |. 
Social workers. . 3 
1 
Other food service employees 
Special services 10 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(a) Attracts high-caliber professional staff to hospital; (6) promotes professional 
interest in new ideas pal keeping up to date; (c) contributes toward improved 
procedures in diagnosis and treatment of patients; (d) extracts useful data which 
patient treatment programs utilize; (e) surfaces significant patient behaviors, not 
normally noted; (f) many research studies on group therapy, newer psycho- 
pharmacologic drugs, and other therapeutic procedures, have a direct therapeutic 
effect; (g) offers self-improvement to staff, a morale support resulting in better 
treatment to patients; (h) stimulates staff creativeness nearer. | in better pro- 
cedures in patient treatment; (7) precipitates more awareness an understanding 


of patients’ problems; (j) trains staff in specific procedures to improve patients 
treatment, rehabilitation, and followup. 
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3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
(1) VA appropriation. --.........-. es $50, 578 $3, 900 
(2) Gifts and donations deposited in general post 
(3) Grants from other sources administered through affiliated medical schools - EE Nacmecheistohennenl 8 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical - 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 


1 Any form of prepayment insurance. 


Note,—It a patient reeeiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

i) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957 (include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958)? There were no potential collections during 1958. If collections were 
required we would follow procedures specified in interim issue 10-424. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


. Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

In your opinion are there abuses of non-service-connected care? No. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

RE 91.4 8.6 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
$ Average daily patient load...........-. 1, 325.0 1, 348.0 1, 340.0 1, 333.0 1, 340.0 
6) Full-time equivalent staff............. 894. 6 893. 2 891.9 936.8 923. 2 
(c) NE iccncbiatnensecnehl $4, 483, 681 | $4,796, 567 | $5, 163, 538 | $5,675,058 | $5, 930, 016 
(d) Salaries of staff ?__................-..- 3, 677,652 | 3,945,713 | 4,065,528 | 4,719,771 5, 075, 383 

1, 347 2,1 3, 842 1, 
Communications................-.---- 8,014 7, 900 11, 767 19, 030 20, 715 
) Utilities (gas, coal, water, etc.)........ 97,014 97, 876 96, 656 98, 025 99, 789 
506, 538 495, 534 490, 807 468, 979 465. 663 
and medicines - - ..............- 40, 958 53, 706 72, 456 74, 804 
Medical and dental supplies. ......... 51, 81) 53, 390 46, 923 56, 947 

(k) Asset acquisitions uding equip- 

ment. . ‘iti 40, 754 61, 926 64, 222 56, 984 49, 496 
@ All other 65, 946 91, 136 330, 087 190, 533 85, 575 
(m) Cost per discharged patient.........-- 4, 493 7, 168 7, 288 5, 852 9, 492 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation at this station 
is sufficient to provide acceptable standard of care but is not adequate to maintain 
the standard of medical care second to none established as the criteria after 
World War II. 

3. Does the-allotment of funds on the basis of average -_ patient load increase 
or decrease the patient’s length of stay? How or why? In the VA hospital at 
Palo Alto the allotment of funds on the basis of average daily patient load has no 
effect on the patients’ length of stay. As a neuropsychiatric hospital with a 
waiting list of over 800 we have no difficulty in maintaining our assigned average 
daily patient load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Central office 
(D.M. & 8S. controller) furnishes us with comparative statistical data to be used 
as a guide. This information is limited to VA hospitals. We have no adequate 
comparison standards with civil hospitals. When the central office furnishes 
comparative statistical data it is emphasized that one must use care in drawing 
conclusions from the data alone. veh among VA hospitals there are many 
variable factors which affect costs of personnel, supplies, services, equipment 
and maintenance and repair. ‘These variables must be known before one can 
say that one hospital is operating in a more efiicient manner than another. We 
use the comparative statistical data as a guideline to alert us to possible areas of 
improvement. We compare our costs to other hospitals we know to be similar 
and if we appear to be out of line we check our own operation and write to the 
other hospitals to ask how they are able to operate at such a low cost. We feel 
that the comparative data furnished by the central office is as good as can be 
expected in view of the many variable factors referred to above. 
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5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.85. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.95. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients at this hospital are on the same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, 62 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for reeruit- 
ment? In this area personnal quarters are of little importance in maintainin 
staff or in recruitment. We are fortunate in that many people are interest 
in. living in this State and in the vicinity of Palo Alto, so we have little difficulty 
in recruitment or maintaining staff. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $23,726,500. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (a) Placing blue-collar workers on wage- 
rate basis. We are located in one of the highest cost areas in the United States. 
As a result we are paying very high wages to blue-collar workers. (b) The recent 
wage increase for all civil service employees. (c) Gradual increase in costs of 
utilities, food and supplies and equipment. (d) Skyrocketing drug costs due to 
new and expensive drugs being used in treatment of mental illness. 

9. What internal programs lave you developed to engender cost consciousness 
at your station? (a) Frequent discussions at staff conferences of central office 
comparative statistical data on costs. (b) Detailed analyses of usage of selected 
supply items such as paper cups, socks, razor blades, and drugs. (c) Complete 
decentralization of budget preparation and responsibility to the chiefs of operat- 
ing divisions and services. (d) Increased emphasis given to training in budget 
and work simplification to prevent wasted time, effort, and money. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number 


2, 608, 658 4.99 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.03; per vound, $0.042. 

Laundry costs computed on basis of commercial ya including mem- 
orandum accounts: Per piece, $0.073; per pound, $0.099. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.2 None. We never admit pa- 
tients simply to keep up an average daily patient load. There are always hun- 
dreds of eligible patients needing hospitalization who will come or be brought to our 
hospital for admission as soon as beds are available for them. Therefore, when 
our hospital census shows fewer patients than our assigned average daily patient 
load, we simply authorize the admission of enough patients in order of highest 
priority, to bring our census up to the required level. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
Patient load so funds would not be withdrawn? None. 

_13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
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it have on the number of operating beds required to meet the needs of vet- 
erans actually needing hospitalization? If CBOC program should have sufficient 
funds over and above our primary fund allocation to permit our treatment of 
patients returning for outpatient care, 45 of our patients could be released for 
CBOC care. Since in this geographical area there are over 400 ny 0 veterans 
who need hospitalization and desire it, the number of operating s required 
would not be decreased in any way. The result would simply be hospitalization 
and CBOC treatment of a greater number of eligible veterans. This estimate 
includes non-service-connected veterans as well as service-connected ones. 
(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $99. 
(2) Visits to hospitals by patients on CBOC status: 9. 
(3) Cost per visit: $11. 
Note.—We cannot enlarge our CBOC program now without diverting funds 
to that program which are needed for the care of inpatients. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Remained about the same. By what methods? 
Cite examples. The manager has been able to retain the decentralized operational 
authority given him. 

_ (c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Our own management, including all chiefs of service, 
are constantly on the alert to improve our operations. The area medical repre- 
sentatives visit our hospital frequently and give us the benefit of their sugges- 
tions and advice. I feel that an audit from any outside non-Government sources, 
even from one within the VA, could give us little or no assistance in improving 
our patient treatment or our hospital operations. 
., (d) The area medical director’s office is regarded as part of the central office. 
: (1) How helpful to the hospital are supervisory visits of the area office 
staff? We find these supervisory visits to be very helpful. Area supervisors 
are able to give individual hospitals the benefit of their experience and 
observations at other hospitals. 

(2) Of what value would you think these visits are to VACO? I think 
they must be of great help to VACO. It is seldom that a VACO represent- 
ative visits this hospital so central office must depend on the reports of 
area supervisory visits to keep them informed on current progress and/or 
problems at individual hospitals. 

(3) Would less frequent visits be more useful? In most cases we would 
like more frequent visits. There are some supervisors who visit only once 
each 2 or 3 years. Most of the others are abie to visit only once each 18 
months. 

_ (e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? We have not noticed any tendency to 
recentralize operational authority. 

2. Is the management development program directed toward making good 
émployees or good managers? From our experience we feel that the manage- 
ment development program is directed toward making good employees. ‘The 
program is designed to train employees in good management techniques and to 
encourage them to take advantage of educational opportunities in the community. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


{ Fiscal Description Amount 
year 


1959 | Pro No. 04-5333, chapel. .... bk 
Project No. 04-5833, alterations, boiler plant... 
Project No: 04-5467, addition to Warehouse (1954 funds) 


1960 
1961 | Design aoa i No. 04-5468 Modernize buildings Nos. 101, 102, 103, 104, 105, 110, 


’ 
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Not prozramed, or under.consideration for fiscal year 1962: Modernize ward 
buildings Nos. 202 and 203; modernize ward buildings No. 111 and 113; modernize 
ward buildings No. 106 (female); modernize PMRS buildings Nos. 307, 213, and 
302; modernize recreation building No. 208; emergency generator for deep wells 
and boilerhouse; modernize housekeeping quarters; modernize nonhousekeeping 
quarters, buildings Nos. 109, 217, 218, 303, and 301; replace 11 personnel garages; 
convert laundrv building No. 219 to linen exchange and warehouse; demolish 
temporary buildings. 

We have been informed that the following projects are under consideration for 
fiscal year 1962: Construction of project No. 04-5468, modernize buildings Nos. 
101, 102, 103, 104, 105, 110, 137, and 205; special service building; therapeutic 
exercise clinic building. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Supplies Salaries of 


8417.20 Plant 


o 


8417.30 Utility plant and distribution system-_-_-___- 2, 680 $20, 132 
8417.40 Other engineering... 1,073 3,148 
8417.60 Motor transportation- 2, 066 3, 148 
8417.70 Buiidings.__........- 43, 935 64, 819 
8417.80 Roads, Walks and grounds. 5, 120 554 
8417.90 Special use equipment. 2, 681 3, 148 

Total allotment for fiscal year 1959. 70, 236 119, 949 


Norte.—Refers to side line (1) below in (5)(1) $50,000 has been tentatively approved by central office for 
fiscal year 1960 deferred maintenance and repair program to repair steam distribution system, 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 


Repair and revise oil storage tank, boilerhouse, building No. 114 
8417.30 Utility plants and distribution systems, maintenance and re 
Steam distribution system _. 
Water distribution system... 
Gas distribution 
Electrical distribution system (street lights)_____......_.-...---.----------------------- 
8417.40 Other engineering maintenance and repair 
8417.50 Laundry maintenance and repair 
8417.60 Motor 
8417.70 Building maintenance and repair: 
Roofs, gutters and downspouts (12 buildings) . - . 
Painting, exterior. 
Painting, interior (40 percent of station) 
Replace 6 showers, nurses home, building No. 109. 
Revise heating system, PMRS, building No. 213 
Rep 7 showers—buildings Nos. 217 and 301--_- 
8417.80 Roads, walks and grounds maintenance and repair. . 
$417.0 Special use equipment maintenance and repair... 


2a 


yp 


2288888 


8 


NoTE.—None of above items are included in the modernization for this station. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961, (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Grounds renovation and sprinklering system. 2 250, 008 
Replace bleachers and backstop, baseball diamond....---......-.-.-----------.------------ 8, 000 


1 $10,000 has been tentatively approved by central office for fiscal year 1960 deferred maintenance and 
repair program earmarked for sidewalk replacement. 

2 $8,000 has been tentatively approved by central office for fiscal year 1960 deferred maintenance and 
repair program earmarked for grounds renovation. 


Norte.—None of the above items are included in the modernization program for this station. 

“Stucco treatment, waterproofing” in the estimated amount of $150,000 is included in the moderniza- 
tion program, but should be accomplished at the earliest possible date and not be deferred to a later date 
since water penetration in many areas is becoming serious. 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


17 disposals for permanent housekeeping quarters... 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Replace mixer, main kitchen, building No. 104...............-.----------.--.----------.---- 1,600 
Replace circular saw, PM RS 1, 600 
Replace 2 press units, laundr , building 3, 900 
Replace flatwork ironer and older, NO 30, 000 


3. What, in your opinion, are the most pressing needs in your installation? 

(a) Completion of the modernization program as approved by the central 
office for the entire station. This program has been deferred for too many years 
and the need for this multimillion dollar project is becoming more acute each 
year an1l making greater demands for deferred maintenance and station mainte- 
nance and repair. 

(6) The deferred maintenance program increases yearly due to restrictions of 
funds for our maintenance and repair program at this station. This deferred 
maintenance program has now increased to over $500,000 for items not included 
in the modernization program. The needs under this program are outlined in 
paragraph 1(b) and 2(a) above. 
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SAN FERNANDO, CALIF. 


I. General 


Name of hospital: Veterans’ Administration hospital. 


Street address: Sayre Street. 


City and State: San Fernando, Calif. 


Type of services: Type of hospital, TB; domicile, no; formal outpatient clinic, 
no (have limited outpatient clinic for spinal cord injury and pulmonary chest 
diseases). 
5. Name, qualifications, and tenure of— 
(a) Manager: L. C. Like, 10 years experience as manager; 2 years assistant 
manager; in VA since 1931. 
(b) Assistant manager: R. A. Kerber, 3 years experience as assistant manager; 


VA since 1940. 


(c) Director, professional services: David Salkin, M.D., director of professional 
services since 1948; VA tenure same. 


II. Bed capacity and patient load 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Hospitals—T ype of bed or patient 


Total 


TB 


Psy- 
chiatric 


Neuro- 
logical 


G.M. & 8, 


Domiciles 


BED CAPACITY AND 


PATIENTS REMAINING 


1. Rated bed 519 455 0 0 
Beds not in use (unavailable): 
5. 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients - 494 430 0 0 
10. Average daily patient load for 12 
months ending Dee. 31, 1958........- 488 430 0 0 ee 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957__.....- 45.8 43.6 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Increased patient 
turnover, deaths, and irregular discharges. hile number of patients over 55 
years remains static, we note on the basis of total admissions that average age is 
oo ag With attendant infirmities, medical care program has become more 
costly. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
7“ Mg tA 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? one. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(b) TB hospitals: Average stay for TB patients, 234 days. 

3. (a) What system of control do you have to insure a minimum stay in hospital? 
(a) Frequent periodic reviews of each case with physician concerned; (b) special 
review of all surgical cases; (c) special review of all medical cases selected for 
rehabilitation; (d) review of discharged cases by length-of-stay committee. 

(6) What improvements have you made since your last report to this com- 
mittee? Intensification of first three items listed above and addition of formal 
length-of-stay committee. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We know we are getting older 
and more chronic cases but in addition, great numbers with unfavorable back- 

unds, e.g., in studying this, it is noted 35 to 40 percent have had previous 
irregular discharges; 20 percent have isolation orders imposed by local health 
authorities; 25 percent with history of jail sentences; and 45 percent with history 
= alcoholism. Some fall into more than one category accounting for duplication 
of count. 

4. (a) What would be the effect on length of stay if you were able to provide 
pestnaspites followup care, as needed, on an outpatient basis? Me ittle in 

B but undoubtedly would shorten length of stay for general medical patients. 

(b) What effect would such a program have on your cost of operation? No 
appreciable increase for TB as indicated, but would increase general medical 
program to extent of cost of drugs and professional time. 

5. What would you suggest to further reduce hospital stay without impairing 
caret More rehabilitative efforts towards the chronic and geriatic and alcoholic. 

6. What is needed to improve turnover of patients? Same as above. 


IV. Waiting lists 


1. Number of eligible applicants not Ban hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 
None. 

2. a many patients are scheduled for admission subsequent to January 12, 
1959 

3. What system do you use for scheduling admissions from the waiting list? 
When we have a waiting list, admissions are scheduled according to priority 
categories I through IX as established by VA central office. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 19. 

5. Are patients admitted without placement on the waiting lists! If the answer 
is “Yes,” please describe the circumstances: Yes, remembering patients are 


scheduled as rapidly as proper applications are received except emergencies are 
admitted immediately. 

_ 6. Number of applications for admission from July 1 through December 31, 
1958: Total, 507; approved, 418; rejected, 89. 
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V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 
as of r 31, 1956 and 1958. Distribute commonservice employment to 


provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 4 Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time-- cau 20.0 21.6 +1.6 
3. Physicians, residents and interns...-.......---------|---------------- 1.0 +1.0 
4. Physicians, consultants and attendings-........---.- 1.6 1.2 —.4 
71.8 67.0 —4.8 
8. Therapists and technicians !...........--..-.------.- 23.2 21.0 —2.2 
10. Office of manager, personnel, and finance-_.........- 20.0 19.5 —.5 
12. Other food-service employees-_.........-....-.------- 103.0 91.0 —12.0 
21.0 17.0 —4.0 
14. Engineering maintenance (excluding laundry)?_..-... 28.0 42.3 14.3 
15. Engineering operations (excluding laundry)?_--.-..-..- 47.0 37.5 —9.5 


1 In physical medicine, dentistry, laboratory, X-ray. 
2 Changes due to revised definitions of operations and maintenance. 


19. (2) Number of member employees as of January 12, 1959: 7; annual wage 
(average), $766. 

(b) What is the value of this program to the member and to the hospital? It 
rovides an in-between rehabilitation stage for the member going back to private 
ife. Seemingly, the hospital should gain financially from cheaper labor, but in 

actuality the members do not replace full-time help and further it takes supervisory 
time in training and administering so it balances out to no gain to the hospital. 

20. What was' number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

program: 22. 

(b) Number of patients discharged during past 3 months who were given indus- 

trial therapy: 43. : 

(c) Average days of hospitalization of patients poten in (6): 310. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service-........-.. 21 19 19 
Average payment per consultant or attending !____........... $765 $806 $749 
Total amount - to all consultants and attendings !...._.... $16, 055 $15, 317 $14, 230 


' Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot 
ment were incre ? 


Category Full time Part time | Consultants, 
attendings 
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VI. Research and education 


1, For hospitals with approved research and education activities: How do 
the research and education programs contribute to patient care in your hospital? 
(a) It helps us to obtain better physicians; (b) it keeps physicians alerted to the 
latest advances and thoughts in medicine; (c) new discoveries made by research 
are of definite help to the patient. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
(1) VA appropriation. __ $83, 529 800 
Gifts donations deposited in general post fund 
(3) Grants from other sources administered through affiliated medical schools.|.........-....|............. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
§ For treatment of a service-connected 
(c) For treatment ~of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability 2 2 
receipt of VA pension. 2 - 2 


1 Any form of prepayment insurance. 


—If a patien' a vice-connected disability may be reported in more than on® 
ot the in above only in that category appearing first in the listing. 

2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
-admission indicated workmen’s compensation coverage for an alleged industrial 
-or j onnected injury: None. 

a (Number of nahioute in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran. None. ‘ 

3. What action do you take to collect payment for hospitalization under insur- 
anee plans, emphasizing any changes made since January 1957? (Inelude an 

timate of the cost of the collection program to the hospital during calendar 

= 1958. Carefully screen applications and discuss possible insurance coverage 
vith applicant. Payable insurance plans are billed. Particular attention is paid 
o- pt sero coverage by any industrial accident plan, under which applicant 
snip have worked. Estimated cost for billing and other administrative services 
in connection therewith: $450. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: ; 


dita 

billed. . $9, 564 $22, 767 

collected. - - 1,615 240 

ication 

on 5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

~ 6. How many addenda following review by the manager of the hospital were 

$2, 800 referred to central office as suspected of being able to defray their own cost of 


hospitalization during calendar year 1958? None. 
7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M & S. care required before oaih is signed? An estimate of length of hos- 
pitalization is furnished by admitting physician. Applicant is then furnished an 
estimate of cost for such hospitalization in a non-VA hospital. Applicant has 
58 explained to him the approximate cost and length of stay before signing oath on 
application. 

°. In your opinion are there abuses of non-service-connected care? No. There 


rgical are no specific instances on record in this hospital of abuse of hospital privileges 
by non-service-connected veterans. 
yo 9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 
thout 
urance War Service Nonservice Total 
connected connected 
6 
VIII. Costs 
2 
2 1. What were your net costs for hospital care after adjustments for common 
3 services (including 84-8 accounts)? 
Fiseal year— 
an one Item 
/ 1955 1956 1957 1958 1959 
(estimated) 
rial 
. (a) Average daily patient load__........-- 587 489 490 487 488 
that (0) Full-time equivalent staff............. 570 571 566 554 554 
njury (0) Total cost 1 $2, 875, 103 | $3,030,013 | $3, 134,115 | $3,419,386 | $3, 597, 824 
(d) Salaries of staff 2..........-..----.---- 2, 277, 813 466,969 | 2,552,701 | 2,815, 573 004, 800 
nsur- ‘ET ee CS ae 8, 540 10, 189 6, 589 7, 347 % 7, 163 
le an 0 RRR 10, 403 10, 910 10, 720 10, 591 11, 120 
mndar (9) Utilities (gas, coal, water, 59, 835 62, 011 65, 931 
229, 813 235, 729 238, 245 236, 748 
erage (i) Drugs and medicines... ._..........-- (3) 72, 782 79, 149 74, 493 75, 924 
| paid ) Medical and dental supplies___--..__. (3) 63, 182 59, 498 57, 752 62, 608 
icant (k) Asset acquisitions including equip- ‘ 
“ 79, 582 37, 623 45, 694 70, 854 48, 340 
‘vices 3) 78, 710 84, 451 82, 520 85, 190 
(m) Cost per discharged patient__.._-_._.- 4, 056 4, 181 4, 198 4,155 3, 577 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
5 Not available as amounts included nonbudgeted charges. 
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2. Do you believe that the primary fund allocation is*sufficient to provide an 
acceptable standard of medical care? We suppose that the definition of ‘‘accept- 
able standard of medical care’’ will vary with individuals and communities. In 
my opinion, there has been a slight lowering of quality at this hospital for the 
reason that funds available restrict the employment of fewer people from 1 year 
to another. We are being aa to absorb too many increasing costs without 
compensating increases in PFA. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why?, It would not seem_to 
make much difference at this hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes; we receive 

riodic comparative statistics. Generally, they are adequate but could be more 
Fetailed and broken down from the standpoint of individual services or local 
differences. There is noted improvement in both quantity and quality in sta- 
tistics forwarded field stations by VA central office. They are discussed with all 
concerned staff members. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.132. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.261. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Same except for those prescribed special diet for medical reasons. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 1 housekeeping, 21 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important. The better qualified professional person is usually 
recruited from outside the immediate area. Invariably, our ability to offer 
suitable living quarters to the interested person is an influencing factor. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? An apartment house would be most desirable since a number of 
physicians have expressed their desire to live on the hospital grounds. This 
would also facilitate transfers of key staff people in promotion of the management 
development program. 

(d) Could cost of such quarters be a lucrative investment? Dollars and cents, 
no; but from the Government’s standpoint it would be a good investment as every 
staff employee who lives on the grounds always takes more interest and puts in 
many more hours on his own than if he were to live off the grounds. 

7. What,i n your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $13 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Principal increases in last year included 
salary increase for classified and D.M. & 8S. employees, $184,000; increases for 
wage administration, $96,000; and increases in utilities, $7,800. But in addition 
it is noted that all commodities and contractual services are rising comparable to 
the cost-of-living index. While additional funds have been allocated for some 
major increases they do not cover all factors which means the station is constantly 
absorbing more and more every year. (See sec. VIII, par. 2 above.) 

9. What internal programs have you developed to engender cost consciousness 
at your station? All division and service chiefs participate in budget meetings 
and in the planning of the station operating plan. Upon final determination of 
their quarterly allocations they establish records in order to plan their expenditures 
at a rate which will not exceed their allocations. These records are audited 
periodically and we discuss with them their costs in relation to the original alloca- 
tions, analyzing any significant variations to determine the effectiveness of their 
utilization of manpower, supplies, and other services in relation to the workload. 
Analytical data is furnished operating officials showing how their ratio of employees 
to patients, per diem costs, and any other pertinent factors compare with those 
of similar VA hospitals. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 
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Total Number 


number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 

excluding memorandum accounts: Per piece, 4.1 cents; per pound, 5.5 cents. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, 6.3 sents; per pound, 8.5 cents. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? I don’t believe it affects us. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load py thes financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it would have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalizationt No appreciable effect at this type 
hospital; however, since it has been another cost factor to be absorbed it un- 
doubtedly has some effect on the utilization of the CBOC program. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,249. 
(2) Visits to hospitals by patients on CBOC status: 240. 
(3) Cost per visit: $9.37. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished?) Increased. By what methods: Operational 
authority has been more decentralized through more delegations. Specifically, 
this has been noticeable in the rewriting of official directives, omitting much of 
the formerly spelled out details and also in allocating funds on a primary fund 
basis without object restrictions. Occasionally it may seem that more détails 
creep back in but all in all the decentralization theory is a matter of fact. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? In a sense we have been having such audits 
through supervisory visits from the area medical office, central office, area con- 
sultants, and the Joint Commission on Accreditation of Hospitals. They have 
been very helpful. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
stafft They have been very helpful. We would not only like to see the area 
offices retained but also be expanded and given more operational authority. 
By their closeness these supervisors get to know our station and are thus in 
a position to make more intelligent decisions on facts than would otherwise 
be possible. 

(2) Of what value would you think these visits are to VACO? It would 
seem these visits and subsequent reports give central office the down-to-earth 
data that is needed in supervision of the vast VA medical program. 
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3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Recentralization and decentralization 
seems to be a give-and-take proposition; directives are necessary to a degree and 
must be revised periodically to keep up with changing situations. The directives, 
etc., written on a broad plane, occasionally supplemented by guides, are considered 
very beneficial and necessary to the operation. 

2. Is the management development program directed toward making good 
employees or good managers? Toward making good employees, but indirectly 
it can’t help but make better managers, too. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
Flame failure improvements, boiler plant... $23, 000 
1961 | Remodel diet kitchens, wards 11 and 12_.---------- 2-2-2 24, 702 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 
Remodeling of building No, 1 !_...-....-- 870, 830 
Building for rediotherepy treatment 211, 000 
New administration 700 


1 This building contains treatment wards. Was built 34 years ago and is in need of modernization. 


XI, Maintenance 


1. (a) List by description and amount of ‘omnde involved each major item of 


maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Description Amount 


Overhaul refrigeration equipment and boiler pumps..-.---..-.----....----------------_.---.-- 
Rehabilitate aeration bed and piping (station labor); repair hot water heaters (including 
controls for 120°); replace hot and cold water lines; replace wiring and transformers... -___- 
Repair electrical distribution system to 4 
Replace rams in dumbwaiters, door mechanisms, and elevator cables in 3 buildings----.___- 
Replace carbon tetrachloride extinguishers with CO: and dry-powder type................- 
Repair laundry tumblers, presses and hot water tanks.-..._..----.------------------------- 
Paint exterior of 13 buildings and interior of 4 buildings. 
Replace roofs on 6 buildi 
Plumbing and steamfitting building repairs and replace inadequate piping. -......._..____. 
Pave , parking lots; renovate lawns, remove trees. 
Closed TV and Antennaplex systems; controls on autoclaves- _..............-...-------_-.- 


reek 


— 


Fon 


Nortr.—Above includes personnel service costs. 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Rewire and replace outlets and fixtures in buildings Nos, 5 and 6..............-..-----..... $6, 000 
Replace door hardware in 8 buildings. -_.............-.--------------.--------+------------ 19, 880 
Replace roofs, building Nos. 4, 7, 8, 9, and 11. ......-- 6, 125 
Replace shades and screens in’4 buildings 2, 550 
Paint exterior of 5 buildings_-.........--- 7, 500 
Maintain and repair fixtures in 3 buildings 4, 000 
Replace hot and cold water system in 2 buildings 10, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Need in fiscal year 1960 maintenance and repairs: 
Repair boiler, refrigeration and air-conditioning equipment-_-__._.....-........--.------- $9, 996 
Maintain and repair all utility pants and distribution systems-.-.............--.-.----- 22, 844 
Repair elevators and replace cables, car-door mechanisms-_-..........-..----.---------- 3, 700 
Replace extinguishers and recharge existing ones -___.......-..--.---.-.----------------- 2, 000 
Repair equipment, medical, portable, laboratory, and office fans _ __- 2 16, 744 
Maintain and repair laundry washers, tumblers, presses, and ironers__ ‘a 4, 763 
Repair, overhaul, and service trucks, cars, tractors, and lawnmowers. .-..-.......---.-- 7, 955 
All building repairs and systems within: 
Paint exterior of 6 buildings-_-........-...--.------.-- % 16, 183 
Replace floors in 4 5, 000 
Carpentry maintenance and repair to buildings and fixtures____- 22, 816 
Electrical repairs to motors and systems, equipments and fixtures. 23, 339 
Equipment repair and plastering, tile repair, metal repair. _...................- 17, 560 
Plumbing and steamfitting: Maintain all steam and plumbing fixtures and 
mechanisms, including medical and laboratory equipment_-_-_-_...........--. 43, 699 
Maintain and repair walks, curbs, parking lots, streets, renovate lawns, maintain fruit 
orchard, remove trees, and move 47,799 
Maintain and repair TV system, autoclaves, all electronic devices___._......----------- 9, 800 
Need in fiscal year 1961 maintenance and repairs: 
Kepair boiler, refrigeration, and air-conditioning equipment.....................---...- 10, 000 
Maintain and repair all utility plants and distribution systems__..__ <3 23, 000 
Repair elevators and replace cables, car-door mechanisms_----_---__--- i 25, 000 
Maintain and repair laundry washers, tumblers, presses, and ironers-- J 5, 000 
Repair, overhaul, and service trucks, cars, tractors, and lawnmowers..........-........ 8, 000 
All building repairs and systems within: 
Paint exterior of 15 21, 880 
Paint interior of 3 buildings... 14, 180 
Paint equipment, furniture, and miscellaneous items........................... 13, 940 
Replace floors in 4 buildings-_-___.......-..---.----.--.----- 8, 000 
Carpentry maintenance and repair to buildings and fixtures 24, 000 
Plumbing and steamfitting: Maintain all steam and plumbing fixtures and 
mechanisms, including medical and laboratory equipment- -_-_----.._------- 44, 000 
Maintain and repair walks, curbs, parking lots, streets, renovate lawns, maintain fruit 
orchard, remove trees, and move machinery...............------- 52, 000 
Maintain and repair TV system, autoclaves, all electronic devices 10, 000 
Electrical repairs to motors, systems, equipment, and fixtures____.............--.----.- 24, 000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 

Need in fiscal year 1960: 
Remodel and enclose porches, buildings Nos. 5 and 6............-.-.......-.-.--__-_ $1, 
Remodel water section, room 48B, building No, 1, 
Remove photo bor*tory from reliabilitation building No, 3 to new location. .__.._____ 
Overhaul engineeri g garage doors, building No, 1, 
Overhaul fire department doors, building No, 1, 
Remodel men’s restroom, basement, building No. 1_-.........-...-.-.---.-.__________- 1, 
Create reception rooms, wards 1, 2, and 3, building No. 43...-.....-......-.----2---2_-- 1, 

Need in fiscal year 1961: 
Move electric train (dietetic) to new location... .............-.-..-----2--22.----------- 1, 
Screen in open corridor between buildings Nos. 1 and 2 1, 
Modernize utility distribution system, shops area 1, 
1, 


Install demipartitions, patients dining room, building No, 2...............-._---___ 
Modernize lighting system, warehouse, building No. 9.- 
Replace floor'and move planer, carpenter shop- -.---.--- 
Adapt porch to show movies, ward 11, building No 5 


A 
3 
5 
g 
= 
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= 
= 
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Building No. 7 (special service and supply division) .....-........--.-.---------22.- 
Alterations, medica] illustration laboratory, building No. 43.............--...--.-_2.o 
Repair or rehabilitate greenhouse, building No. 27.....-.........-..--.-----.-----.--..- 
Install slab and enclosure, emergency generator, shop area...........--.....-..-..-..-.. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

Repl ash her with 2-tray t ward 2 

Replace medicine cabinets in4 wards 6, 000: 
Replace incandescent with cold cathode fixtures, 3 buildings.-................-......_- 2, 000 
New eva tive coolers, 8,100 c.f.m., 3 wards. ......-...-.-------.-----.--------------- 1, 500 
Replace 25 k.w. generator, boiler plant... 3, 000 

Fiscal year 1961: 

New evaporative coolers, 8,100-c.f.m., 3 each, building No. 43 1, 500 
New spreading device, Seenkansrenene= 3, 700° 
Replace utensil sterilizer, ward 1___ 1,000 
Replace coffee urns, patients’ dining room 1, 100 
New telescope curtains, 2 wards. 2,000 
New utensil washer-sterilizer, building No. 43 2, 000 
Replace window-type air conditioners. 1,000 
Replace flatwork ironer, laundry. 18, 000° 


3. What, in your opinion, are the most pressing needs in your installation? 
Accelerated repair, maintenance, modernization and replacement. programs. 
We need to have nonprogramed projects scheduled and then given some assurance 
they will be carried out as scheduled. Experience indicates that even programed 
projects are frequently deferred. We need more money for employment of addi-. 
tional professional personnel and some assurance that wages will keep pace with 
that experienced in our community, so as to insure retention of professional per- 
sonnel and to be able to attract fully qualified personnel to fill vacancies. Above 
all, there is a need for assurance that we will not be required to continue to absorb: 
any increase cost factors. Admittedly absorbed increased cost factors in any 
one given year is not of major proportion, but in a period of 3 years we have been 
> mony to reduce our employment level by several important and necessary posi-- 

ons. 


Install accordion partition, nurses’ reception room, building No. | REGAN OTE EE 
Additional commode 
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SAN FRANCISCO, CALIF. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 42d Avenue and Clement Street. 

City and State: San Francisco, Calif. 

Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
-clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Thomas P. Crane, M.D., 20 months. 

(b) Assistant manager: Voimer J. Belda, fellow ACHA, 9 years. 

(ec) Director, professional services: Thomas P. Crane, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity. ............------ 440 0 22 20 398 0 
440 0 22 20 398 0 
Beds not in use (unavailable): 
4. In process of activation............ 0 peat? 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan 
staff availability 0 
9. Patients 377 0 12 21 
10. Average daily patient load for 12 
months ending Dec. 31, 1958......... 381 1 5 20 355 ti) 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining (line 52 0 8 24 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
@ 197 8 0 189 0 
'b) Percent of total patients re- 
maining Jan. 10, 1957_._._._- 49 0 26 0 51 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit d a 0 0 0 0 
15. Number of patients on trial-visit status as 31. 0 0 0 0 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
4, 445 4, 205 4,314 
nt 4, 103 3, 861 3, 973 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The average age of 
the veteran patient increases with each year. More and more long-term, chronic 
illness can be expected in the future. This means that more beds will be frozen 
with long-term patients. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiseal year 1959 
operating plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & §S. patients, 32 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Hemorrhoidectomy-.- 18 11.6 
Subtotal gastrectomy for duodenal ulcer_................-.---.-------------- 6 19.5 
Prostatectomy: 
Transurethral. ons an mp 2 20, 5 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Hospital length-of-stay committee. 

(6) What improvements have you made since your last report to this com- 
mittee? Review of all clinical charts by chiefs of services. This keeps them 
currently informed on length of stay, time taken in various procedures and 
completion of charts. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, deseribe.) Yes. Due to increased average 
age of veteran — we can expect. more chronic illness which will require 
longer periods of hospitalization. This means less beds available for acute cases. 

4. (a) What would be the effect on length of stay if vou were able to provide 
posthospital followup care, as needed, on an outpatient basis? It would have a 
tendency to reduce hospital length of stay. 
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(b) What effect would such a program have on your cost of operation? It would 
not materially reduce costs because other patients requiring hospitalization would 
utilize the vacated beds. Outpatient costs would increase. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Legal authority to work up cases prior to admission. Additional per- 
sonnel to adequately staff clinics and laboratories on weekends and holidays. 

6. What is needed to improve turnover of patients? Same as No. 5. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals [hospitalized 


a Bry many patients are scheduled for admission subsequent to January 
12, 1959? 

3. What system do you use for scheduling admissions from the waiting list? 
Priority group. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 14. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“‘Yes,’’ please describe the circumstances. Yes. Emergency cases and walk- 
in patients when there is no waiting list for the particular type bed required. 

6. Number of applications for admission from July 1, through December 31, 
1958: Total, 4,688; approved, 2,786; rejected, 1,902. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956 and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time. _..........---.---.-. 11.00 11. 50 +. 50 
3. Physicians, residents and interns.......----.---- aaa 26. 00 1 28. 50 +2. 50 
4. Physicians, consultants and attendings (not in lin 
119. 00 116. 00 —3.00 
8. Therapists and technicians 2.................--..--.- 53.75 54. 50 +.75 
10. Office of manager, personnel, and finance___ 18. 00 21.00 +3. 00 
12. Othe: food-service employees___...........-..--..--- 70. 50 69. 50 —1.00 
14. Engineering maintenance (excluding laundry) --.---- 23. 00 23.00 |...-..-.-----<-- 
15, Engineering operations (excluding laundry) -....---- 21.00 18. 80 —2. 20 
17. Special 6.00 6. 50 +. 50 


1 Includes 2 career residents. 
2In physical medicine, dentistry, laboratory, X-ray. 
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19. (a2) Number of member employees as of January 12, 1959: None. Annual 
wage (average): None. 

20. What was number of guards on duty December 31, 1958? 4. 

21 (a) a umber of patients on January 12, 1959, who are in industrial therapy 

am: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 


Number of — “a persons who provided service: 
Average payment per consultant or attending: ! 


ings $25 
Total amount paid to all consultants and attendings !_.......- $126, 950 $126, 
‘Total for travel. 0 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot. 
ment were inc ? 


Category Full time Part time | Consultants, 
attendings 


Phy 


m Bee 
cco 
eco 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Attract high calibre people to Veterans’ Administration; (2) 
vides staff with latest information on efficacy in therapeutics techniques and di- 
disease proseapes, (3) provides administrative employees with opportunities for 


wate of new techniques and methods. 
. Amount of funds available in fiscal year 1958: 

Foreducation 

Research and train- 

ing 

gram 8300) 
+4 $189, 997 $4, 250 


innual 


erapy 


given 


ata. 


ultan 


ooo 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 0 2 9 2 58 
(6) For treatment of a service-connected 
c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability ....._- 16 0 0 1 1 14 
(2) In receipt of VA pension------ 29 0 0 4 0 25 
(3) In hospital more than 30 days- 10 0 2 1 0 7 
16 0 0 2 1 13 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing first in the listing. 

2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect Fe wre for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958.) Patients are questioned upon admission about any insurance coverage. 
Power of attorney obtained for every affirmative answer. Notification of intent 
to bill is sent to insurance company or employer immediately after admission. 
Billings are normally based on our per diem rate and made after discharge. 
Interim billings of 30 days each are made for long-term patients. Cases of refusal 
or doubt are submitted to VA attorneys for decisions. Cost of program to this 
hospital approximately $500 per annum. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


: Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Doctor advises approximate 
length of stay. Patient advised of costs based on $35 per day for private hospital 
cases. 


8. In your opinion are there abuses of non-service-connected care? No. 


33427 O—59——21 


959 
17 
50 
$50 
$25 
$125, 100 | 
0 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load.....__...__. 376 381 368 369 375.0 
(6) Full-time equivalent staff__.......____- 595 590 584 567 570.6 
(c) Total cost !.. $3, 087, $3, 285, 517 | $3,391,616 | $3,718,711 | $4,023, 328 
2, 484,099 | 2,683,761 | 2,766,005 | 2, 988, 299 3, 157, 801 
(e) Patient travel....................-....- 28, 082 25, 476 26, 241 20, 080 21, 848 
on 14, 918 14, 959 15, 783 17, 209 16, 291 
) Utilities (gas, coal, water, etc). _.._.._. 50, 51, 831 52, 153 52, 088 54, 946 
174 162, 549 160, 010 164, 691 170, 098 
(i) Drugs and medicines___-__.-_....-...-- 90, 386 88, ‘ 95,111 98, 795 
(j) Medical and dental supplies. -..-._-_-- 77, 064 78, 024 76, 292 82, 721 85, 821 

(k) Asset acquisitions including equip- 
36, 811 49, 037 14, 568 69, 080 127, 700 
131, 287 131, 037 193, 755 229, 432 290, 028 
(m) Cost per discharged patient... ....._.- 691 698 776 796 864 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, but at the expense of maintenance of 
buildings, replacement of obsolete equipment, and inability to purchase new 
needed equipment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? It has no effect on length 
of stay in this hospital. This hospital provides only 375 average patient load for 
the San Francisco area. This hospital has 13 special treatment categories; 
majority of admissions is urgent in nature. Turnover last year was 116 percent. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? No. Compari- 
sons cannot be valid unless all factors are the same, e.g., physical plant, type of 
patients admitted, varieties of special care offered, existence of training programs, 


etc. 

5(a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.096. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.42. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? None. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, 16 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Of moderate importance. 
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(ec) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $13,091,223. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Salaries, supplies, and services. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralization of budzet control requiring all services, divi- 
sions, and clinics to control their funds and live within allotted funds. Conduct 
supervisory training program stressing efficient utilization of personnel and equip- 
ment by using good supervisory techniques. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
ee excluding memorandum accounts: Per piece, $0.032; per pound, 

044. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.044; per pound, $0.060. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? None. At this hospital due to 
small number of beds and large demands for admission there is no need to delay 
discharge or admit patients not requiring hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Teese. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $51, 706. 
(2) Visits to hospitals by patients on CBOC status: 7,695. 
(3) Cost per visit: $6.719. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. No 
material change since 1953. 
¥ (6) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? They were primarily interested in good administration. 


ment of | 
Total 
100 
100 
100 
100 
100 
100 
1959 
375.0 
570.6 
4, 028, 328 
3, 157, 801 
21, 848 
16, 291 
54, 946 
170, 098 
98, 795 
85, 821 
127, 700 
290, 028 
864 
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(3) How was the internal audit valuable to your hospital? It brought 
out areas where improvement in administration practices could be made. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non Government sources or VACO? Or 
be conducted by a joint team? It would be excellent to obtain a professional 
evaluation of patient care levels from outside the hospital. Should be a joint 
team from Veterans’ Administration central office and outside sources. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are of value in improving internal operations and presenting 
our problems to Veterans’ Administration central office. 

(2) Of what value would you think these vissits are to VACO? Provides 
VA central office with current information on problems at various hospitals 
in the area. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or g managers? Our program is directed toward making good 
employees first, and second toward improving supervision. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959 1. Project 04-5429, automatic fire sprinklers, buildings 2, 5, 6, 7, 12, 13, and 19; $32, 960 
ject started a 29, 1958. 
2. Project 04-5480, replacement of existing flame failure control_...............___- 25, 055 
1960 Project 04-5433, alterations to kitchen and dining hall building 6, and modernize 607, 300 
refrigeration plant. 
1961 | New clinical building-regional office consolidation.........................-...---- 3, 457, 000 


Not programed, or under consideration for fiseal year 1962. 
Priority: 
1. Remodel nurses’ quarters, building 8, to accommodate administrative 
functions. 
2. Ward hand washing facilities. 
3. Revise nurses’ stations, building 2. 
4. Modernize ward diet kitchens. 
5. Additional parking area. 
6. Underground sprinkler system. 
7. Oxygen storage room. 
8. Project 12-4221, animal research laboratory. 
9. Addition to laundry. 
10. Chapel. 
11. Close pipe chases, buildings 1, 2, and 8. 
12. Canteen addition. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
M. & R. 14-758 | Waterproof, resurfacing and coating exterior buildings... ..............-- $61, 355 
M. & R. 16-758 | Installation of conductive tile, surgery...................-.------.------- 5, 140 
M. & R. 17-858 | Remodeling of existing center elevator, building 2...................--.-- 31, 732 
M. & R. 20-1158} Replacement of laundry equipment_.......................-.-.---------- 634 
M. & R. 21-250 | Replacement of incinerator___............................-.....--.------ 3, 000 
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ght (b) In addition, list those items deferred due to lack of funds which in your 
, opinion will result in further deterioration of property because of such referral. 
live 
uld Description | Amount 

Or 
nal Resurfacing of lading zone in area of main kitchen_..._...........-----.--..-----.---------- | $3, 500 
e. 
Tice 
‘ing 2. Future plans: In the following three categories, list all items for which there 
| will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
ides question 1(b) above.) 
tals (a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 
rity Priority Description | 
een | 
ood 3 | Replacement of east and west elevators, buildings 2 and elevator in building 1, 4, 940 
4 | Exterior painting, waterproofing, and resurfacing in buildings 8, 9, 10, 11, 12, | 
5 | Replacement of boiler fronts and burners 14, 156 
,000 
7 (b) Minor betterments costing less than $2,000, excluding equipment: 
nt 
Description Amount 
2, 960 
Realinement of curbing for heavy trues. . 5 1, 680 
7, 000 
bike (c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
tive Dishwashing machine, replacement. $1, 400 
Replacement of laboratory cabinets and sinks. 11, 000 
3. What, in your opinion, are the most pressing needs in your installation? 
Funds to replace wornout equipment, to adequately staff the hospital and to 
maintain the physical plant. Estimated amount required is $200,000 additional 
each year over and above present Primary Fund Allocation. 
of 
int 
355 
28, 874 
5, 140 
$1, 732 
13, 634 
3, 000 
7, 200 
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SEPULVEDA, CALIF. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Sepulveda, Calif. 

Type of services: Type of hospital, NP. 

Name, qualifications, and tenure of — 

(a) Manager: T. J. Hardgrove, M.D., 
since February 1955. 

(b) Assistant manager: E. L. Martinson, 28 years’ hospital experience, tenure 
since March 1955. 

(c) Director, professional services: N. C. Mace, M.D., 
experience, tenure since February 1955. 


24 years’ hospital experience, tenure 


28 years’ hospital 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity 956 82 640 0 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
3 Type of bed not required for cur- 
rent operating Ee regardless 
9. Patients 80 591 0 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_- ‘ 883 95 587 0 201 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number-. 293 53 137 0 
(b) Percent of total patients re- 
maining (line 9). 33 66 23 0 49 | 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(a) Number... 4 246 70 122 0 54 
(6) Percent of total ‘patients: re- 
maining Jan. 10, 28 59 22 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year --- 68 270 266 353 
15. Number of patients on trial-visit status as of Dec. 31. 49 138 125 187 


tenure 
tenure 


spita 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
All other____- 602 1, 435 1, 508 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. his was the period 
in which our hospital was being staffed and activated; therefore, we do not have 
valid data to reflect trends. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on a 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? Forty beds were converted from TB-NP to NP 


beds on July 1, 1958. 
III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 41 days. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 493 days. 


Length of time since admission Number of | Percent of 
‘ patients patients 
2 years and less than 5______- 271 31.0 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Length of stay and medical records committee; personal supervision by 
section chiefs and chiefs of services; supervision by director professional services; 
staff meetings; consultants’ and attendings’ visits; effective use of discharge 
—s board, particularly on NP service. 

(b) What improvements have you made since your last report to this com- 
mittee? Acquisition of more stable professional staff, as well as consultants and 
attendings to the end that examinations and treatment are expedited. Though 
our statistical figures show an increase of length of stay since report of 2 years 
ago, this increase, in great part, is due to the fact that we have gradually accu- 
mulated a more infirm and chronic type of patient for which discharge or nursing 
home placement is difficult if not sometimes impossible. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) ith the continued operation 
of this hospital since its opening 3 years ago, we are accumulating patients with 
conditions necessitating prolonged treatment, such as malignancy, orthopedic 
conditions, all of which involve increased length of stay. A very important factor 
is the increasing lifespan of man and the acquisition of many disabling conditions, 
both physical and mental. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Little or none. 
Generally speaking, we are now providing posthospital followup to the maximum 
with patients on CBOC status, trial visit, and leave of absence. There are many 


304 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


of our patients that live such distances from the hospital that they cannot Ba 


ticipate in any type of posthospital followup care. 
patients are from Las Vegas, Nev., or similar distant points. 


Many of our G.M. 
Since these patients 


must travel in excess of 600 miles for followup care, it is rarely possible to have 


any of these patients participate. 


(6) What effect would such a program have on your cost of operation? Any 
increase in outpatient or posthospital care would add to the cost of our operations, 


because additional services and supplies would be necessary. 


5. What would you suggest to further reduce hospital stay without impairing 


care? 
establish improvement in our family care program. 


More funds to provide an intensified and enriched program, especially to 


6. What is needed to improve turnover of patients? Same as above. 


IV. Waiting lists 
1. Number of eligible applicants not 


et hospitalized as VA beneficiaries as of 


January 12, 1959, and not yet paces Nk for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals {hospitalized 

365 0 365 251 114 

316 0 316 249 67 
47 0 47 0 47 


2. How yw A ewe gr are scheduled for admission subsequent to Janaury 12, 
1959? 42 (25 and 17 G.M. & 8.). 

3. What system do you use for scheduling admissions from the waiting list? , 
Careful planning and coordination between regular flow of discharges and author- 
ized admissions. 

4. In addition to the persons reported in reply to 
many additional persons were known to you on 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes, but only those veterans who 
are service connected and those who require emergency treatment are admitted 
without being placed on the waiting list. All others are placed on the waiting list 
and called in turn as beds become available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,640; approved, 830; rejected, 386; canceled or withdrawn, 424. 
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V. Hospital staff 


5 full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec, 31, 1956 | Dec. 31, 1958 to 1958 

1. die 933. 1 1, 000. 1 +67.0 
2. Physicians, full- and part-time. 26.8 28.8 +2.0 
3. Physicians, residents and interns.................... 0 6.5 +6.5 
4. Physicians, consultants and attendings...._........- 46.0 62.0 +16.0 

8. Therapists and technicians !_.............-.-....-.-- 52.0 46.0 —6.0 

10. Office of manager, personnel, and finance_-___......-- 27.0 24.3 —2,7 
12. Other food-service employees. 122.3 125. 6 +3.3 
14. Engineering maintenance (excluding laundry) ..-...-. 55.3 53.0 —2.3 
15. Engineering operations (excluding laundry) --....-..- 33.0 28.0 —5.0 


1In physical medicine, dentistry, laboratory, X-ray. 


Notr.—The difference in personne] in the 2 periods indicated is due to fact that hospital was not completely 
activated until July 1, 1957. 


19. (a2) Number of member employees as of January 12, 1959: 12 (includes 2 
paid by canteen service). Annual wage (average): $795. 

(b) What is the value of this program to the member and to the hospital? The 
member employment program provides the patient with a transition period of 
employment wherein he may adjust hospital life to a resemblance to normal life 
outside the hospital. It gives him the opportunity to adjust to an 8-hour working 
day; it gives him the opportunity to obtain a work history which is helpful when 
he seeks outside employment after discharge; in some instances it provides him 
the opportunity to have a work history in a type of employment for which there 
is a demand, and in general, provides him with the opportunity to obtain confi- 
dence in his ability to take his place in our social order. In addition, it has value 
to the medical staff in that it provides them with opportunity to study him and 
how he adjusts to these changes. Member employees also contribute manpower 
to the maintenance programs in housekeeping, engineering, dietetics, and other 
sections. 

20. What was number of guards on duty December 31, 1958? Six plus one 
chief, protective section. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 214. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 58. 

(c) Average days of hospitalization of patients reported in (6): 364. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 9. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service-----...-..- 54 65 66 
Average payment per consultant or attending !__...........-- $95 $90 $39 
Total amount paid to all consultants and attendings !__..____- $51, 085 $58, 343 $25, 758 
0 $288 $36 


' Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund 


allotment were increased? 


Category 


Full time 


Part time 


Consultants, 
attendings 


VI. Research and education 


For hospitals with approved research and education activities: How do the 


aanah and education rations contribute to patient care in your hospital? 


attractin 
a hospita 


well-qualifie 


By 


professional personnel who desire to be associated with 
where both basic and clinical research are being carried on. 
ulates the full-time staff to be interested in modern medical progress. 


It stim- 


It is helpful 


in the educational program for residents because consultants in research are also 
teachers. The total research program at this hospital has a direct bearing upon 


medical care. 


3. Amount of funds available in fiscal year 1958: 


For education 
Research 
ng 
gram 8300) 
(2) Gifts and donations deposited in general post 
(3) Grants from other sources administered through affiliated medical schools TRIES Yasc--cstakeuse 


VIT. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 34 0 15 0 2 13 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
mected 23 0 8 0 2 13 
(1) Patient has compensable serv- 
ice-connected disability. __.. 4 0 1 0 0 3 
(2) In receipt of VA pension_--._-- 5 0 2 0 0 3 
a ; hospital more than 30 days_ s 0 5 0 0 3 
6 0 0 0 2 4 


| Any form of prepayment insurance. 


a 
1 of the ca 


tient receiving care for a non-service-connected disability — be reported in more than 
in (¢) above, show him only in that category appearing Ist in the listing. 


| | 
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2.(a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. . 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no — to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) In all those cases that have indicated they have insurance plans, we obtain 
assignments of possible benefits to the Veterans’ Administration, unless the chief 
attorney has previously advised in writing that the insurance company, by the 
terms of its policy will not reimburse the Veterans’ Administration. Statements 
of services and bills are prepared in all other cases and submitted to the insurer. 
Any denial for payment is referred to the chief attorney for review and advice. 
Our estimate for the cost of collection for the calendar year 1958 is $2,500. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$12, 615 
7, 559 


. . Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? At the time a veteran actually 
applies for admission, the admitting physician makes an estimate of the probable 
length of hospitalization in a private hospital. Of course, in many instances, it 
is impossible to make an accurate prediction of the probable length of stay, 
because the extent and seriousness of his illness cannot actually be determined 
without hospitalization. However, the best estimate possible is made, based on 
the rates charged by physicians and hospitals in this area and this information is 
given to the veteran in the form of a written statement on the reverse side of the 
10—-P-10 addendum. 

8. In your opinion are there abuses of non-service-connected care? There are 
probably some abuses, but based on our experience, the abuses would be very 
few. There have been but three cases during the calendar year of 1958, where 
we even suspected that the non-service-connected veteran might be able to afford 
private hospital care. 

9. Percentage of patients as of January 12, 1959, in hospitals fcr treatment of 
service-connected or non-service-connected conditions: 


Nonservice Total 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient ll 503 815 878 890 
) Full-time equivalent staff.............|-.......-..- 702 933 991 996 
(c) $3, 473, 924 | $4,838,108 | $5,555,147 | $5, 906, 191 
Oe 2, 784,800 | 3,922,596 | 4, 698, 693 5, 079, 851 
3, 4, 228 4, 825 
19, 736 24, 037 24, 438 25, 345 
® Utilities (gas, coal, water, etc,)........|......-.---- 72, 265 93, 454 111, 279 100, 720 
) 213, 586 326, 691 317, 487 305, 668 
35, 847 85, 319 103, 013 , 685 
Medical and dental supplies._.._____|_.......-.-- 82, 485 73, 620 73, 051 76, 978 

k) Asset acquisitions including equip- 
35, 644 69, 070 21, 749 6, 779 
229, 965 239, 632 213, 340 
(m) Cost per discharged patient...........|.....-......]-..--.-.-.-- 1, 706 1, 609 1, 853 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Not unless adjustments in the primary 
fund allocation are made for the ever-rising costs of supplies, commodities, per- 
sonal services, and utility rates. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? e do not believe the 
allotment of funds based on average daily patient load has any discernible relation 
to a patient’s length of stay in this hospital, because we have constantly had a 
waiting list and striving to increase our patient turnover. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We feel that we 
do have adequate comparison standards with other VA hospitals. However, it 
is not possible to apply these standards with civil hospitals, inasmuch as the 
staffing pattern of civil hospitals is approximately twice that of VA hospitals. 
Considering that we are a Hahn-type hospital, operating a 240-bed G.M. & 8. 
section, it is not possible to make exact comparisons with other Hahn-type hos- 
pitals and othér VA hospitals because of the physical layout and various types of 
patients. These problems have been discussed with responsible officials. The 
stabilization and well-rounding out of our staff will provide improvements. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.959. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.945. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? This is basically an NP hospital and for the 234 G.M, & S. patients we 
are allowed a 10-percent increase over the standard pattern. Similarly, for the 
80 TB patients we are allowed a 30-percent increase. These increases are in- 
tended to compensate and to provide for nutritional needs for special physical 
conditions and to overcome previous pericds of nutritional depletion. In addi- 
tion, it provides us with opportunity to give between-meal nourishments necessary 
for protein buildup. It also provides opportunity for doctors to prescribe special 
diets, of which there are approximately 40. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping; no nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The number of quarters provided for this hospital is important. It 
assists in stabilizing the chief members of our staff and provides an incentive for 
career oo in certain categories, especially those who are susceptible to 
transfers by virtue of promotions, since this generally assures them quarters 
regardless of where they may be assigned. 


mmon 


‘essary 
special 


or per- 


ecruit- 


nt. It 
ive for 
ible to 


uarters 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 3(9 


(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters are desired. However, the replacement of 
substandard quarters would add quality or stability to our staff. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $25 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Factors affecting costs are the ever 
increasing costs of supplies, commodities, equipment, utilities and services. In 
addition, we are constantly faced with the increased costs for personnel. In this 
situation we are told that in-grade promotions and reclassifications will be ab- 
sorbed within our dollar allocation. We are now finding that approximately 90 
percent of our personnel requirements are stabilized, whereas approximately 
10 percent of our personnel are involved in turnover. The first group, therefore, 
is constantly earning in-grade promotions whereas the second group never stay 
long enough to earn these promotions. The effect of absorbing these costs 
within our dollar allocation is to either reduce programs involving personnel, to 
defer desirable minor projects, to pinch on supply requirements, and more im- 
portant, to be unable to use ingenuity in installing desirable programs affecting 
the improved care and improved treatment of patients. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Cost consciousness is achieved through decentralization of the 
formulation and control of the budget. Funds are allocated to department heads 
who have the responsibility of operating within earmarked amounts. Cost 
records are maintained at department level and statements are furnished 
monthly to stimulate cost consciousness and control. Statistics are furnished 
in order that officials will be aware of costs of comparable operations. A con- 
tinuing systematic review of programs and operations is conducted which results 
in economies and simplifications. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


0.6 9, 434 
7.7 6, 853 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA Interim 
Issue CONTR-112, dated June 25, 1958, which include such items as deprecia- 
tion on plant and equipment, maintenance, utilities, supplies, ete., as well as 
personal services, and which were instituted for the purpose of making VA 
laundry operations comparable with commercial laundries. NP hospitals will 
report only costs excluding these memorandum accounts.) $43,500. 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece $0.025; per pound, $0.347. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? None. Patients are never 
maintained in the hospital to sustain an average daily patient load and by the 
same token, veterans are not hospitalized unless medically determined to require 
hospital treatment or hospital observation. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None at this hospital. The 
demand and need for operating beds in this area is such that regardless of how 
ans are allocated, our average daily patient load would be determined by funds 
available. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
runing a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 
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(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: None. 
(2) Visits to hospitals by patients on CBOC status: None; CBOC program 


was not started until fiscal year 1959. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. It is 
believed that the decentralization has not been changed. 

(6) Has your hospital had an internal audit of its administrative operations? 


oO. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? It would be beneficial because it would allow the 
staff of the hospital to compare operations with other hospitals. It should be 
conducted by a joint team of experts from VACO and a non-VA hospital. 

(d) The Area Medical Director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Not as helpful as more frequent visits would be. Also would recom- 
mend team-approach with coordination of total hospital operation, rather 
than present isolated field of audit. Suggest that consideration might be 
given to further decentralization of authority to area offices. 

(2) Of what value would you think these visits are to VACO? They 
should be of value for they transmit to central office a more vivid description 
of the station total operation. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., receatralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees and a number of potential 
managers. 

X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? . 


Fiscal Description Amount 
year 
1959....| MAIR 04-5482 Flame failure controls. $23, 000 
1960....| Alterations for research laboratory building 3.....................-...-----22 eee 10, 000 
Fire exit and fire wall, 6th floor, building 3__.......................-.-.-.-.._-_- 25, 000 
1961....| Air-conditioning, library and recreation hall, building 22....................2-.._- 7, 500 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
Manager’s quarters (California design) ____.- 28, 000 
Combined rehabilitation clinic, building 7... 16, 800 
Therapeutic pool, basement, building 4____- 9, 500 
Alteration for 16-bed female ward, building 7.._.....................--.-.-.-..--------- 8. 4, 500 
Housekeeping quarters (4) (California design) 72, 000 
Fusable links for 54 corridor harrier doors. ..........-...-.-..-.-.------ceee--e----ee-e---- 2, 500 
_ae pags to hospital and move double gates back 25 fect to meet widening of a 
Sanitary sewer, quarters 85, 88, and 91 (1,200 feet).....................--..---.------------- 4, 000 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Garage and vehicle operation 
Protective section 


Description Amount 

Roads and walks. ... 4, 200 
Repair of roads and grounds equipment....... .......-.-.ccceneccccnccccccccccccccccocccncce 6, 300 
Windows (shades, venetian blinds, awnings, screens, etc.) -........------------------------- 2, 000 
Boiler and boiler plant equipment_. - 64, 800 
Electric generating plant (standby) 650 
Engineering shop 1, 400 
Incinerators, trash and can washing. 16, 300 
Electrical distribution system (including transformer vaults) $1,250 
Steam distribution system (including condensation return lines) __................-------.- 1, 500 
42, 000 

30, 500 

31, 500 

18, 650 

103, 500 


Utilities 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


one. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


10, 000 

13, 000 

25, 000 

7, 500 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
ela of iol and grounds equipment 15, 600 
Windows (shades, venetian blinds, awnings, screens, etc.) ._........._.___------------------ 5, 000 
Electric generating plant, engineer shop equipment 1,300 
(6b) Minor betterments costing less than $2,000, excluding equipment 
Description Amount 
Hot well and pump powerplant 1, 800 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 


Replacement: 
Lawn mowers (4), ‘at $1,500 
Trucks, 


, Jarge 
Dental unit, complete with 


3. What, in your opinion, are the most pressing needs in your installation? 
Air conditioning, fifth floor, building 3; combined rehabilitation clinic, building 7; 
fusable links for 54 corridor barrier doors; relocate entrance to hospital and move 
double gates back 25 feet to meet widening of Lassen Street; sanitary sewer, 


quarters 85, 88, and 91 (1,200 feet). 


| | 


, 000 
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DENVER, COLO. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 1055 Clermont Street. 

City and State: Denver, Colo. 

Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, yes. 

Name, qualifications, and tenure of— 

(a) Manager: H. Martin Engle, M.D.; 13 years’ experience in VA; manager 
at VAH, Denver, for 4 years; member of American College Hospital Administra- 
tors; American Board of Internal Medicine; associate member of American College 
of Physicians. 

- (b) Assistant manager: H. Jaffrey; 12 years’ experience in VA; assistant man- 
ager at VAH, Denver, for past 1 year; member of American Hospital Association. 

(c) Director, professional services: F. J. Rachiele, M.D.; 13 years’ experience 
in VA; director of professional services at VAH, Denver, for past 2 years; mem- 
ber of American Board of Surgery; fellow of American College of Surgery. 


II. Bed capacity and patient load ° 


Hospitals— Type of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed 528 58 86 74 
528 58 86 74 
Beds not in use (unavailable): 
7. Type of bed not required for cur- 
rent operating plan regardless of 
Patients 506 47 84 74 
10. Average daily patient load for 12 
months ending Dec. 31, 467 41 83 68 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (lime 23 19 19 39 
18, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
203 16 48 (4) 
(6) Percent of total patients re- 
maining Jan. 10, 1957_....... 42 31 35 (4) 
1Included under psychiatry on 1957 report. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit Gating ear... 32 55 38 35 
15. Number of patients on trial-visit status as o Dee. a 6 8 12 13 


33427—59 22 
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16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
deg 5, 607 5, 543 5, 705 
5, 144 5, 020 5, 221 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. With the probable 
decline in demands for TB beds and the increasing need for P. & N. beds, conver- 
sion of some of these beds may be required. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
= wqaeeny 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G. M. & S. patients, 23.8 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
Stay 
13 7 
47 13 
Hemorrhoidectomy 48 10 
Subtotal gastrectomy for duodenal ulcer_-__.........-.........-.----.----.--- 10 22 
Prostatectomy: 
Retropubic 3 29 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Continuous emphasis on problem in staff meetings, monthly reports 
submitted to each chief of service. Scheduling admissions and discharges 7 days 
a week. Scheduling of routine X-ray and laboratory examinations prior to 
patient’s arrival on ward. Availability of X-ray and laboratory personnel 7 days 
a week. Monthly review of length of stay report by management. _ 

(6) What improvements have you made since your last report to this com- 
mittee? (1) Positive planning program for discharge of patients; (2) publicizing 
Fp of long-term patients who have reached maximum hospital benefit to 

AVS and service organizations; (3) improved clinical recording and transcription 
techniques. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) (1) The inability to 
provide outpatient workup for non-service-connected patients; (2) current level 
of non-service-connected pensions do not cover costs of nursing homes and 
families are unable to take patients out of hospital. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be o 
importance in the future. (If so, describe.) Increasing difficulty in disposition 
of aged, infirm, and chronic patients who have reached maximum hospital benefit 
lengthens the hospital stay. 


BR 
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4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Present pro- 
cedures provide for posthospital followup. Unrestricted outpatient care would 
not necessarily reduce length of stay. Conceivably, there would be an increase 
in average length of stay statistically, as many short-term readmissions keep the: 
average down. ‘Total hospitalization of individuals could be reduced. . 

(b) What effect would such a program have on your cost of operation? In- 
creased cost of drugs and transportation, as well as need for additional staffing. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Length of stay cannot be appreciably reduced at this station without 
impairing quality of care. 

6.. What is needed to improve turnover of patients? Turnover at this station 
exceeds 100 percent. It is felt that this is optimum considering the number of 
TB and NP beds in operation and the relative length of stay of such patients. 


IV. Waiting lists 


1. Number of eligible applicants eid hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals [hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 28. 

3. What system do you use for scheduling admissions from the waiting list? 
The waiting list is reviewed several times per week by admitting physicians. 
VA admission priority system carefully adhered to. Attempt made to keep 
waiting list as small as possible. Waiting list cases are given priority over walk-in 
applicants. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 64. Telephonic for past 60 days held pending P-10. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’”’ please describe the circumstances. Only emergencies. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,408; approved, 3,059; rejected, 1,349. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of. December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty ( 

from 1956 

Dec. 31, 1956 | Dee. 31, 1958 tol 

A. Total... 647.5 624.2 —23.3 
2. Physicians, full- and part-time -- 22.0 21.4 —.6 
3. Physicians, residents and interns... 30.5 33.5 +3.0 
Physicians, consultants and attendings_...........-. 8.5 6.9 —16 
3.5 3.0 —.5 
106. 0 113.0 +7.0 
8. Therapists and technicians 33.4 28.1 —5.3 
9. Social workers...............-. 3.0 3.2 +.2 
10. Office of manager, personnel, and finance..._......_- 19.5 21.7 +2.2 
12. Other food-service employees... $4.0 79.5 —4.5 
14. Engineering maintenance (exclading laundry) -.---.- 17.7 20.0 +2.3 
15. Engincering operations (excluding laundry) 36.3 25.9 —10.4 
17. 8 6.0 5.0 —1.0 
18 1 other staff___- = 131.7 124.9 —6.8 


1 In physical medicine, dentistry, laboratory, X-ray. 


20. What was number of guards on duty December 31, 1958? 3. 
21. (a) — of patients on January 12, 1959, who are in industrial therapy 
rogram: 14, 
” (6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 28. 
(c) Average days of hospitalization of patients reported in (b): 63. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... _.....--- 95 97 98 
Average payment per consultant or attending !__............- $630 $548 $572 
Total amount paid to all consultants and attendings !......... $59, 910 $53, 225 $55, 420 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Medical education and research unquestionably attract academicians with 
superior training and scientific medical interests, which assures the VA of recruit- 
ing some of the best men in the Nation and consequently provides the best in 
patient care. Good medical personnel tend to attract better professional people 


i+! 
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in the ancillary services. An educational climate is a definite stimulus to all 
personnel to maintain a continued progressive attitude in the new as well as the 
old aspects of medical treatment. Many research projects have already con- 
tributed much to patient care and will continue to do so, particularly in the fields 
of cancer and heart disease. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research and train- 

ing (pro- 

gram 8300. 
2) Gifts and donations deposited in general post fund_-_.-............-..----]-----.--------|-------.-----. 
(3) Grants from other sources administered through affiliated medical schools- if Sate 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 


(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition 110 1 17 82 
(1) Patient has —— serv- 
ice-connected disability... 3 20 
(2) In receipt of VA pension. | | 5 19 
In hospital more than 30 days. 11 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: Not apply. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Assignment of benefits obtained and charges submitted on all potentially 
collectible cases. Collection efforts are continued until payment received or 
determination made that no liability exists. Estimated cost of program, $4,904. 

Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calender Calendar 


BS 


Amount $155, 
2, 


dus- 
9 
$572 
420 
Itants, 
dings 
pital? 
with 
17, 013 
people 
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- Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the pereay or of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 11. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Veterans advised of estimated 
number of hospital days and further advised that cost will vary from $20 to $50 
per day and possibly more. Total cost range is given and veteran is advised 
to consider insurance coverage before signing application. Veteran is also re- 
minded of penalties for fraudulent statement. 

8. In your opinion are there abuses of non-service-connected care? We do 
oe 7 there are any significant abuses of non-service-connected care at this 

ospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total . 
connected connected 
Spanish-American War... 100 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
Average daily patient 428.0 458.0 472.0 468.0 465.0 
6) Full-time equivalent staff... .......... 644. 5 646.6 621.0 627.4 631.3 
(c) Sing idncntencsincsce $3, 240, 947 | $3, 467,202 | $3,545,953 | $3,870,195 | $4,076, 567 
(d) Salaries of staff ?_..................--- 2,554,741 | 2,768,518 | 2,822,884 | 3,118,397 3, 382, 643 
26, 209 25, 464 24, 910 22, 760 24, 920 
¢ Communications - -........--.---.----- 15, 524 13, 834 15, 253 13, 295 12, 718 
) Utilities (gas, coal, water, etc.).......- 38, 269 40, 742 30, 905 47, 345 46, 677 
189, 336 187, 076 200, 705 205, 674 196, 629 
(i) Drugs and medicines___---------.----- 101, 475 108, 774 127, 609 124, 933 128, 149 
supplies 76, 441 78, 453 93, 423 362 103, 117 
Asse’ Cc) uding u 
15, 499 20, 399 24, 702 36, 521 5, 122 
223.942 205, 562 194, 908 176, 592 
(m) Cost per discharged patient_...-~...-- 494 544 580 623 690 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
1 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Standard of medical care is acceptable. 
Budgetary limitations do, however, present potential staffing hazards. 

3. Does the allotment of funds on the basis of average dail patient load 
increase or decrease the patient’s length of sta ? How or why t would be 
our belief that on a national basis this system of budgeting does tend to increase 
length of stay. It has not been a factor locally because of a constant heavy 
demand for beds. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistical anal- 
yses and summaries of all VA hospitals distributed by central office provide a 
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basis for good comparative standards. Comparison with civil hospitals is difficult 
and rather inappropriate. VA hospitals are encouraged to submit data where 
appropriate for agencywide application. Work rate standards have been devel- 
oped and are in use in certain administrative areas of VA hospital. Comparative 
data are frequently discussed with responsible officials. 

5. (a) What is the onezoge raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.085. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.964. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Paraplegic and tuberculosis patients receive an increase of 20 percent in 
protein over the basic hospital ration because these two are tissue-depleting con- 
ditions and require the additional protein caloric intake. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping; no nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? At this station availability of quarters has relatively little effect on 
staffing or recruitment. This may be attributed to the central location of this 
hospital in this rather large metropolitan area. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $13,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. 

(a) Increased cost of personnel services for fiscal year 1959 over previous year— 
$294,000. (There has been a reduction in the total number of employees, but 
the average salary per employee has risen significantly.) 

(b) Continued increase in cost of commodities and services. 

(c) Rise in cost of utility rates. 

(d) Use of new drugs, especially in field of psychiatry, and higher costs of new 
medications in all specialties in medicine. 

(e) The wage board program costs approximately $75,000 per year more than 
rates would have been if old CPC classifications had been continued. 

The effect of all of these factors has been to reduce staffing to a marginal level, 
less expensive foods are used in rations and, in general, services to patients have 
not been as liberal as might be considered optimal. A good effect has been that 
it has become necessary for every employee to be extremely cost conscious. 

9. What internal programs have you developed to engender cost consciousness 
at your station? 

a) Greater emphasis on management improvement. 

(b) Utilization of budget committee, composed of key staff members, to evalu- 
ate all budgetary allocations and requests. 

: (¢) Decentralization of funds for salaries and other costs to division and service 
chiefs. 

(d) Periodic discussions of budget problems with entire staff. 

(e) Continued and greater emphasis on incentive awards. 

(f) Formal appraisal of staffing and organization through use of good manage- 
ment tools. 

(9) Priority of equipment replacement. 

(h) Increased emphasis on training in all fields. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patien y 
Pieces. 
$$ 


100 

100 

100 

100 

100 
| 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.029; per pound, $0.039. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.048; per pound, $0.066. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None at this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None at this station. Patient 
demand equals or exceeds available beds at all times. 

13. (a) If CBOC ms sap could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
hospitalization? None. 

(b) at was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $27,898.52. 
ts} Visits to hospitals by patients on CBOC status: 3,064. 
(3) Cost per visit: $9.11. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for aap, Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples: 
(1) Greater decentralization of classification authority to field stations; (2) greater 
authority in local D.M. & §. appointments and promotions; (3) relaxation of cen- 
tral office approval of major items of equipment; (4) lifting of object restrictions 
in budgetary operations; (5) increasing $1,000 local construction limitation to 
$2,000; (6) the entire primary fund allocation concept continues to receive greater 
emphasis; (7) approval of private hospital contracts; (8) local approval of cash 
awards for incentive awards program. 

(b) Has your hospital an internal audit of its administrative operations? 


i Was the team personally experienced with hospital operation? Yes. 

2) Was it apparent whether paramount interest was in good practical ad- 

ministration or in how well central office minutiae of procedures were fol- 

pin General impression was that of interest in good practical adminis- 
tion. 

(3) How was the internal audit valuable to your hospital? Observations 
and recommendations were made on an impersonal basis. Majority of 
recommendations were constructive and timely. 

(4) Were you pressured or compelled to adopt any impractical or in- 
hibitive operational changes as a result? No. 

(c) If.a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It could conceivably assure a hospital of an ob- 
pe and equitable analysis of the quality of patient care. It could probably 

oe conducted by a joint team of non-Government and central office repre- 
sentatives. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
They are of definite help and would be of even greater assistance if area offices 
were os te more authority and funds so that more adequate staff could be 


sec . 
(2) Of what value would you think these visits are to VACO? Area office 
a act as the eyes and ears of central office and constitute an effective 
ison group in this regard. 
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(3) Would less frequent visits be more useful? Visits to this station are 
not too frequent. } 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Mandatory directive material has been 
lessened, which permits greater leeway and flexibility in local procedures. Func- 
tional flow charts have been eliminated from directive material. The decentral- 
ization is beneficial to this hospital’s operation. 

2. Is the management development program directed toward making good em- 
ployees or good managers? Good employees, since the accepted concept of the 
management development program is the development of the individual. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1959_...| Remodeling auditorium. $7, 500 

Flame failure controls... 17, 265 

This is to convert the present refrigerator, which is an entry to the present 

deep freeze, to a deep-freeze box. Additional deep-freeze space is required to facili- 
tate the storing of larger quantities of frozen foods. 

1961....| Ceiling mounted X-ray 11, 446 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
This project will de for TB patients nw 
project w outdoor area 
(6) Alternate primary 3, 000 


This station has one primary feeder. This will provide a di feeder 
from another substation to insure the best 
(c) Convert elevators to automatic, building No. 1......................-..-.-------------- 90, 000 
Conversion of 4 passenger elevators to fully automatic Phase corte complete 
elevator service to building No.1. Cost of conversion would itself in 4 7 
nstallation of a complete underground sprinkler system will reduce the amount 
of labor required to maintain the station —— 
(e) ey research building No. 19 to house eleetron microscope and provide additional 


100, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
Maintenance chargeable to station funds and scheduled for fiscal year 1959: 
Recabling two freight elevators, $1,533; seal coat and build up at the loading 
docks, $3,500. 

(b) In addition, list those items deferred due to lack of funds which in your 
—— will result in further deterioration of property because of such referral: 

o items deferred. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiseal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
abdling 
Fiscal year 1961: + 
2. Major overhauling of laundry equipment-._............... 2,000 
3. Overhauling condenser. 1,000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1. Relocation of dish machine in dietetics _ $1, 500 
2. Installation of chain link fence west boundary of station, approximately 650 feet... _..-.-- 1,800 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Air conditioning for pharmacy and fiscal division areas-..-...- a $3, 000 
2. Replacement of intercoms on Ist and 9th floors. ...............-.---.-.-----.----...----- 2, 000 
MODERNIZATION OF X-RAY DEPARTMENT 

3. Amplifier, image, X-ray, fluoroscopic, 600201 F ...............--...---.------------------. 25, 000 
4. Complete Schonander, including: film changer set, radiographic, medical, biplane 

Schonander, 220-volt, 60-cycle, single-phase motor, 6020030NS; syringe apparatus, 

automatic, high pressure, Gidlund, 6136200NS; table, radiographic, Schonander, with 

bakelite top and bakelite top and metal frame, 32 by 26, 79-inch, 6156300N8; tube, plat- 

form, medical X-ray apparatus, lateral movable der, 6169175NS__..........-.- 15, 000 
6. Phillips contact therapy unit....._.............-.-...---------.- 2, 700 
7. Strontium 90 medical applicator, 50 121, 000 
8. Constellation II radiological table and ce g tubemount, with spot film device motor 

pa age By | and shoulder rests, KV140 radiographic tube, 125-kilovolt fluoroscopic 13, 500 

ube, 


1 Does not include construction cost of building to house equipment, 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) The assurance of budgetary stability in the future which will provide for 
increases in costs of salaries, commodities, and services. (6) Modernization of 


X-ray department. 
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FORT LYON, COLO. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 


City and State: Fort Lyon, 


Colo. 


Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 


no 


Name, qualifications, and tenure of — 


(a) Manager: Harold J. Madsen, M.D., diplomate, APA; 6 months, Fort Lyon, 


June 15, 1958. 


(b) Assistant manager: John A. Beckett, member, ACHA; 12 years, Fort Lyon 


since December 30, 1956. 


(c) Director, professional services: None. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year -- 115 127 161 118 
15. Number of patients on trial-visit status as a aaa: 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
15 10 18 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. No particular trend 


indicated. 
IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (Total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 

Total 672 100 
Less than 1 year 168 25 
1 year and less than 2 77 12 
2 years and less than 81 12 
5 years and less than 10_. 49 7 
10 years and over 297 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Patients are constantly under review by Sen personnel with ultimate goal 
being their release from the hospital. ember-employee program, foster home 
placement program, job a, agen program, trial visit program. 

(6) What improvements have you made since your last report to this commit- 
tee? Replacement of all furniture and obsolete equipment, replaced floors in 
—_ and ward buildings with rubber tile, partially replaced leaking gas distri- 

ution pipes. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. Length of stay 
affects motivation of patient to leave hospital. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increase in age. Sasceunel use 
of antibiotic drugs prolonging life span. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital follow-up care, as needed, on an outpatient basis? Length of stay 
would be reduced. 

(6) What effect would such a program have on your cost of operation? If this 
station were able to acquire the nec personnel and facilities to provide 
outpatient treatment it would materially increase the cost of operation. 

5. What would you suggest to further reduce hospital stay without morning 
care? None. Insufficient professional personnel necessary for maximum care 
our patients are on duty at the present time. 

6. What is needed to improve turnover of patients? Increase in number of 
professional and semiprofessional personnel. 
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IV. Waiting lists 


1. Number of eligible applicants ao hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA} Not yet 
hospitals [hospitalized 
WP 88 80 8 
Domiciliary care: Total applicants-..-..... 0 


2. i many patients are scheduled for admission subsequent to January 12, 
1959 wo. 

3. What system do you use for scheduling admissions from the waiting list? 
Waiting list maintained in accordance with VA Circular 18, dated September 8, 
1958. Patients scheduled in accordance with priority established in this circular 
with veterans who have been on waiting list the longest period of time being 
authorized first within each priority group. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. All service-connected veterans are 
admitted without placement to the waiting list. Emergency non-service-con- 
nected cases are admitted without placement to waiting list if s are available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 147; approved, 97; rejected, 50. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee, 31, 1956 Dec. 31, 1958 to 1958 

1. 471.0 489.2 +18. 2 
2. Physicians, full- and part-time. 6.0 8.0 +2.0 

3. Physicians, residents and interns...................-. 0 0 0 
4. Physicians, consultants and +.1 
5. 1.2 2.0 +.8 
8. Therapists and technicians !_............_....--....- 29.0 32.0 +3.0 

9. Social workers.................... 4.0 4.0 0 

10. Office of manager, personnel, and finance_........._- 16.0 16.0 0 

12, Other food-service employees.................-...-.. 62.5 61.0 —1.5 

13. _ 14.3 14.3 0 
14, Engineering maintenance (excluding laundry)-...... 35.0 35.3 +.3 
15. Engineering operations (excluding laundry) _........ 33.0 31.2 

17. Special services. 11.3 11.3 0 
18, All other staff 65.5 60.5 +4.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 11; annual wage 
(average), $772. 

(6) What is the value of this program to the member and to the hospital? We 
believe the program has materially assisted patients. It has given them confi- 
dence in their ability and has enabled them to make a better adjustment when 
subsequently discharged from the hospital. It has also had a beneficial effect on 


other patients in the hospital and assisted the medical staff in their treatment of 
our patients. 
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20. What was number of guards on duty December 31, 1958? Five (combined 
jobs classed as fire re pe general). 

21. (a) as ali patients on January 12, 1959, who are in industrial therapy 
pre am: 

) ee ammcrmg of patients discharged during past 3 months who were given indus- 
trial therapy: 

(c) Average days of hospitalization of patients reported in (b): 997 days. 

22. Number of patients in day hosvitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 ¢ ) 
1957 1958 1959 
Number of different persons who provided service -._......-. 8 8 6 
Average paymen oe consultant or attending !_____________._ $100 $100 $100 
Total amount all consultants and semnanerecentt Kassel $3, 550 $4, 450 $2, 100 
Total for travel on $573 $750 $245 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient-care program by the presence 
of (1) research, and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? Personnel in these categories not available for employ- 
ment at this isolated station due to low salaries paid. 

3. Amount of funds available in fiscal year 1958: None. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 

Entitle- | Entitle- | insurance 
ment ex- ment 
hausted 


(c) For of non-service-con- 
(1) Patient has compensable serv- 


1 Any form of prepayment insurance. 


Note. receiving care for a non-service-connected disability be in more than 
one of the categories in c above, show him only in that category appearing Ist 


+) For treatment of a service-connected 
| | 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury. None. 

és) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Action is taken to collect payment for hospitalization under insurance 
plans in accordance with provisions of interim issue 10-424. Estimated cost of 
collection program for calendar year 1958 was $9.03. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed....- $6, 326 $1, 159. 35 


My Is the addendum filled in before or after the oath of inability to pay is signed? 
fore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Not applicable. 

8. In your opinion are there abuses of non-service-connected care? Not in 
mental hospital program. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spanish-American War 50 50 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
3 Average daily patient load__._._...__. 749.0 665.0 653.0 651.0 658.0 
b) Full-time equivalent staff__.......____ 474.0 474.0 473.8 474.3 500. 2 
(e) Total $2, 571, 484 | $2, 502,269 | $2,585,718 | $2,804,002 | $2, 965, 525 
(d) Salaries of staff ?...................____ 1,880,278 | 1,883,812 | 1,943,648 | 2, 162,912 2, 389, 144 
3, 365 2, 518 4,31 3, 847 
(f) Communications...............___.__- 2, 357 2, 2,731 2, 405 2,717 
' Utilities (gas, coal, water, etc.)_._-.__- 71, 690 83, 334 78, 275 85, 152 88, 361 
248, 758 210, 502 216, 242 225, 067 227, 000 
i) Drugs and medicines.........____.___- 9, 289 28, 652 39, 080 55, 976 51, 002 
Medical and dental supplies... ____ 16, 348 34, 280 27, 981 28, 800 27, 750 

k) Asset acquisitions including equip- 
90, 077 56, 163 65, 139 79, 923 33, 451 
All 205, 320 200, 428 159, 454 142, 253 
(m) Cost per discharged patient... ......_._ 6, 259 9, 691 9, 490 13, 625 12, 013 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
all payroll analysis 4, 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No; while we have difficulties in securing 
professional personnel such as physicians and nurses, additional funds would per- 
mit us to employ additional nursing assistants and ancillary personnel. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Does not make 
any difference. 

4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistical re- 
ports are available. Improvements are being made. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.875. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.068. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? ean 53 patients are on special diets ordered by the physicians. 

6. (a) of December 31, 1958, give the number of vacant quarters for per- 
sonnel; 4 housekeeping; 16 nonhousekeeping. 

(b) How important are these quarters in Booman | staff and/or for recruit- 
ment? Assist us in maintaining personnel on duty and are offered as a further 
inducement in the recruitment of additional personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? We do not believe additional quarters are required on this station at 
the present time. 

(d) Could cost of such quarters be a lucrative investment? See answer above, 

7. What, in your opinion, is the capital value of this installation (all buildings) — 
based on a replacement cost? $20 million estimated, based on current construc- 
tion cost. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Rising costs of labor, services, supplies, 
materials, utilities and all commodities used in hospital operation. The effect is: 
less can be accomplished with a given amount of funds. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Formalized procedure set up by hospital memorandum provides 
for the submission of departmental estimates for their particular operation by 
quarters. Quarterly reviews are made of expenditures of funds by all depart- 
ments and services. A budget advisory committee has been set up to review 
requests for funds by departments and services. Periodic discussions of status 
of the station finances are discussed at the weekly manager’s staff meeting. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number | patient-day 


Pounds 1,894, 032 7.9 


(b) What was the cost of laundry service during the last six months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the eee oy of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 

memorandum accounts: Per piece, $0.0210; per pound, 


11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None; Average daily patient load 
has no bearing on our policy of admitting and discharging patients. 

12. How many operating beds could be closed if we were not forced by the aver- 
age daily patient load-concept of financing just to maintain an average daily 


se & 
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patient load so funds would not be withdrawn? None. This VA mental hospital 
serves most of Colorado, all of New Mexico, northwest Texas, northwestern 
Oklahoma, and western Kansas. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds spectnealy slooste’ on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None in this type hospital. Due to extreme 
isolation of this hospital we cannot utilize CBOC program. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: None. 
(2) Visits to hospitals by patients on CBOC status: None. 


(3) Cost per visit: None. 
IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953, 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been more 
increased than diminished? By what methods? Cite examples; Remained 
approximately the same. 

(b) Has your hospital had an internal audit of its administrative operations? 

(3) How was the internal audit valuable to your hospital? See 1(b). 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? See 1(6). 

(c) If a fair “professional medical audit’* could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Periodic review of operations, both professional 
and administrative, stimulates and provides personnel with incentive and knowl- 
edge of ways and means of better utilization of personnel and procedures. We 
suggest audits be conducted by outside sources. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Provide information relating to operations of other field stations which is 
helpful in improving our own local station’s procedures and tends to uphold 
presently approved standards, 

(2) Of what value would you think these visits are to VACO? They enable 
central office to have more adequate and intimate information regarding field 
stations’ operations. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.1.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959 | 05-5132 Flame failure safety controls (boiler plant).............--.---s----+---<-- $6, 940 
05 5119 Automatic fire sprinklers (building 3)...............-.--..--..--2-2--2 1 4,300 
05-5114 Underground sprinkler system (grassed areas, parade ground) 1 16, 500 
| Estimate. 


Note.—Not programed, or under consideration for fiscal year 1962: The fol- 
lowing listed projects have been submitted to central office and are under con- 
sideration: (1) Elevator, Page sty Sale 7; (2) Air conditioning for auditorium and 
recreation, building No. 3; (3) Cemetery irrigation; (4) Fence rear of station; 
(5) Modernize dietetic area, building No. 6; (6) Chapel, libraries, assembly hall; 
(7) Change elevator in building No. 4 to automatic; 

C onstruction of new chapel is under consideration by central office for the 1962 
construction program. 


33427 O—59——23 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Partial anes of gas distribution system—emergency contract services..._............ $1, 857 
Material (furnished by station) --..............- 3, 470 
Repairs to smoke stack boiler plant—emergency) - 1,218 
Roof repairs, building No. 401 (contract). ............-....-....--.----.---------- x 739 
Kitchen equipment, building No. 6 530 
Burners, gas, for 3,777 


Note.—Most of above work has been accomplished since July 1, 1958, or during the 1959 fiscal year. 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
Replacement of underground water distribution system.......................------.----.. $100, 000 
Rebuilding of station street and road system, incl base course and new oil mix material. 50, 000 
air conditioning unit in building No. 5.............-.----.-.----------- 5, 000 
Additional settling tank, sewage disposal plant t 11, 00¢ 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1b above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Fiscal year 1960: 

Installation of new conductive tile and interruptive transformer in surgical operating 
suite (to comply with area medical recommendations) $3, 300 
P a new 31-inch lawn mower, rotary type-- 1, 250 
af now YOtadh m and walls of vegetable paration 

q an on floors room 
(dietetics) building No. 6 (to comply with area dietetic supervisor’s fines nme ndation) - 2, 200 


(6) Minor betterments costing less than $2,000, excluding equipment: None in 
planning stage at present. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

Two 28 buses to replace present 000 

new A-ray Machine. 6, 500 

Procurement of new centrifugal, motor-driven water pump, 600 gallons per minute ca- 3, 500 

Procurement of new steams driven vacuum pump, bolicr plant bs 4, 500 


3. What, in your opinion, are the most pressing needs in your installation? 
Professional personnel, psychiatrists, nurses, social workers; elevator, building 
No. 7; air conditioning for auditorium and recreation, building No. 3; cemete 
irrigation; fence rear of station; modernize dietetic area, building No. 6; pre! | 
libraries, assembly hall; change elevator in building No. 4 to automatic; replace- 
ment of underground water distribution system; rebuild station street and road 
system, including base course and new oil mix material; redesign air-condition- 
ing unit in building No. 5; additional settling tank, sewage disposal plant; in- 
stallation of new conductive tile and interruptive transformer in surgical operat- 
ing suite; placement of quarry and ceramic tile on floors and walls of vegetable 
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preparation room (dietetics) building No. 6; 2 28-passenger buses to replace pres- 
ent vehicles; 200 domiciliary type hospital beds; image amplifier for new X-ray 
machine; new centrifugal motor-driven water pump, 500 gallons per minute 
capacity (replacement); procurement of new steam-driven vacuum pump for 
boiler plant. 


GRAND JUNCTION, COLO. 
I. General 


Name of hospital: Veterans’ Administration Hospital, Grand Junction, Colo. 

Street address: 2121 North Avenue. 

City and State: Grand Junction, Colo. 
Pha of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: A. A. Bolotin, manager since November 21, 1954. 

(c) Director, professional services: J. Andrew Hall, M.D., director, profes- 
sional services since June 10, 1953. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless % 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 131 1 2 7 
10. Average daily patient load for 12 
months ending Dec. 31, 1958......... 115 2 4 3 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit di year_..- 0 0 0 0 
15. of patients on trial-visit status as of Dec. 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Increase in age of 
patients. Older age groups have more chronic disabilities requiring longer periods 


of hospitalization. 
III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 23 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal 4 18.3 
Prostatectomy: 


ring 
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Roster of operations 


HERNIORRHAPHY 
Diagnosis Birth date | Number 
of days 
Bilateral direct: inguinal hermies. . Sept. 1, 1903 17 
Average number of days of hospitalization -................-...-.----.--- [-ern-ramennnnne 13.6 
HEMORRHOIDECTOMY 
tntereal and external hemorrhoids, thrombosed_.................----.---------- Oct. 30, 1895 18 
Internal and external hemorrhoids......................---.----.--------------- June 8, 1894 7 
Average number of days of hospitalization._......-.........-----....-----|.-------------- 15.5 
CHOLECYSTECTOMY 
Acute cholecystitis with cholelithiasis... . 18,1910 14 
Chronic cholecystitis with cholelithiasis. __.....................-------.------.- Aug. 24, 1894 24 
Average number of days of hospitalization----...........-..-..-----------]--.-----+----.- 22. 42 
SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER 
23 
Duodenal ulcer with hemorrhage 32 
Average number of days of hospitalization... 18. 25 
PROSTATECTOMY TRANSURETHRAL 
Adeno Of Mar. 30, 1893 22 
Average number of days of hospitalization.._._...................-......-].----------..-- 35. 66 
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3 (a) What system of control do you have to insure a minimum stay in hospital? 
We have a length-of-stay committee which makes periodic stay study on a random 
sampling of patients. The number of hospital days for each patient by ward 
pe ope is also furnished at intervals to chiefs of services for their information. 

ngth of stay is discussed periodically at medical staff meetings. Patient leave 
and CBOC procedures are effectively used to keep down length of stay. 

(6) What improvements have you made since your last report to this com- 
mittee? Length of stay has been reduced from 32 days per patient during 1956, 
to 28 days in 1957, and 25 days in 1958. Improvements in scheduling, elimina- 
tion of desirable but not essential laboratory tests, and establishing of a blood 
bank lessening delay in elective surgery, have helped in reduction of length of stay. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None noted at this 
time. 

(d) Are there any identifiable differences In the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) We do not have a psychiatric 
service in this small hospital; however, we do occasionally receive an NS > psychi- 
atric case which presents a problem as to disposition. Beds generally are not 
available for NSC cases in VA mental hospitals. Long-term older patients present 
problems as to disposition. There is the occasional patient who keeps ——— 
up new physical complaints to prolong hospital stay. In the future one coul 
expect increased length of stay due to the greater frequency of chronic disabilities 
in the older age group. 

4 (a) What would be the effect on length of stay if you were able to provide 
panna 9 followup care, as needed, on an outpatient basis? Approximately 

0 percent of our patients are from our immediate vicinity. The remaining 
70 percent come from areas 60 to 300 miles distant. The percentage would be 
just the opposite where a hospital is located in a large metropolitan area as well 
as a smaller area covered. We utilize our CBOC procedures in this former group 
for continuing care when necessary. Those in the latter group (70 percent) 
would not report to the hospital for outpatient care because of distances from 
the hospital. Posthospital care on an outpatient basis would not be the answer 
to the problem here. 

(b) What effect would such a program have on your cost of operation? Very 
little effect. 

5. What would vou suggest to further reduce hospital stay without impairing 
care? No suggestions at this time. We are continuing our study of cases and 
generally will follow the controls mentioned in 3(a) of insuring minimum stay 
without impairing care. F 

6. What is needed to improve turnover of patients? In view of our low length 
of stay and high turnover, very little improvement is anticipated. Our objective 
is always to release a patient when he has attained maximum hospital benefit. 


IV’. Waiting lists 


1. Number of eligible applicants not vet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 
ha gamma patients are scheduled for admission subsequent to January 12, 

3. What system do vou use for scheduling admissions from the waiting list? 
Applications are filed in date order in cach priority group. The oldest applica- 
tions are pulled for scheduling as beds become available. We do experience 
waiting lists at various periods of the vear. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please deseribe the circumstances. Yes. Emergencies and veterans 
secking admission for hospital treatment of service-conneeted conditions are ad- 
mitted immediately without placement on waiting list. Occasionally a veteran 
may also report for admission without prior authority from a considerable distance 
in our area who may be urgent vet not emergent. Travel distance and urgency 
of treatment are taken into consideration in determining admission or placement 
on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 917; approved, 812; rejected, 105, 
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V. Hospital staff 
ar full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
1. 190. 1 183. 95 —6.15 
2. Physicians, full- and part-time--._-................-. 8.6 9 +.4 
4. 2.4 2.1 -.3 
6. 26.5 23 —3.5 
8. Therapists and technicians 9 
10. Office of manager, personnel, and 10.5 
12. Other food-service employees... 23 19.5 —3.5 
14. Engineering maintenance (excluding laundry) 23 22 | 
15. Engineering operations (excluding laundry) ________- 16 15 ad | 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: Noners Annual 
wage (average): None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial theranv 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service..._....___- 2 26 16 
Average payment per consultant or attending: ! 

Total amount ‘908 to all consultants and attendings '.....___. $12, 598 $13, 128 $7, 405 


' Exclusive of travel. 
*? Consultants from Denver or Salt Lake City are paid a fee of $100 to cover all expenses, including fee. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category | Full time Part time | Consultants, 
! attendings 
All others 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? By 
development of different clinical techniques which have been used in actual 
practice and by improving the professional stature of the physicians engaged in 
these activities. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
3. Grants from other sources administered through affiliated medical schools_ Nene }eccrpact.e- 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


| General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
| Without 
Entitle- ; Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(>) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition 2 2B 
(1) Patient has compensable serv- 
3) In hospital more than 30 days. 10 


! Any form of prepayment insurance. 


NoteE.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) “Number of veterans admitted since July 1, 1958, who-at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 3. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) The only change noted since the report of January 1957 is in proces- 
sing of veterans hospitalized for a condition incurred in the course of employment 
who may be entitled to industrial insurance coverage. We call to the attention 
of the chief attorney, VA regional office, the facts and supply him with information 
concerning the admission of all such patients. The insurance carriers of all other 
types of hospitalization insurance are billed for treatment furnished to policy- 
holders where applicable. Where there is some doubt about billing, collection, 
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ete., we refer such cases to our chief attorney for decision or other action. We 
have experienced a considerable drop in billing and collections primarily because 
clauses contained in policies such as: “deny any liability for treatment received 
in a Government, State, or other tax-supported institution’; “that claimant 
incurred no cost to himself while hospitalized in a VA hospital’; or that “all 
benefits are paid directly to the insured, we therefore cannot honor the assign- 
ment.’”’ Estimated cost of collection program for calendar year 1958 was $1,249. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Because of varying charges of 
private hospitals and doctors for treatment; how long a patient would be under 
private care or the lack of knowledge as to the extent of most patients disabilities 
until a thorough examination and other tests can be accomplished, it is difficult 
to give an accurate estimate as to probable cost in non-VA hospitals. We do, 
however, give the veteran all possible counseling he may need. We have a list 
containing the more frequent noted disabilities, the average stay, and estimated 
cost for private care which is used in counseling the veteran. We also answer 
any question the veteran may have concerning the addendum and ability to pay. 

8. In your opinion are there abuses of non-service-connected care? Completion 
of the addendum and signing of the oath of inability to pay in connection thereto, 
discourage some veterans who actually cannot afford private care from applying 
for hospital treatment from the VA. They are reluctant or overly conscientious 
because of misunderstanding of the purpose of the addendum. We feel it keeps 
as many deserving veterans from applying for care through the VA as it does 
those who can afford it. Generally, we would say there is very little abuse of 
non-service-connected cases. . 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
A SS Se 118.0 119.0 115.0 117.0 116.0 

185. 8 182.7 186. 2 181.2 183, 85 
(c) nn es $969, 647 | $1,011,477 | $1,056,589 | $1, 155, 405 $1, 181, 948 
8 774, 721 821, 595 841, 466 925, 403 979, 823 
3, 083 3, 155 4,614 5, 367 7, 455 
PS kidcdGeiiapertenmanen 7, 091 6, 865 6, 943 6, 451 6, 515 
@ Utilities (gas, coal, water, etc.).......- 3, 700 25, 681 28, 923 30, 763 31, 414 
258 45, 505 44, 677 47, 712 924 
(i) Drugs and medicines___...........--- 671 23, 795 29, 755 31, 31, 012 
) Medical and dental supplies _---.....- 12, 814 13, 447 14, 445 18, 015 16, 466 

k) Asset acquisitions including equip- 

17, 034 9, 130 18, 105 29, 635 7, 582 
73, 325 62, 304 67, 661 60, 719 52, 757 
(m) Cost per discharged patient........... 571 740 700 672 666 

1A for common services: Show all costs to nearest dollar of actual cost. 
3 all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. However, because of price increases 
the need for more and more maintenance and repair, equipment replacement, an 
other increased costs, the medical program as well as other programs could 
ay be affected if these costs must be absorbed from present primary fund 

location. 

3. Does the allotment of funds on the basis of average daily Spe wey load increase 
or decrease the patient’s length of stay? How or why? e feel that our low 
length of stay and high turnover rate indicates that the allocation of funds on the 
basis of average daily patient load has not affected length of stay here. We do 
feel that in this type of funding system the possibility of controlling length of stay 
to maintain required average daily patient load is conceivable. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards with other VA hospitals are generally adequate. The variable condi- 
tions existing at different hospitals, e.g., area served, climate, age of buildings, 
labor market, age of equipment, size of grounds, and structure of buildings, 
nearness to markets, laundries, etc., must be considered. Comparison with civil 
hospitals is limited because the services included in cost figures are so different. 
The comparisons we have are appropriate as cost analysis guidelines. Sizable 
differences in costs between stations of similar size and operation are cause for 
careful study of our operation. More detailed special studies instead of the same 
cost figures regularly might be an improvement, e.g., the cost of housekeeping per 
square foot would be much more value comparatively than simply the cost of the 
housekeeping service. Possibly length of stay and turnover rate should be con- 
sidered in comparisons of per diem costs. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.13. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.33. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: One housekeeping; four nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important. Physicians living on the station are available and 
spend more hours evenings and weekends than if they were living off the station. 
Also because we have an affiliated preceptorship program with the University 
of Colorado Medical School with a limited appointment of 2 years, it would be 
difficult to interest acceptable physicians if quarters were not available. 
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(c) What additional quarters do you believe would add quality or stability 
to your stafl? None. 

d) Could cost of such quarters be a lucrative investment? No. . 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? Approximately $6 million including equipment. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased salary costs; age of station 
increases maintenance and repair and equipment costs; poor drainage of area; 
rising costs in practically every phase of hospital operation such as; raw mate- 
rials, equipment, subsistence, medical supplies and drugs, utilities; increase in 
burial allowance, transportation costs, ete. These facrors have caused reappor- 
tionment of operating funds and temporary or permanent reduction in services. 

9. What internal programs have you developed to engender cost consciousness 
at your station? The hospital has been divided into 17 operating areas for funds 
control purposes. Our quarterly primary fund allocation is allocated to these 
funds control centers with the requirement that they operate within them. Past 
experience cost figures are furnished control centers and they are continually 
reviewed by our budget committee. Also projected apportionments of estimated 
subsequent fiscal year allocation for the station are made to our funds control 
center for their further breakdown into cost accounts and subaccounts as re- 
quired on our budget request to our central office. Status of funds, costs, and 
other fiscal considerations are a usual topic of the manager’s weekly staff meet- 
ings. Programs, such as incentive awards and performance evaluations are 
emphasized. 

10. Laundry service: 

fle was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as deprecia- - 
tion on plant and equipment, maintenance, utilities, supplies, etc., as well as 
personal services, and which were instituted for the purpose of making VA laundry 
operations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
Sead — memorandum accounts: Per piece, $0.0536; per pound, 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.0835; per pound, $0.1058. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? None. For further comments 
see page 10, item 3. : 

12, How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
nnediing heapitetinesiont one. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,674. 
(2) Visits to hospitals by patients on CBOC status: 462. 
(3) Cost per visit: $7.79. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. No sig- 
nificant change. 
ig (6) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Possibly standards could be formulated for com- 
parieens of medical programs of other installations. The audit should come 
rom either VA central office or a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. Supervisory visits afford the opportunity to discuss, 
clarify, and resolve policies and problems. 

(2) Of what value would you think these visits are to VACO? They 
evaluate the effectiveness of this station’s program for central office. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? None to our knowledge. 

2. Is the management development program directed toward making good 
employees or good managers? We believe that this program makes good em- 
ployees and good managers in their respective fields. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
Boiler dust collection system and ash 35, 000 


Description Amount 
Utility rooms (porches) to increase inadequate living space in duplex quarters.___...........- 15, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Duliding No. 8. $1, 200 
Repairs to steam distribution and water system.................-..--..--..----..------.--- 2, 500 


ng By items are to be accomplished by additional funds to be allotted in fourth quarter by central 


Not programed, or under consideration for fiscal year 1962: 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description | Amount 


(2) Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds and equipment), 
excluding cost of replacing or adding new fixed equipment: Painting, exterior, 
buildings Nos. 1, 2, 8, and 12; $33,000. 

(b) Minor betterments costing less than $2,000, excluding equipment: Wheel- 
chair ramp, ambulance entrance; $1,400. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


(3) What, in your opinion, are the most pressing needs in your installation? 
1. Boiler dust collection system and ash silo, program fiseal year 1960. 
. Automatic sprinklers for warehouse, programed fiscal year 1960. 

. Replacement of X-ray equipment. 

Utility rooms (porches) to duplex quarters. 

. Chain link fence. 

. Repairs to roads and sidewalks. 

. Paint storage vault. 

. Smoke barrier doors, programed fiscal year 1960. 

. Individual radiator controls, programed fiscal year 1961. 

10. Paging system. 

Other items listed herein are necessary but not pressing needs. 


CO NID Cr Go 


NEWINGTON, CONN. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 555 Willard Avenue. 

City and State: Newington, Conn. 
wae of services: Type of hospital, G.M. & S8.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Mana: er: Abraham Norman, M.D., born 1901; New York University, 
B.S., 1921; Bellevue Medical College, M.D., 1924; military service, 1940-47; 
appointed to VA 1947; appointed manager, VA Hospital, Newington, 1957; 
member, American Medical Leaneiditien' member, American Hospital Association ; 
member, Connecticut Hospital Association; member, American College of Hos- 
pital Administrators; member, Association of Military Surgeons; member, Queens 
County Medical Society. 

(b) Assistant manager: Arnold E. Mouish, born 1919; B.S. (management) 
University of Louisville, 1954 (evenings); M.S. (business administration) Univer- 
sity of Louisville, 1955 (evenings); M.S. (hospital administration) Northwestern 
Universit , 1956 (LWOP); Shell Oil Co., 1940-41; U.S. Coast Guard, 1942-46; 
appointed to VA March 25, 1946, as GS-7 at branch office, Chicago, Ill.; serve 
in Management and personnel posts 1946-56, at VA hospitals, Marion, [Il., 
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Louisville, Ky., and ee er Long Island, N.Y.; educational leave September 
1955 to June 1956, at Northwestern Sstucstites awarded Malcolm T. McEachern 
Medal; promoted: to assistant manager, GS-12 (promoted to GS-13, effective 
July 1, 1958); VA hospital, Newington, Conn., December 30, 1956; member, 
American Hospital Association; member, Connecticut Hospital Association; 
nominee, American College of Hospital Administartors; instructor in personnel 
relations, University of Hartford (evening division). 

(c) Director, professional services: Combined position (manager is also 
director, professional services). 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not uired for cur- 
rent operating plan regardless 
9. Patients remaining 27 16 
10. Average daily patient load for 12 
months end Dee. 31, 1958. 24 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
“e USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during * amt None None None None 
15. Number of patients on trial-visit status as of 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


| 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? No TB beds. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 36.7 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple-treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer-_-___...............-----.---.-------- x 31.8 
Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? Hospital stay committee actively and regularly reviews discharges” 
from hospital and submits appropriate recommendations for corrective action 
where indicated to insure minimum stay. Each quarter management and chief 
of service review roster of patients over 60 days to evaluate need for further hos- 
pitalization. Each service continually audits professional care to insure high 
standard of care with minimum stay. 

(b) What improvements have you made since your last report to this committee? 
Elimination of administrative delays in procurement of necessary laboratory, 
X-ray, and consultant services. 

(ec) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) Difficulty in obtaining 
medical records of previous pertinent hospitalization from other sources. In- 
sufficient personnel such as X-ray and laboratory technicians contribute to delay 
in processing requests from professional staff (create backlogs) due to inadequate 
primary fund allocation. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Increasing demand for beds by 
chronically ill patients in the older age brackets who require more care and respond 
more slowly to treatment. Increasing demand for beds from community hos- 
poke and other sources for patients who are chronically ill and require pro- 
onged een, but are indigent and cannot afford private care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? A substantial 
decrease in length o stay and a concomitant increase in turnover rate, making 
more beds available for a greater number. 

(6) What effect would such a program have on your cost of operation? The 
net results would be increased total cost of operation because of increased avail- 
ability of beds for inpatients. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Preadmission diagnostic and consultative service on an outpatient basis 
would eliminate the need for hospitalization during this period, and thereby 


ae of stay for individual, as is customary practice in the voluntary 
ital. 
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6. What is needed to improve turnover of patients? Expansion of pre- and 
post-hospital professional services would keep stay at irreducible minimum, 
making more beds available for acute hospital care. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
January 12, 1959, and not yet scheduled for admission and not VA patients: 
svone. 

2. a many patients are scheduled for admission subsequent to January 12, 
1959 

3. What system do you use for scheduling admissions from the waiting list? 
We follow VA Circular No. 18 dated September 8, 1958 (priority system). 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 3 (telephonic authorizations). 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances: Yes—emergencies, service-connected 
walk-ins, absence of a waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,352; approved, 1,134; rejected, 218. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 15.5 12.5 —3.0 
3. Physicians, residents and interns. 6.0 6.5 +.5 
4. Physicians, consultants and attendings ............. 3.8 4.7 +.9 

8. Therapists and technicians 20. 0 15.0 —5.0 

9. Social workers...............- 2.0 2.0 0 
10. Office of manager, personnel. and finance.__________- 9.0 15.0 +6.0 

12. Other food-service employees... 49.0 49.0 0 

14. Engineering maintenance (excluding laundry) -___- 19.7 20.0 +.3 
15. Engineering operations (excluding laundry) - 26.0 24.0 —2.0 

18. All other staff and research 78.9 76.2 —2.7 


| 


! In physical medicine, dentistry, laboratory, X-ray. 


Norte.—-1956 figures adjusted to correct previous reporting error. (This hospital consolidated with VA 
hospital, West Haven, Conn., in 1956.) 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 8. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 1. 

(c) Average days of hospitalization of patients reported in (b): 114. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data. 


: Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
(estimated) 
Number of different persons who provided service. -......-.-.- 77 70 68 
Average payment per consultant or attending !__-.--.........- $432 $432 $481 
Total amount to all consultants and attendings !......... 275 $30, 225 $32, 750 
1 Exclusive of travel. 

25. What categories of employees would be recruited if the primary fund 

allotment were increased 

Ca Full time Part time | Consultan’ 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Improve patient care through continuous application of new advances discovered 
through research. Forces initiative upon staff to seek better application of 
medical information from current literature, and to conduct studies in basic 
problems inherent in clinical practice which require resolution through research. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
)) 
2. Gifts and donations deposited in general post fund__-_-_.......-.--------- ot eee 
3. Grants from other sources administered through medical schools-- 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hai 
(0) For of a service-connected 
In rece receipt t of |) 3 7 
hospital more than 30 days. 2 9 
' Any form of prepayment insurance. 
Nore.—It a patient recetving caré & non-service-connected disability may be reported in more than 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) All accident cases, as well as alleged workmen’s compensation, are 
referred to the VA chief attorney at the regional office, Hartford, Conn., for legal 
assistance before the case is billed. An estimate of the cost of collection for the 
calendar year 1958 is $1,700. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


19, 324 17, 180 


m=. . Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? After diagnosis is made, veteran 
is given probable length of stay and probable cost in a comparable non-VA 
hospital. Veteran then elects or declines to sign oath. 

8. In your opinion are there abuses of nonservice-connected care? In our 
opinion, based on a close review of the addendums, there are no abuses of non- 
service-connected care in this hospital. Many of our cases are referred by their 
private physicians or voluntary hospitals for indigent care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean... 2 8 100 
World War II 10 33 100 
World War I_- awe 2 41 100 
Spanish-American War. 2 100 
Peace time. 2 100 
All patients. 14 86 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load___........-- 234 233 234 233 225 
(c) (3) $1, 968, 767 | $2,051, 158 | $2,236,490 | $2, 293, 078 
() 1, 644, 219 1, 602, 732 | 1,814, 142 1, 893, 585 
(3) 6, 727 7, 945 7, 982 9, 050 
) Utilities (gas, coal, water, etc.)_.......- @) 47, 407 50, 743 52, 599 19, 792 
REESE A RE (3) 65, 463 74, 928 74, 793 76, 650 
(i) Drugs and medicines---.......--.-.--- (8) 42, 578 42, 724 46, 742 48, 
(j) Medical and dental supplies. -........-. (3) 36, 776 42, 247 47, 885 47, 517 
(k) Asset. acquisitions including equip- 
21, 785 35, 248 32, 865 17, 274 
101, 817 192, 881 158, 520 178, 482 
(m) Cost per discharged patient............ (3) 677 791 886, 887 


1 —- for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
3 Not available. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No; the primary fund inadequacy for the 
past several years has necessitated reductions in critically needed personnel in 
order to meet the rising costs of payroll, goods, and services. This has materially 
affected standards of medical care. The ratio of employees to patients has steadily 
decreased in comparison with the voluntary hospital systems. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? No effect; 
physicians discharge patients based on professional determination, without regard 
to system of funding. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? Yes; with both 

A and civil hospitals. Essentially appropriate. We continually review reports 
of length-of-stay and per diem costs with neighboring civil hospitals and com- 
parable VA hospitals with a view toward improvement. Management periodi- 
cally reviews standards with service and division chiefs as well as area and central 
office. Per diem costs a non-VA hospitals in community: Mount Sinai Hospital, 
Hartford, Conn., $45.20; Hartford Hospital, Hartford, Conn., $33.17; average for 
all hospitals in Connecticut, $32.77. 

5. (a2) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.124. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.409. 

Page = your patients are not on the same ration, what differences are there? 

y one. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 housekeeping; 20 nonhousekeeping. 

) How important are these quarters in maintaining staff and/or recruitment? 
Very important, particularly for key staff, residents, and lower paid employees 
(nonhousekeeping). Bulk of vacancies are in female nonhousekeeping quarters. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? Permanent housekeeping quarters for residents now housed in 
temporary quonset huts. 

(d) Coul cost of such quarters be a lucrative investment? Self-supporting. 

7. What, in your opinion, is the capital value of this installation (all buildings) 

on a replacement cost? $6 million. 

8. What factors have operated to change the costs of hospital treoa. 
Please explain the effect of | these factors: Increases in costs of payroll, goods, 


} 
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services, equipment, maintenance, and repair. Prolonged deterioration of physi- 
cal plant over the past years due to inadequate funding has required large addi- 
tional expenditures to correct deficiencies is reflected now in increased cost of 
operation. Another effect has been the necessity to reduce essential staff to meet 
these rising costs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? &) Decentralized budget control to operating units. (2) 
Utilization of active budget advisory committee representing major operating 
elements. (3) Regular audits of expenditures of the operating level. (4) Con- 
tinuous analysis and control by key management officials. (5) Constant two-way 
communication between management and operating units. 

10. Laundry service: 

oo was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


Pieces --- 911, 924 11.0 
Pounds 678, 552 8.19 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
nclude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu e of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.397; per pound, $0.530. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.405; per pound, $0.541. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

ow many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Minimal effect because additional patients 
could be hospitalized with resultant increase in bed utilization and greater turn- 
over rate. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $14,350. 
(2) Visits to hospitals by patients on CBOC status: 1,708. 
(3) Cost per visit: $8.40. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations, Has the decentralization been 
more increased than diminished? Increased. By what methods? Further dele- 
gation of authority and responsibility. Cite examples. Reappointment of 
consultants; decentralized budget administration on an annual basis; perso 
actions, promotions, etc.; classification actions. 

‘i (b) Has your hospital had an internal audit of its administrative operations? 


0. 
(c) If a fair penne) medical audit could be devised, what benefits would 
result? Should it come from outside, non-government sources or VACO? Or 
condu:ted by a joint team? Improve standards of medical care. Recommend 
oint team. . 

(d) The area medical director’s office is regarded as part of the central office. 
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(1) How helpful to the hospital are supervisory visits of the area office staff? 
Extremely helpful; afford an objective analysis of operations. ‘ 

(2) Of what value would you think these visits are to VACO? Provide an 
important link in communication system; affords central office an objective 
evaluation of station performance. 

(3) Would less frequent visits be more useful? Presently on an annual 
basis for most services and divisions, which we consider adequate. ; 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. ; 

2. Is the management development program directed toward making good 
employees or good managers? imarily to making good employees with re- 
sultant good management. 

. X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiseal Description Amount 
year 
1959 | Replace boiler plant (now in progress) .- Seep orp $186, 000 
1962 | Automatic 25, 000 
Total 211, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


Construct new service building---.- 

Convert h, building No. 4, for office and storage............-...........-.-----.-------- 
Construct service road, buildings Nos. 6 and 8. 
Construct gas storage building. 
Construct animal laboratory (research) ................--.-....--..---.-.----+--+.-----.---- 
Engineering shop building to replace temporary structure.................................- 
Replacement, defective gutters. 


Total 


XI. Maintenance 


1, (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Description Amount 
Interior and exterior painting 700 
Replace floor covering. 800 
Accoustical ceiling. 1, 500 

Scheduled for 4th quarter fiscal year 1959 or 1st quarter fiscal year 1960: r 
odernize elevator, building No. 2 15, 000 
Replace sinks, 2, 800 
Replace filter, 2, 000 
line 17, 000 
ace lower section, air-conditioning condenser 000 
Place kitchen windows and t 17.008 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral: 


Description Amount 
$5, 000 
15, 000 
2, 000 
5, 500 
4, 000 
Replace worn out auditorium floor (contract).................._- Z PO 
Replace deteriorated windows, buildings Nos. 5, 6, 7, and 8 (contract)........-............. 20, 000 
Replace deteriorated lighting fixtures in hospital areas (station laboratory) -......-...-..... 5, 000 
Waterproof and tuck point buildings 15, 000 
¢ tile floors and w. n ward utility rooms, showers, and toilets i ci ‘ 
Replace garage doors, building No. 13 (P. & 
20, 000 
rogressive replacement, deteriorated windows........_- 250, 000 
401, 700 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal 1961. (Exclude items listed in question 


1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Progressive replacement of dying elm trees........ ..................-.---......--------2-.. 5, 000 
Replace fence around 3 sides of hospital grounds................--.--.--------------------.- 40, 500 
Replace electric wiring system throughout hospital_..............-...-..-.-.-.------------- 44, 580 

(b) Minor betterments costing less than $2,000, excluding equipment: 

Description Amount 
Enclose west porch, w: 5, to store ward medical equipment. --_.........-...-..--.-------- 1, 200 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Modernize elevator building No. 1__..-.....------------------------ Te 25, 000 
Furnish and install cubicle curtains. 5, 000 
Furnish and install wall cabinets in dental laboratory___._............--------------------- 1, 800 
Furnish and install laboratory table with sink in examining room ______-____-._-.---------- 1,010 
Furnish and install image amplifier and fluoroscopic radiographic X-ray table__._...-....-- 24, 000 
Replace dental machines, chairs, cuspidor, and equipment. -_...........-..--.------------- 5, 382 
Replace dishwasher, prerinse machine and glass ont 8, 000 
Electric clothes rack for central clothing room ______.._._..-.-------.--.-----.-+--+---------- 1, 800 
Air condition G.U. and E.N.T. operating rooms-.-.-_-_.-......--:.-------------------------- 3,000 
Automatic door, ward 1 (orthopedic)..............-..------------------------s------------- 1,700 
Night lights in patient rooms and corridors._.___._....-...-------..------------------------ 6, 250 


| 


| gi 


& 
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3. What, in your opinion, are the most pressing needs in your installation? 


Description Amount 
New service building to replace 7 quonset huts which are 12 years old and are beyond eco- 
nomical repair. These huts are substandard structures not in keeping with our other 
permanent buildings. ‘These huts are being used to house operating departments such as 
medical photograp ye personnel training, locker rooms, linen supply service, canteen, 
active records and other important storage purposes (estimated cost) _...............--.-.. $500, 000 
Modernization of 2 obsolete passenger elevators. ...............-..---------.---------------- 30, 000 


WEST HAVEN, CONN. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: West Bpring Street. 

City and State: West Haven, Conn. 

Type of services: Type of hospital, G. M. & 8. 

Name, qualifications, and tenure of— 


(a) Manager: Position vacant; acting manager Dr. Sydney Selesnick, 1953. 


(b) Assistant manager: Alan W. Chadwick. 
fellow American College Hospital Administration. 


B. Se. business and economics; 


(c) Director, professional services: Sydney Selesnick, M.D.; Fellow American 
College of Physicians; Board certified in internal medicine and gastroenterology, 


1953. 
II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan, 12, ae 


otherwise specified Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 861 302 183 40 
2. Operating 773 214 183 40 


3. 

4. In process of activation.........._- 
6. Staff not recruitable: Beds _re- 
7 


9. Patients 704 158 170 53 
10. Average daily patient load for 12 
months ending Dec. 31, 1958... 661 | 167 156 42 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
315 59 50 26 180 }...--------- 
(b) Portas of total patients re- 
main 45 37 29 49 56 | ------------ 
13. Patients in hospital on tia 10, 1957, 
who were 55 years of age or older: , 
(a) 295 101 58 136 |.-------.--- 
(6) Percent of total patients re- 
maining Jan. 10, 1957...____- 47 50 34 58 | .----------- 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit duri cane 55 95 115 39 
15. Number of patients on trial-visit status as 31. 21 47 49 16 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1596 1957 1958 
Total i 3,013 2, 997 3, 385 
All other 2, 622 2, 512 2,902 


(b) If there are trends in any of the components above, Po seprvicnneise 9 their 
significance and impact on the activities of your hospital. e downward trend 
in TB patients has continued and shows no immediate leveling off. These de- 
creases can be compensated for by further conversions to chronic or intermediate- 
type patient. Conversion of TB beds to accommodate NP patients could be 
accomplished but would require building alteration. Decrease in trial visit load 
due to expansion of CBOC program. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiseal year 1959 
operating plan? ‘ 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? 19 TB beds converted for intermediate ty 
a prior to the receipt of D.M. & S. Circular No. 10-29 dated February 38, 
1958. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. ar 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 59.1 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospi- 
talization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated, exclude the experience of any patients 
with multiple treated conditions) : ; 


Average 
Cases length of 
stay 
A dectomy. 4 8.0 
Herniorrh 23 12.3 
Hemorrchoidectomy 12 12.0 
Cholecystectomy 2 13.0 
Subtotal gastrectomy for duodenal ulcer. 3 21.0 
Prostatectomy: 
Suprapubic 0 0 
Retropubic 0 0 
Perineal 0 0 
Transurethral. 2 13.0 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) Length of stay committee reviews 25 records at random every 3 
months and reports findings at quarterly professional staff meetings. (2) Plan- 
ning for patiertts discharge activities anticipates and endeavors to eliminate 
factors contributing to undue length of stay. (3) Review of all acute medical 
patients in hospital over 21 days. 


Booe | | 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 353 


(b) What improvements have a made since your last report to this com- 
mittee? There has been no significant reduction in length of stay. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) es. The new intermediate 
service has increased the number of chronically ill long-term patients. This 
group is more than offsetting the decline in tuberculosis and needs far more 
nursing care and rehabilitation activities than tuberculous patients. 

4, (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? It would reduce 
a th of stay. 

6) What effect would such a program have on your cost of operation? It 
would increase the cost by approximately $75,000 per annum. (See section VIII, 
13 


5. What would you suggest to further reduce hospital stay without impairing 
care? (1) Increase staffing of laboratory and X-ray services. (2) An outpatient 
clinic would provide diagnostic services which now must be done on an inpatient 
basis. 

6. What is needed to improve turnover of patients? (1) Items 1 and 2 in 
section 5 above; (2) a larger rehabilitation program; (3) adequate outpatient 
followup facilities. 

IV. Waiting lists 


1. Number of eligible applicants not ae hospitalized as VA beneficiaries as of 
ead 12, 1959, and not yet scheduled for admission and not VA patients: 
one. 

2. Be many patients are scheduled for admission subsequent to January 12, 
1959? 16. 

3. What system do you use for scheduling admissions from the waiting list? 
If waiting list develops, it is maintained in accordance with medical and legal 
priorities outlined in VA Circular 18 (1958). When a suitable bed is vacant and 
not needed for an emergency admission, it is offered to the person for whom it is 
suited who is listed first in the highest priority group. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 20. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances. Yes. When beds are available 
and no waiting list exists. If waiting list develops, applicants with higher medical 
or legal priority may be admitted without process through waiting list if bed 
becomes available. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 2,829; approved, 1,719; rejected, 1,153 (includes 19 canceled by 
veteran). Note.—104 applications were pending action June 30, 1958, and 61 
remained for action December 31, 1958. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease Ps 


from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 


866. 7 


+17.7 


. Physicians, full- and part-time 

. Physicians, residents and interns. 

. Physicians, consultants and attendings 
. Dentists 

. Nurses. 

. Hospital aides 

. Therapists and technicians ! 


. Office of manager, personnel, and finance 
. Dietitians 
2. Other food-service employees. 
. Laundry 
. Engineering maintenance (excluding laundry) 
. Engineering operations (excluding laundry) 


8 


1 In pbysical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: Number 1; 
annual wage (average) $905. 

(b) What is the value of this program to the member and to the hospital? 
This program serves primarily as a means of rehabilitation to return patients 
to the community as productive citizens. To date the program is successful in 
meeting this goal. It is used primarily for those patients who could not imme- 
diately be discharged as self-sufficient employees but who need a progressively 
active work experience. The member employee also assists by serving the hos- 
pital and during the latter part of his member employment becomes an efficient 
member of the hospital team. Several member employees have become regular 
employees of the hospital. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 34. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 4. 

(c) Average days of hospitalization of patients appected in (6): 361.5. 

22. Number of patients in day hospitalization: None at present. 

23. Number of patients in night hospitalization: None at present; about four 
per year in past. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


Number of different persons who provided service 
Average payment per consultant or attending ! 

Total amount to all consultants and attendings ! 
‘Total for trav: 


Exclusive of travel. 


3 
4 
5 
6 
7 
9. Social workers 
1 
1 
1 
1 
1 
1957 1958 1959 
ae 67 74 81 
$876 $956 $1, 024 
EOS $58, 725 $73, 750 $83, 000 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Full-time 
equivalent 


Anesthesiologist 
Anesthetist, nurse 

Clerical 

Counseling phsychologist 
Dental prosthetic technician 
Dietitians 

Engineer, boilerroom 
Housekeeping aid 

Laundry worker 

Laboratory technician - 


Nursing assistant 

Personne! assistant 
Pharmacy helper 

Physician 

Physical medicine technician 
Recreational worker 


NorTe.—These additions would provide a personnel-patient ratio of 1.42 to 1 excluding trainees, and con- 
sultants and attendings. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Attracts for recruitment more highly trained and qualified physicians to care 
for patients. (2) Physician training programs result in a more thorough evalua- 
tion, discussion and consideration of all clinical problems. . (3) Diagnostic and 
therapeutic problems excite the interest of research-minded men and teachers. 
(4) Research laboratories make available diagnostic testing not normally found 
in hospitals. (5) The caliber of attending and consultant services in such hospitals 
is superior. (6) Interest in the followup care of patients is greater. 

For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, para medical, 
or hospital administrative trainees? 

3. Amount of funds available in fiscal year 1958: 


For 


VA appropriation 
2 Gifts and donations deposited in general post fun 
3. Grants from other sources administered t cou atilisted medical schools. 


Category Full time Part time a 
consultants, 
attendings 
ing (pro- 
gram 8300) 
$180, 442 $3, 815 
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VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- chi- | With insurance ! 
Eligibility category patients | culosis = 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 76 7 10 1 15 37 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. ...........-....... 66 6 7 1 15 37 
(1) Patient has compensable serv- 
ice-connected disability... _. 12 1 4 5 
In receipt of VA pension. 19 1 1 15 
3) In hospital more than 30 days. 13 1 RE! 5 6 
1 Any form of prepayment insurance, 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
of the categories in (¢) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran. None. 

3. What action do you take to collect gh hy for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958:) Collection action taken as outlined in VA interim issue 10-424 dated 
May 3, 1957, and 10-434 of May 29, 1957. At time of admission assignments 
are taken if appropriate. The insurer or employer is notified of the patient’s 
admission and subsequently billed. If fiscal officer fails to make collection, case 
is referred to VA chief attorney for further action. During the year procedural 
changes on workmen’s compensation cases were effected in accordance with in- 
structions issued by the general counsel for the VA. After initial processing these 
cases are now referred to the chief attorney who deals directly with the workmen’s 
compensation commission. Estimated cost for administering this program during 
1958 was $2,035. 

4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year 1957 year 1958 


Amount collected 31, 414 15, 637. 97 


. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 4 referred to VACO. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Swe is given an estimate 
of probable cost of hospitalization in a non-VA G.M. & 8. hospital. Estimates 
are based on data obtained from Blue Cross, Blue Shield, and local hospitals and. 
projected duration of period of hospitalization. In unusual cases a staff physician 
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is ony to get an opinion on probable length of stay and estimate of physi- 
cian’s fees. 

8. In your opinion are there abuses of non-service-connected care? Based on 
evaluation of financial data on forms 10-P10A, there appear to be very few abuses 
of non-service-connected care admissions. This opinion does not include con- 
sideration of potential insurance coverage. There have been instances where 
veterans who could afford to pay were very disappointed because they could not 
be admitted and permitted to pay. , 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spanish-American War 0 100 100 
75 25 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load__-....----. 540.0 591.0 608. 0 660. 0 670.0 
Full-time equivalent staff............. 817.2 863.3 853.6 884.8 882.1 
{c) otal $4, 182, 656 |. $4, 591,176 | $4,572,030 | $5,264,977 | $5,472,191 
(d) Salaries of staff #...................... 3, 175,842 | 3,664,441 | 3,655,169 | 4,248,734 4, 450, 633 
2220. 2, 107 2, 371 2, 196 5, 090 4, 950 
J) Communications. -.---_------.------- 12, 752 13, 339 13, 465 15,714 15, 400 
« Utilities (gas, coal, water, etc.)...-.... 186, 909 190, 574 194, 302 204, 393 201, 560 
254, 553 262, 685 265, 237 285, 305, 733 
(i) Drugs and medicines___-_------------ 104, 392 106, 505 105, 842 114, 401 117, 008 
Gj) Medical and dental supplies__------.-. “85, 706 80, 047 105, 390 108, 565 120, 339 

(k) Asset acquisitions including equip- 
26, 445 37, 820 36, 147 20, 423 10, 000 
@* AN 333, 950 233, 394 194, 282 262, 389 246, 568 
(m) Cost per discharged patient........... 1, 355. 90 1, 205. 40 1, 227. 24 1, 375. 40 1, 215. 20 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the prineny fund allocation is sufficient to provide an 
acceptable standard of medical care? Current primary fund allocations are pro- 
viding an acceptable standard of care; however, personnel ratios to patients cannot 
go any lower without seriously affecting patient care. In order to provide present 
personnel ratios, funds are not available for needed supplies, replacement and 
new equipment which, if not procured in the near future will seriously affect 
standards of patient care. Present standards are not as high as they were in 
1948-52 when VA hospitals were providing the agnent pecs, ri of professional 
care. Current standards provide good care, probably not as high level as in the 
better U.S. civilian hospitals, but better than average. 
3. Does the allotment of funds on the basis. of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Allocation of funds 
ased on average daily patient load logically increases patient stay at a hospital 
which does not experience a continuing waiting list. Maintenance of average 
daily patient load becomes an administrative challenge shared by professional 
personnel. When the load is light, the pressure to discharge oailants launns—be 
additional day or two of added hospitalization does not become important to 
rsonnel involved. In the long run the patient suffers from an increase in the 
ength of stay. 
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4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? VA statistical 
summaries provide opportunity for comparison with VA hospitals. Also VA, 
D. M. & S. prepared comparative data studies for specific operating areas. 
Attempts to compare with voluntary hospitals are difficult. A recent study con- 
ducted by graduate students at Yale School of Public Health attempted to com- 
pare five departments of the neighboring university hospital with like departments 
at this hospital. While the results were interesting, standards for comparison are 
difficult to arrive at. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.015. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.062. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients except those on special diet have the same selective menu. 
TB patients are provided special additional nourishment daily (fruit juice and 
milk) as well as other special patients by prescription. 

6. (a) As of December 31, 1958, give the number of vacant quarters per per- 
sonnel: No housekeeping; 10 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Number of housekeeping quarters appears adequate. Availability of 
nonhousekeeping quarters is helpful in recruiting nurses, nursing assistants, and 
dietetic employees. Nonhousekeeping rooms are required on a nonrental basis 
to provide sleeping accommodations Toe resident physicians scheduled for night 
coverage. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Development of a third floor area to provide additional quarters 
for male nursing assistants and food service workers would help in recruitment 
and maintaining staff. 

(d) Could cost of such quarters be a lucrative investment? Cost would not 
rovide a lucrative investment in dollars since operating costs nullify profits. 
rincipal gain would be to provide available staff. 

7. What, in your opinion, is the capital value of this installation (all buildings) 

a Ss replacement cost? $16,629,196 (buildings), $403,082 (land); total, 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. General inflationary trends have created 
increased operating costs. Last salary increase jumped per diem cost about 
$1.37 per day. Increased cost of food, drugs and medicines, fuel and miscella- 
neous supplies have made it necessary to uce level of employment to provide 
for the required funds to meet these increases. Improved standards of medical 
care result in more and more involved laboratory examinations and X-rays 
exposures. A reduction in the number of TB patients and an increase in the 
intermediate type patient has created a need for additional nursing personnel. 
Inability to replace equipment because of lack of funds requires excessive repair 
costs to keep equipment functioning. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Ordering (also prescriptions) of drugs by generic rather than 
trade names. Decentralization of fund controls to operating departments. Con- 
duct of special studies; e.g. ways to reduce fuel consumption despite experienced 
increase in degree days (increase of 331, December 1958 over December 1957). 
Continual review of departmental activities together with job classification 
reviews. Departmental organizational studies for more efficient operation (stud- 
ies recently completed for radiology service and fiscal division). Expansion of 
the VA incentives program with appropriate award for improved performance 
and improvements resulting from suggestions. Improved participation by key 
supervisors in studies and discussions pertaining to operating and fiscal problems, 

10, Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
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(b) What was the cost of laundry service during the last six months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.026; per pound, $0.035. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.043; per pound, $0.057, 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? The average daily patient load 
concept of financing has no effect on the admission of patients. Veterans seeking 
admission are given careful professional screening and only those requiring hos- 
pitalization admitted. Average daily patient load does, however, tend to prolong 
patient stay and therefore the turnover rate. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? The number of operating beds 
would not be affected. An 80-percent occupancy is considered good in voluntary 
hospitals. Because of reduced operating funds tighter operating conditions exist 
in VA hospitals. Average occupancy rates of 90 percent are not infrequent. 
Beds for major professional services would remain unchanged. 

13. (a) If CBOC rogram could be explicitly identified as a cost factor of run- 
. ning a hospital and a specifically allocated on this basis, what effect would it 

have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Would not affect the operating beds required 
at this hospital. BOC program widely used here to permit patient to return to 
his home and work despite cost to the hospital. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $53,248 (direct and Sedienel costs). 
(2) Visits to hospitals by patients on CBOC status: 7,850. 
(3) Cost per visit: $6.78. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 7 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Rescission of 
instructional manuals; decentralization of classification action; decentralization 
fund control. Examples: Instructional manuals have been replaced with manuals 
providing policy statements; stations now determine procedural methods. Allo- 
cation of funds have few restrictions; gives management better operational con- 
trol. Has, been more decentralization in procurement, contracting, etc. Removal 
of $2,000 limitation for major maintenance projects frees hospital of hampering 
restrictions. Starting in 1958 and continuing, managers can now advise central 
office of annual budget needs. 


N (b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair sprotveniotes medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? An improvement of the professional practices in 
those areas where deficiencies would be found. A joint team should conduct this 
so that the professional program could be judged on the basis of general medical 
standards and its limitations and capabilities within the instructions of VA central 
office interpreted properly. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? We have found them exceedingly helpful. Our area visitors provide 
constructive assistance and can bring suggestions for improvement found to 
be effectively used at other hospitals. 
(2) Of what value would you think these visits are to VACO? Keeps 
central office informed of operating proficiency of the hospital. Assures that 
general policies of the VA medical program are being realized. 
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(3) Would less frequent visits be more useful? Visits in the past have not 
been considered too frequent. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? D.M. &8. Circular No. 10-29 dated Febru- 
ary 28, 1958, restricts conversion of TB beds without VACO approval—makes it 
difficult for management to maintain average daily patient load in view of a 
decreasing TB load. VACO special reports such as the laundry cost accounting 
oer add tremendously to the workload. This report takes 60 percent of a 
full-time employee. 

2. Is the management development program directed toward making good em- 
ployees or good managers? Both. Our program is directed initially toward the 
development of supervisors to perform more effectively and prepare them for 
advancement. The program will eventually include nonsupervisory employees 
who show potential for employment as supervisors. We believe any training for 
growth es a better employee. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Emergency generator for heating plant. $60, 000 
1962 | Convert passenger elevators, building No. 1 to automatic.._...........-.--.-..--- 135, 000 


Not programmed, or under consideration for fiscal year 1962: Alterations 
building No. 5 for additional quarter, $23,500. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1. Repairs to fire surge tank, building No. 1.........-.-..--- $612 
2. Repairs to ambulance entrance, building No. 1__- 2 2, 713 
3. Replacement of deteriorated roof ventilators, building No. 5__.......--..--------------- 1,950 
4. Tuckpointing, calking and waterproofing exterior brick walls and painting window 
exteriors on building No. 1 on progressive basis.............-.--....-..-----------+-+-- 22, 905 
5. Progressive exterior painting of buildings...........-.-----.---------------------------- 4, 321 
6. ‘int of ater air filter and preheating coils in operating suite air condition- 6,12 
7. Repairs to floor covering in operating suite corridors, building No. 1__--...-.----.----.- 5, 441 
8. Correct grounds e system to eliminate seepage of water into basements of staff 
9. Progressive replacement of deteriorated and obsolete pressure reducing valves of steam 
10. Correct safety hazard at intersection of main service and G.M. & 8. service roads_....-- 905 
1L Replacement of defective heating coil in hot water tank in laundry building. ...-...---- 593 
12. pera air 75-horsepower motors, operating room air conditioning on 
13. Application of a protective coating to the inside of condensate receiver in boiler plant-- 250 
14, Replace deteriorated coal hopper in front of No. 2 boiler. .........-.------.--.---------- 400 
15. Install governor cables on elevators P1, P5, and 81._........-.-.......-------.---------- 400 
16. — —_ adjust door contacts on dumbwaiters used by kitchen personnel, G.M. & 8. 250 
17. Repair parts for refractory arches in boilers in central heating plant-.........----------- 1,022 
18. Repairs to various refrigerution systems and replacement of freon gas--_--.---.--------- 400 
19. Replace —— piano return rail keys, and other parts, on 3 chain-grate stokers 1,373 
Repair of vegetable cutter in G.M. & 8. kitchen................--.--------------------- 376 
22. ive replacement of convector valves. -- Lie a 250 
23. Repair and adjust 3 Westinghouse electric metalclad load center relays and accessories... 405 
24. Provide repair parts for Leonard mixing valves...........-------------<-----++------*"* 456 
25. e repair parts for samp pumps in G.M. & 8. building...........--.-.-----.------ 1,197 


Procur 
26. Replace hoisting cables on elevator 8-2 and governor cables on elevators S-2 and F-4-.- 
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Description Amount 

27. Annual monthly adjustment contract for elevators__...................-.--.-.----.----- $19, 284 
29. Procure repair parts for dishwashing machines__-..............-.......-.-------.-------- 494 
32. Maintenance and repair of television sets in day rooms- ----.............--.------------- : 1, 860 

84, 912 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1, Repair cracks in top concrete slab of underground reservoir used for storing water for 
3. Maintenance and repair of incinerator furnace-_--.-.............-..--..----------------- 3, 000 
4. Repair of stone sills on 3 sun decks of G.M. & S. building. -_---...._.........--.-----.-- 4, 000 
5. Repair to floors and floor covering in buildings built in 1918—buildings Nos. 3, 4, 5, 6, . 
6. Tuckpointing, calking, and waterproofing of exterior walls__...................-..------ 84, 000 
7. Replacement of deteriorated wooden windows in connecting corridors between buildings 
8. er of deteriorated portions of enclosed wooden porches in buildings Nos. 4, — 
9. Replacement of deteriorated guttering, downspouts, on buildings Nos. 3, 4, 5, 6, 7, 8, 9, 
10. Maintenance and repair of parking areas..........-.......---.---.-.-------------------- e 8, 000 
12. Repairs to deteriorated blacktop roads with integral curb and gutter... ____-_-__.--..-- 10, 000 
13. Replace deteriorated copper roofing on building No. 5____..-.............-.---.-------- 8, 000 
14, Provide a protective surface to the inside of water storage tanks_____.____....-----.---- 11, 000 
15. Waterproof foundation walls of buildings Nos. 4, 5, and 6_..................--.--------- 7, 000 
16. Progressive replacement of deteriorated hot water heating piping in buildings Nos. 4, 5, 1s.000 
17. Provide a protective surface to the inside of feedwater-heater and blowdown tank in 
225, 000 


will be need in fiscal year 1960 and fiscal year 1961. 


2. Future plans: In the following three categories, list all items for which there 


question 1(b) above.) 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding costs of replacing or adding new fixed equipment: 


(Exclude items listed in 


Description Amount 
Fiscal year 1960: 
$5, 
2. Progressive replacement of deteriorated coal handling equipment components in 
3. Progressive repairs to stokers in boiler plant ____............--...-.---------------- 1, 
4. Progressive ps a ye er of worn parts on ash handling equipment in boiler plant__. 5, 
5. Cleaning of exhaust ducts in PD and G.M. & S. buildings - _______-_._..-------.-. 5, 
6. Progressive repair of steam distribution system by replacement of obsolete steam 
7. Progressive repairs to water distribution system.................------------------- 10, 
8. Maintenance and repair of electrical load centers in buildings 1, 2, and 16_.._......- 
Painting interior of boiler plant and pumping plant. 


33427 O—59——25. 


» By 


| 
| 
ll. Preiitines maintenance and repelr of interior plastered walls with the application 
of Kalistron, or equal, in buildings 1 and 2 
12. Progressive repairs to zone heating systems in buildings 
13. Progressive replacement of windowshades in buildings 1 - 
14. Maintenance and repair of passenger, service and freight gates 
15. Maintenance and repair of television sets in buildings 1 an AP Trt Weal 
16. Maintenance and repair of doors leading to patient rooms, ngs ahiehon< 
17, Maintenance and repair of station plumbing systems. _- peeveaazescnsrescecacrsres 
18. Maintenance and repair of portable equipment in buildings 1 
19. Repairs to radiant heating systems in buildings 1 and Be nn-e--nereson-eesereno7oneen | 
20. Replacement of dead trees..................-.---+----+0------eeeeeee-eee-eee- 
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Description Amount 
Fiscal year 1960—Continued 
21. Progressively change components of fluorescent lighting fixtures in buildings 1, 2, 4, 
5, 6, and 7 to allow use of more efficient rapid start lamps. -.-_-............-...------ $8, 000 
22. Repair surface drainage system adjacent to north wall of coal storage yard to elimi- 
nate surface erosion due to poorly designed drainage in this area__................ 3, 000 
23. Maintenance of grounds, trees and shrubs, including spraying, feeding, seeding, and 
24. Pregeeestve replacement of deteriorated 3-way valves in kitchen sinks in buildings 1 
25. Replacementof deteriorated galvanized storage tanks of chilled drinking water sys- 
26. Replacement of flammable roof insulation in buildings 3, 4, 5, 6, 7, 8, 9, and 14 with 
27. Repair of evaporative condensers in air condition system in G.M. & 8S. building 1__. 5, 000 
28. Repairs to medical waste incinerator in PD building -_.................-.-..--.-.-- 2, 000 
29. Repair of steam heating coils of hot water generators in laundry and buildings 1 and 2. 2, 000 
31. Progressive repairs to food preservation refrigerating systems 3, 000 
32. Maintenance of sanitary sewer system ...........-.--------- 1, 100 
33. Progressive repairs to master clock system 1, 000 
34. Repairs to ice cream holding box and frozen meat rooms’ refrigerating system in 
as year 1961: 
1. Modify existing air conditioning system, PD building to provide for more economical 


2. Progressive repair of steam distribution system by replacement of obsolete steam 
Progressive repairs to water distribution system- 
4. Repairs to pneumatic ape message systems equipment 
5. Maintenance and repair of passenger, service and freight elevators 
and repair of deficient casement type windows in PD 
8. Progressive maintenance and repair of interior plastered walls with application of 
Kalistron or equal in buildings 1 and 2. 
9. Progressive interior painting of all buildings 
10. Maintenance and repair of terrazzo floors in buildings 1 and 2 
11. Progressive repairs to floors in operating room suite, building No. 1 
12. Progressive replacement of deteriorated windowshades............. 
13. Progressive repairs to Zone heating systems in buildings 1 and 2_- 
14. Maintenance and repair of television sets in dayrooms in buildings 1 and 2. 
15. Maintenance and repair of doors leading to patient rooms.................-. 
16. Maintenance and repair of plumbing system.......... .....-- 
17. Maintenance and repair of portable equipment. ..........- 
18. — to main sanitary sewer to provide continuous flow to city’s main trunk- 


es 
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19. Progressiveiy change components of fluorescent lighting fixtures to allow use of more 
20. Repairs to storm entrance of main lobby, administration building No. 
21. Repairs to heating coils in hot water generators in buildings 1 and aly 
22. Progressive repairs to food preservation refrigerating systems. -........ 


Total, category (a), fiscal year 1961. 139, 700 
Total, category (a), fiscal years 1960 and 1961......... 315, 900 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Fiscal year 1960: 
1. Alterations to room G-127-C, building 1, to provide 2 walkin refrigerated rooms. ..- $3, 900 
2. Alterations to 2 small dining rooms, 6th floor, D building No. 2 to make 1 large room. 1, 200 
3. Alterations to 6 rooms in personnel and assistant manager’s office areas, building 4- 4, 000 
4. Alteration of blood bank room, G.M. & 8. building 1_-..-. _....-22.2222222 22222... 1, 500 
5. Install diamond screen one to provide facilities for preventive maintenance in 
6. Install lighting system for parking lot No. 6. 1, 900 
7. Provide exhaust fans over 2 flatwork ironers.-. 2, 200 
8. Installation of observation window between Hubbard tank room and treatment 
9. Relocate oseopic room from 3-55-M to 3-54—-M, G.M. 500 
10. Install ceiling acoustical tile in room G-159-M, G. M.&8_- 400 
11. Provide heat for G.M. & S. loading platform vestibule ___. 1, 000 
12, a additional heat in connecting corridors between buildin 2, 000 
13. Instalaiio of ultraviolet ray germicidal lighting fixtures in PD and G.M. & 8. ta 
14. Move unsasd steam in & 8. building 1 to PD building 2.. 2,000 
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Description 


| | 


Fiscal year 1960—Continued 
15. Provide additional electrical outlets in bedrooms in the nurses quarters, building 


16. Revamp room 1-119-M, PD unit, to provide photographic room facilities as recom- 
on 17. Provide gas line to kitchen in G.M. & S canteen.................-.----------------- 1, 500 
Fiscal year 1961: 
000 1. Alterations to corrective therapy clinic in G.M. & S. building to provide additional 
000 2. Install sliding partition in room G-44-M, building 1, G.M. & 8----_..-.-.-----...-- 600 
000 3. Alterations to OT clinic, 1st floor, PD unit, to provide more usable floor space. -- -- 1, 000 
000 4. Installation of exhaust fan in warehouse, building 15-.--.-.............-...-.---.---.-- 1, 500 
000 5. Provide for storage of 1 additional auto in staff personnel garage, building 13_._-_--..- 1, 900 
000 6. Provide windbreaks for opposite entrances to PD and G.M. & S. buildings 1 and 2_- 1, 000 
100 7. Progressive installation of additional chain link fencing on boundaries of station plot. 1, 900 
000 8. Provide screened porch for each of 4 staff quarters in buildings 11 and 12_.....-..... 7, 800 
9. Provide half bathroom on Ist floor of 4 staff quarters in buildings 11 and 12__._....- 4, 000 
500 10. Install cathodic protection system in elevated water storage tank, building 23.___..- 1, 300 
— 11. Installation of grille over coal hopper in coal storage yard to preclude stoppage of 
200 continuous coal supply to boiler plant overhead bunker.......-.....--------.----- 1, 950 
I 12. Provide exhaust ventilation for dry subsistence room, G.M. & S____.............--- 1, 500 
13. Provide folding partition for 2d floor staff dining room in the G.M. & S. building 1_- 1, 900 
4 Total, category (6), fiscal years 1960 and 1961_...................-.-.--.--------- 57, 450 
000 
000 (c) Replacement and new fixed equipment costing over $1,000: 
000 
000 Description Amount 
000 
4 Fiscal year 1960: 
000 1, 2sump pumps in condensate pumproom, building 16._.............-..----.-.-.---. $3. 000 
000 2. Progressive replacement of inadequate bedpan sterilizers. _........._..........----.- 12, 000 
500 3. Replacement of obsolete soap mixing tanks of larger capacity and temperature con- 
000 4. Progressive replacement of deteriorated dishwashing machines in kitchens of hos- 
5. Replacement of unsatisfactory intereommunication system in kitchen areas in PD 
6. Progressive replacement of inadequate domestic type garbage disposal units with 
000 7. Replacement of worn cube and fiake ice machines. -__._.......-........----.----.--- 10, 000 
700 Fiscal year 1961: 
900 1. Provide 1 additional steam driven condensate return pump in central heating plant, 
_ 2. One additional flask instrument washer .......................-.-.-.-----.--...... 5, 000 
3. Combination stacker and folder for 6-roll fiatwork ironer in laundry _._.......___ .. 8, 000 
4. ry 5 of small capacity air compressors with larger capacity compressors in 
— 5. Provide 1 new air compressor in boiler plant for the cleaning of boiler tubes and other 
6. Replacement of obsolete 4-channel radio equipment_....................-.--.-.---.- 7,000 
— 7. Installation of centralized vacuum cleaning system in the central meating oot Baan 8, 000 
8. Replacement of improperly designed exhaust fan in craw] spaces of PD building_._. 6, 000 
Total, category (c), fiscal year 46, 300 
Total, category (c), fiscal years 1960 and 1961......-....-.-..---------------------= 104, 300 
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3. What, in your opinion, are the most pressing needs in your installation? The 
most pressing needs, relative to the operating, maintenance, and repair of facilities 
at this installation, for which the engineering division is responsible are: 

(a) The allocation of sufficient funds to the station and engineering division for 

rsonal services, procurement of repair parts, and contractual services to provide 

or the timely maintenance and repair of facilities, including such items as listed 
under XJ, Maintenance, 1(b) and 2(a) (fiscal year 1960). onsiderable mainte- 
nance and repair of heating, plumbing, air conditioning, water distribution and 
ventilation systems, and buildings and grounds, is being deferred due to lack of 
funds. Deferral of this work is resulting in further deterioration of property, 
increasingly higher operational costs and costly major repairs. 

(b) The allocation of sufficient funds to the station and engineering division to 
accomplish minor betterments costing less than $2,000, excluding equipment, as 
listed under XI, Maintenance, 2(b) (fiscal year 1960), to provide for an improved 
program for care and treatment of patients. 

(c) The allocation of sufficient funds to the station and engineering division to 
provide for the replacement of obsolete, poorly designed and wornout fixed — 
ment, as listed in XI, Maintenance, 2(c) (fiscal year 1960) and similar new fixed 
equipment items. 

(d) The allocation of sufficient funds to the station, and using divisions and 
services, of portable equipment, to provide for the replacement of equipment 
which is obsolete, wornout and not designed for institutiona] use. The repair 
costs of much of this equipment in use are unjustifiable. 


General pressing needs facing the station 


1. Full activation of the hospital to assure maximum operating efficiency. 

2. An improved rate of employees per patient to provide a minimum of 1.42 
employees per patient and funds to support this standard. 

3. Adequate funds to permit the replacement of old and obsolete equipment. 

4. Adequate funds to provide for the purchase of newly standardized equipment 
developed to render modern medical care. 

5. A sliding scale to provide funds for operating supplies that would be in keep- 
ing with price indexes. 

6. Sufficient funds to carry on a sensible plant maintenance program. 

Realization of these factors would return the VA medical program to a standard 
of second to none. 

A dedicated talented professional group and supporting employees are available 
and eager to see a return to the above standard. 
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WILMINGTON, DEL. 
- J. General 


r Name of hospital: Veterans’ Administration Hospital. 

e City and State: Wilmington, Del. 

d Type of services: Type of hospital, G.M. & S.; formal outpatient clinic, yes. 
» Name, qualifications, and tenure of— 

d (a) Manager: M. W. Gasper, M.D., 10 years. 

f (b) Assistant manager: Wayne E. Sarius, 9 months. 

'y (c) Director, professional services: M. W. Gasper, M.D., 9 years. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 


0 otherwise specified) Domiciles 
= Total TB Psy- Neuro- | G.M. & 8. 
d chiatric | logical 
~ BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 300 40 
. Beds not in use (unavailable): 
2 7. Type of bed not required for current 
operating plan regardless of staff 
t 9. Patients 285 37 34 12 
10. Average daily patient load for 12 
~ months ending Dec. 31, 1958___..--_- 250 37 30 ll en 
i AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
e who were 55 years of age or older: 
OR 133 14 7 
(0) Percent of total patients re- 
maining (line 9). ...........- 47 38 21 66 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957____---- 46 22 


Calendar year 
Item 
1955 | 1936 1957 1958 
14. Number of patients sent to trial visit during year-.- 1 2 2 
15. Number of patients on trial-visit status as . 2| ‘ 


16a. What is the number of patients discharged from your huspital during the 
past 3 calendar years? 


Type of discharge 1956 | 1957 1958 


e 
d | 
USE OF TRIAL VISIT 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. It indicates a trend 
toward older age patients—longer term chronic illness—and, therefore, fewer 
patients being cared for per year. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(>) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 36.5 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


Av e 
Cases length of 
stay 
| 
Subtotal gastrectomy for duodenal ulcer------------------------------------- 2 52 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? An active length-of-stay committee together with a professional 
records committee make periodic recurring studies and report to the office of the 
manager with recommendations for followup action. 

(6) What improvements have you made since your last report to this committee? 
An active social service referral as soon as it is determined that the patient is a 
potential long-term case. 

(ec) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may 
of importance in the future. (If so, describe.) The aging veteran population is 
rapidly increasing. 

4. (a) What would be the effect on length of stay if vou were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
of the non-sefvice-connected veteran would be reduced considerably. 

(b) What effect would such a program have on vour cost of operation? Cost 
of operation would increase due to drugs and personal services. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Nothing. 

6. What is needed to improve turnover of patients? Community social service 
agencies need strengthening to arrange posthospital care in the community either 
by family or civil agencies. 

IV. Waiting lists 


1, Number of eligible applicants not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet scheduled for admission and not VA patients: 
Negative. 

2. How many patients are scheduled for admission subsequent to January 12, 
1959? 23 veterans. 

%. What system do you use for scheduling admissions from the waiting list? 
Whenever a waiting list is established, veterans are scheduled to report in accord- 
ance with the priorities established in current regulations. 
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4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 10 cases. - 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. When no waiting list exists, 
applicants are scheduled to report for mee nat immediately upon receipt 
of Toeat and medical eligibility clearance. mergency cases are admitted at once. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,690; approved, 1,194; rejected, 496. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


| Hospital staff on duty Increase (+) or 

decrease (—) 

| from 1956 
| Dee. 31, 1956 Dee. 31, 1958 to 1958 

2. Physicians, full- and part-time- 18.1 SS 
4, Physicians, consultants and 2.5 
10. Office of manager, personnel, and 5.8 
12. Other food-service 46.0 
14. Engineering maintenance (excluding laundry) ------- 12.0 
15, Engineering operations (excluding laundry)......... 28.5 21.0 


1 1956 report did not reflect 8600 pi m. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (4) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 38. 
_ (6) Number of patients discharged during past 3 months who were given 
industrial therapy: 42. 

(c) Average days of hospitalization of patients reported in (b): 73.7 days. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 venta 
1957 1958 1959 

Number of different persons who provided service. ........... 33 39 13 
Average payment per consultant or attending: 2 

Total amount paid to all consultants and attendings ?.__.___-- $25, 220 $28, 865 $15, 220 


' As of Dec. 31, 1958. 2 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


r Category Full time Part time | Consultan 
Medical technicians and nursing 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, paramedical, or 
hospital administrative trainees? Our patient care program would be improved 
by research and training by more proficiency in personnel and by additional 
personnel in the medical, technical, and administrative fields. 

3. Amounts of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. - Nome fs. 


! Lecture funds which are station controlled. All other funds in this program are controlled by area 
medical office. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ' 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected ll 1 1 8 
(2) In receipt of VA pension. 1 5 
(3) In hospital more than 30 days-- 2 


! Any form of prepayment insurance. 


Note.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expefise to the veteran: None. , 

-3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 


eno 
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estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Cost of operation of this program: $369. Through careful screening, 
applicable cases are processed for billing procedures in accordance with current 
directives. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care reqalres before oath is signed? After the doctor estimates the 
length of care an administrative employee determines the comparable cost of 
hospital care in a community hospital on the basis of the approved table of costs 
for such cases and enters the data on the 10-P-10a and advises the applicant 
accordingly. This advice precedes the applicant’s signature, under oath, on the 
VA form 10-P-10 of the applicant’s inability to defray the necessary expense of 
hospitalization. 

8. In your opinion are there abuses of non-service-connected care? Because of 
careful screening and interview with applicants, there does not appear to be abuse 
of non-service-connected care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
y patient 239.0 253.0 255.0 254.0 255. 0 
Pull Pall-tim equivalent 363.0 357.0 352.7 338. 4 338. 1 
(ce) $1, 833, 450 | $1, 857,460 | $1,876,892 | $2,055,888 | $2, 130, 652 
(@) Salaries of staff 1,518,880 | 1,525,954 | 1,532,272 | 1,705,613 | 1, 782, 549 
f) Communications _-----------------_- 7, 397 7, 192 8, 401 7, 554 9, 848 
les (gas, coal, water, 62, 191 63, 305 68, 236 69, 440 
Ear ae ra See 96, 482 100, 341 100, 316 104, 254 104, 608 
Drege and medicines. 52, 560 50, 378 133 50, 504 51, 800 
bX Medical and dental supplies_________- 26, 954 23, 024 25, 935 37, 084 32, 828 
700 8, 542 12, 736 12, 164 9, 314 
50, 351 75, 287 79, 793 68, 161 
(m) Cost per discharged patient......._._- 813 673 913 1, 075 1,092 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
luding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We havve reduced personal services, de- 
ferred maintenance, and repair of facilities and deferred replacement of equip- 
ment to maintain a high standard of medical care. However, we are reaching a 
point where medical care will be affected if the primary fund allocation does not 
keep pace with increasing costs of material and salaries. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How oor why? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistics are 
furnished by the controller by which comparisons are made with other like VA 
hospitals and are used to pinpoint major out-of-line situations for corrective action. 
We believe these statistics are adequate and most helpful. Cost per diem of this 
hospital compares most favorably with any local civil hospital. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1,071. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2,285. 

c) If all your patients are not on the same ration, what differences are there? 
Why? No. Ration patterns are established by central office for various types 
of patient—G.M. & S., TB, paraplegics, NP. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, no nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Is helpful in the recruitment of nurses and others and is a definite advantage 
to the station as it makes available a group of employees for emergencies, etc. 

(d) Could cost of such quarters be a lucrative investment? \ 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have changed the costs of hospital operation? Please explain 
the effect of these factors. Salary increases for general schedule and wage board 
employees and increased costs of most supplies, equipment, repair, parts, and 
service contracts. Increases for service, labor, and material reduce the number of 
projects, alterations or maintenance and repair items that primary fund allocations 
can be used for. 

9. What internal programs have you developed to engender cost consciousness 
at your station? By ne all employees and particularly supervisors with 
the requirements of sound management principles, to properly utilize allotted funds 
and personnel. Cost studies and an active systematic review program are used to 
determine effectiveness. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 

number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the Pee of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) ; 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—Per piece 0.0386; per pound 0.0485. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts—Per piece 0.0618; per pound 0.0777. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? We do not admit patients to this 
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hospital who do not require hospitalization. Secondly, the average daily patient 
load concept is not entirely acceptable because it does not take in the rate of turn- 
over of patients, nor the type of patient as to disease or category. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans actu- 
ally needing hospitalization? It would have no effect on the number of operating 
beds needed for the veteran population of this geographical area. It would, 
however, increase cost of drugs and personal services. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $5,821. 
(2) Visits to hospitals by patients on CBOC status: 383. 
(3) Cost per visit: 15. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Responsibility 
of personnel and funds. Cite examples. Through general policy statements in 
directives. However, the many recurring and one-time statistical reports have a 
tendency to control our operations by causing us to constantly realine assigned 
duties of personnel in order to collect these required data. 

. (b) Has your hospital had an internal audit of its administrative operations? 
es. . 
(1) Was the team personally experienced with hospital operation? Yes. 
(2) Was it apparent whether paramount interest was in good practical 

administration or in how well central office minutiae of procedures were 

followed? Good practical administration. 

(3) How was the internal audit valuable to your hospital? Gave us com- 
plete inventory of the status of our administration and led to the inaugura- 
tion and establishment of more realistic and sound controls. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? We definitely feel that we now have a fair profes- 
sional medical audit by central office and area medical office representatives 
which suffices. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Very valuable. 

(2) Of what value would you think these visits are to VACO? Gives 
central office complete information re: operating conditions which assists 
in formulating general broad policy for the total VA hospital program. 

(3) Would less frequent visits be more useful? Visits by area medical 
nl eh office representatives are presently being scheduled to meet our 
needs. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 


"beneficial to the hospital’s operation? No major changes have occurred to reduce 


decentralisation, except increased statistical reports as stated in item | (a) of this 
section. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program is directed 
toward developing employees which will lead to better management. 
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X. Capital improvement 
1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 | Automatic sprinklers, buildings Nos. 1, 7, and 10. ._..........--...----.-.-.--..-. 9, 200 
1961 | Convert 3 elevators to automatic operation --._..................------22--22-.2-.- 75, 000 


Not programed, or under consideration for fiscal year 1962: Hubbard tank, 9,370. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
Pd maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Clean ventilating system, operation room. ...................-.-.-.--.----------------.---. 420 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal vear 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Description Amount 

Ventilate 400 


(6) Minor betterments costing less than $2,000, excluding equipment: 


| 


| Sssees | 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amounts 


3. What, in —_ opeinion, are the most pressing needs in your installation? 
Repair and seal roads and parking lot. Replace burners and safety controls in 
boiler plant. Convert elevators to automatic operation. 


WASHINGTON, D.C. 


I. General 


Name of hospital: Veterans’ Administration Hospital (Mount Alto). 
Street address: 2650 Wisconsin Avenue NW. 

City and State: Washington, D.C. 

Type of services: Type of hospital, G.M. & 8. 

Name, qualifications, and tenure of— 

(a) Manager: Thomas J. Ready, M.D. 

Education: Bachelor of arts, 1932; doctor of medicine, 1936. 

Experience: VA, Department of Medicine and Surgery, 1946 to present 
(chief medical officer, regional office, January 1948 to March 1956; director, 
professional services, March 1956 to August 1957; manager, August 1957 to 
present). 

(b) Assistant manager: Ralph F. Webster. 

Experience: 28 years, experience with Veterans’ Administration (11 years 
hospital supervisor; 1 year, supply officer; 12 years, Division Chief and 
Assistant Director, Classification Service, VA Central Office; 4 years, assistant 
to manager and assistant manager). 

Tenure in current position: October 1955 to present. 

(c) Director, Professional Services: Rubin H. Kaplan, M.D. 

Education: Cornell University, Ithaca, N.Y., A.B., 1928; St. Louis Medical 
School, St. Louis, Mo., M.D., 1932; Harlem Hospital, New York, N.Y., 
internship 24 months, 1934; Los Angeles Sanatorium, Los Angeles, Calif., 
resident in TB, 13 months, 1935. - 

Certified American Board of Internal Medicine, October 28, 1950; certified 
sub specialty in pulmonary diseases, March 17, 1951. 

Licensed, New York, 1933; Missouri, 1936. 

Membership in professional societies: Alpha Omega Alpha, 1932; American 
Trudeau Society, 1944; Service Fellow in AMA, 1950; Associate American 
College Physicians, 1952; Fellow American College Chest Physicians, 1947; 
Federal Hospital Institute Alumni Association, 1954. 

Experience: Private practice, 1936-38; VA 1938 to present. Assistant 
director, professional services, VA Hospital, Oteen (Swannoa Division), N.C., 
December 1947 to June 30, 1958; director, Professional Services, VA Hospital, 
Washington, D.C., July 1, 1958, to present. 
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II. Bed capacity and patient load 
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Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity... 335 0 18 15 908: 
335 0 18 15 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating 
317 2 12 16 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_____.___- 302 4 16 13 WH. 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 9) 8 6 OF 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 21 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year... 
15. Number of patients on trial-visit status as of Dec. 31. |............|........-.-.|-.--..-----.|..---------- 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
3, 963 3, 546 3, 346 


(b) If there are trends in any of the com 
significance and impact on the activities o 


our hospital. 


patient load has increased by 10 over calendar year 1956. A 
overall decrease in discharges over the past 3 calendar years and an increase in 


average len 


h of stay. 
increased. 


load with the operating beds now available. 


nents above, please describe their 


The average daily 


There has been an 


he non-service-connected waiting list has steadily 
hese factors indicate the increasing difficulty of handling the patient 
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17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
lan? None. 
: (b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 27 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Hemorrhoidectomy 15 12 
Subtotal gastrectomy for duodenal ulcer._--.-...........-.....-------------- 4 26 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Daily review of hospitalized patients by attendings, consultants, assistant chiefs, 
and chiefs of service. Hospital stay committee reviews consecutive discharges 
from all the services every 3 months. The rehabilitation board reviews for 
disposition those cases which may be referred to it. 

(b) What improvements have you made since your last report to this com- 
mittee? Compilation of monthly patient statistics report by ward and service 
showing percent of occupancy, turnover rate, and average length of stay in days. 
This report is distributed to the manager, assistant manager, director of professional 
services, chiefs of medical, surgical, NP, and admitting service, each physician, 
chief, nursing service, registrar, all wards, and the medical record librarian. If 
the turnover of any one particular ward is appreciably less than the others, the 
situation is carefully evaluated by the chief of service with the physicians involved. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) There has been a definite increase 
in the geriatric type of disease, including malignancies, chronic cardiovascular 
disease, etc., as well as in recurring admissions. These chronic and semichronic 
conditions result in a marked increase in length of stay. In addition, with in- 
creasing necessity for custodial type care, there is a growing tendency for families 
to shirk their responsibilities and salve their conscience by refusing to accept the 
oldsters back into their homes. Families, make every effort possible, through 
Service organizations, doctors and Members of Congress, to assure continuation of 
waspitalisation. This problem will assume increasing prominence and importance 

ith time. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? This is being done 
to a limited degree under the CBOC program. However, this could be accom- 
Plished more effectively if there were a specific organizational unit, including 
physicians, which would assume this responsibility as its major function. The 
establishment of a properly staffed specialized unit with fiscal support for medica- 
tions and transportation could significantly reduce the current length of stay. 

(6) What effect would such a program have on your cost of operation? There 
would be a definite increase in cost of operation due to increase in personnel, 
increase in transportation costs, and increase in medications. 
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5. What would you suggest to further reduce hospital stay without imparing 
care? (1) Availability of more intermediate type beds so that the G.M. & §. 
hospitals could function more effectively in the treatment of the acute 
type patients; (2) availability of nursing home type beds at Government expense 
for patients requiring such custodial care; (3) prehospitalization outpatient work 
up could very effectively shorten patients’ stay. 

6. What is needed to improve turnover of patients? See paragraphs 4(a) and 
paragraph 5 above. Continued education of the physicians and residents; edu- 
cation of the family and community to accept the patient when there is no longer 
medical indication for further hospitalization. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
of ired Total 
Type of care requ 
Total |(Innon-VA| Not yet 

hospitals |hospitalized 
89 0 89 6 
4 0 4 1 3 
85 0 85 5 


baie Moe many patients are scheduled for admission subsequent to January 12, 
959? ne. 

3. What system do you use for scheduling admissions from the waiting list? 
When beds are unavailable non-service-connected, nonemergent applications are 
classified in accordance with VA Circular 18, 1958, and placed on our waiting list. 
As beds become available and vacancies are anticipated, veterans on the waiting 
list are scheduled for admission in accordance with the established priorities. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on eames 12, 1959, who were 
potential admissions? Seventeen: Six of these were patients on leave of absence 
who will return; eleven were patients on CBOC status who are scheduled to return 
as inpatients. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘“‘Yes,’’ please describe the circumstances. Yes. Service-connected 
veterans needing treatment for their service-connected disabilities are admitted 
immediately without placement on the waiting list. In addition, emergent 
applicants, patients on CBOC status requiring inpatient care for the same condi- 
tion, and inpatients on leave of absence are admitted without placement on the 
list. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 3,732; approved, 2,024; rejected, 1,708. 
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V. Hospital staff 
CRepork full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 1 to 1958 

1. 515.4 | 568. 5 +53.1 
2. Physicians, full- and part-time. 13.7 14.5 +:8 
3. Physicians, residents and interns.____..____._______- 14.0 17.0 +3.0 
4. Physicians, consultants and attendings._.__________- 11.8 12.2 +.4 
5. Dentists. 2.0 3.0 +1.0 
7. Hospita) aids_________- 85.0 87.0 +2.0 
Tharapiets end teeiniciens 26.0 30.0 +4.0 
10, Office of manager, personnel, and finance........._.. 18.5 18.0 —.5 
12. Other food-service employees_________.--_----------- 54.0 53.0 —1.0 
14, Engineering maintenance (excluding laundry)... 26.0 23.0 —3.0 
15. Engineering operations (excluding laundry) -_-____-_- 25.0 22.0 —3.0 


‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(6) What is the value of this program to the member and to the hospital? We 
do not have this program. 

20. What was number of guards on duty December 31, 1958? 7. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data: 


Total (fiscal years) 


From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service... ........- 89 93 110 
Average payment: ! 
Total amount paid to all consultants and attendings '......... $82, 825 $85, 275 $90, 000 


' Exclusive of travel. 


33427 O—59——26 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category 


Part time 


Clerk-stenographers 


Clerk-typists 


Dental assistant 
Dental technician 
Food service supervisor 


Laborers... 


Occupational 
Painters 
Social worker 


Speech therapist 
Supervisor Geaietrer) 


Therapy aid. 


Ward for evenings and weekends 


therapist 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? The 
research trained physician learns to be more critical of himself, more thorough 
in his approach to diagnostic and therapeutic problems, and more penetrating in 


his analysis of these problems. 


Research teaches him to doubt and explore 


rather than to accept, to analyze rather than to treat superficial appearances by 


rule of thumb methods. 


The discipline of research sharpens the most precious 


qualities of the physician which are insight, understanding, and critical judge- 


ment. Re 


to stay abreast of new developments. 


search also is the great stimulator. 


It creates the desire in the physician 
It supplies zest and enthusiasm which 


travel like a spark through the entire medical staff keeping them alert, dedicated, 
and well motivated to good patient care. 
3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post fund__....................-- @1.....ss2aseuee 
3. Grants from other sources administered through affiliated medica! schools. 04...... 40008 


Full time CConsultan 
| attendings” 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA 1 13 
(3) In hospital more than 30 days- 2 13 


' Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury. None. 

i) Number of patients in a whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Each patient admitted for a non-service-connected disability is 
interrogated regarding third-party liability. Power of attorney is obtained if 
aa third-party liability exists and statement of charges are rendered. A 
ollowup is maintained until payment is received or liability disproved. If we are 
sure that insurance policy prohibits payment for hospitalization in a veterans 
hospital no statement of charges is sent. In addition, if a veteran is hospitalized 
for a potential occupational injury or disease the employer is contacted by letter 
to determine the patient’s entitlement to necessary medical and hospital treat- 
ment at no expense to himself under some form of industrial accident insurance 
coverage provided by their employer or under workmen’s compensation statute 
orlaw. If the employer disclaims liability for any reason for the cost of medical 
care being furnished to the hospitalized patient the same action is then taken as 
in all other third-party liability cases. The estimated cost of this program for 
1958 was $1,948. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


_ 5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 8 


, 

nm 

8 
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7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? Consistent with current in- 
structions we are advising veterans as to the estimated length of stay and esti- 
mated cost in a community hospital prior to their signing the oath. 

8. In your opinion are there abuses of non-service-connected care? There 
seems to be very little abuse of non-service-connected care. During the calendar 
year 1958 there were only 8 cases out of a total of 3,888 admissions which were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VITT. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load ____.-_.__-. 280 279 300 301 300 
(6) Full-time equivalent staff. _.......__. 507.1 515.4 540 556 587 
(ce) $3, 144, 605 | $3,327,399 | $3, 678,683 | $3, 891, 306 
Salaries of staff 3. _................... 4 2, 523,197 | 2,717,742 | 3,004, 997 3, 285, 243 
a eee 2) 3, 673 2, 574 2, 274 2, 300 
10, 455 10, 977 11, 490 11, 600 
®) Utilities (gas, coal, water, etc.)._..___- 2 18, 062 20, 471 22, 063 24, 600 
) 119, 076 132, 909 131, 765 129, 236 
i) Drugs and medicines -_............... 321 103, 759 3 103, 330 
Medical and dental supplies--__...__. 88, 819 79, 741 , 681 89, 455 

k) Asset acquisitions including equip- 
2) 180, 576 208, 671 181, 284 194, 548 
(m) Cost per discharged patient _________. $587. 62 605. 05 698. 76 771: 68 793. 53 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Cost report, fiscal year 1955 disposed of July 1958, CRD Bulletin No. 3, item 1625. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The monetary ‘“‘pinch”’ resulting from in- 
flation and increased medical requirements has continuously depressed our 
standards during the past few years. Our standards have been maintained at 
an acceptable level by deferring employment and required projects and by in- 
creasing the demands upon our employees beyond the limits expected under 
acceptable personnel management principles. nless budgetary relief is afforded 
our standards will undoubtedly be further reduced to a below-acceptable level 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the gern length of stay? How or why? At this hospital there 
has never been the problem of maintaining our planned average daily patient load, 
rather the problem has been the availability of beds to adequately care for the 
veterans who apply for and are found to be in need of hospitalization. Allotment 
of funds has no effect on patient length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
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standards furnished by VACO are generally adequate. These are being con- 
stantly refined. Comparison standards furnished by VACO regarding civilian 
hospitals and data of this type found in hospital journals have proved to be gen- 
erally adequate. It is most difficult to make complete and valid cost comparisons 
between hospitals because of the large number of variables. These include types 
of patients, treatment methods, university affiliations, research, construction, 
quality of staff, staffing methods, local wage rates, local costs for supplies and 
services, etc. Establishment of appropriate standards for all phases of hospital 
administration with evaluation in terms of conformance with such standards 
would appear to be preferable to comparison of costs only. This subject has 
been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.03. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.97. 

(c) If all your patients are not on the same ratior., what differences are there? 
Why? The ration cost of 5(a) and 5(b) apply to all patients; however, one-half 
to two-thirds of our patients are on modified diets as prescribed by their physicians. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, 9 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters are especially important in the recruitment and transfer-in 
of employees. The ready availability of a limited number of key and other 
se when emergencies arise, constitutes a distinct advantage to the 

ospital. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters are required at this time; however, house- 
keeping quarters for key personnel and nonhousekeeping quarters for not more 
a 10 percent of all other employees should be considered as part of a hospital 

ant. 

(d) Could cost of such quarters be a lucrative investment? No; and should not 
be considered from this standpoint. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased salary of Department of 
of Medicine and Surgery classified and Wage Administration employees. In- 
creased cost and usage of drugs. Increased cost of all commodities used in the 
hospital including foodstuffs, all other supplies, equipment, and services. The 
effect is on an increased per diem rate, a compressed quality of medical care, 
postponement of needed projects, and demands upon hospital employees beyond 
reasonable expectancy. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Continuing comparison and analysis of current costs with costs 
of previous years and between departments, use of personnel control board and 
participation of all staff officials in development of budget. Dissemination and 
discussion of all cost comparison data received from VACO and other sources. 
Operating officials required to justify costs using such comparisons as guides. 
Decentralization of authority to operating officials to control funds. Establish- 
ment of cost standards and controls with analysis and action when indicated. 
Continuing review and periodic reports by department heads of their operations, 
with a view to effecting economies and greater efficiencies. Administration of 
programs such as work simplification, management improvement, performance 
awards and, in general, by instilling a cost consciousness throughout the hospital 
through discussions and management releases. 

10. Laundry service: 

ghia a was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


1, 614, 942 14.6 
1, 206, 392 10.9 


| 
Pieces. 
Pounds 
1 | | 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries 
excluding memorandum accounts: Per piece, $0.039; per pound, $0.052. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.058; per pound, $0.078. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? If 
pm — Not applicable (contract laundry service will be initiated Febru- 
ary 1, 1 >. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? See paragraph 3, section VIII. 
Average daily patient load is a positive factor. However, high turnover should 
also be recognized as an important factor in budget consideration. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a mae asp and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? See paragraphs 4 (a) and (6), section III. 
No effect on the number of operating beds since we usually have a waiting list and 
the number of beds at this hospital is insufficient to meet the needs of the veteran 
population of this area. 

b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $67,294. 
(2) Visits to hospitals by patients on CBOC status: 9,873. 
(3) Cost per visit: $6.82. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite ex- 
amples: Greater flexibility in budget administration, personnel management, and 
in many procedural matters. On the other hand, the ever-increasing number of 
reports is placing a burden upon the hospital staff. To some degree, the nature 
of certain of these reports results in less flexible procedures because of the manner 
in which the data must be collected. 

‘ (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The primary interest was in good administration. Interest in 
procedures was not excessive. 

(3) How was the internal audit valuable to your hospital? The primary 
advantage was the consolidation in one report of matters that were in process 
of change or were known by hospital staff members to require change. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? See (3) above. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 
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be conducted by a joint team? (1) A fair professional medical audit would con- . 
firm and publicize the fact that VA hospitals are giving exemplary care at sub- 
stantially lower costs than the non-Federal hospitals. This public recognition 
might decrease ‘“‘sniping’”’ at the VA, heighten general morale, improve liaison 
between the outside Bossom and the VA, and enlighten the general public 
regarding the aims and accomplishments of the VA; (2) an absolutely fair appraisal 
can only be effected by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Supervisory visits from an outside source such as from the area 
office or VACO are always advantageous. Such visits, because of the 
analysis of operations, provide opportunity for exchange of ideas and experi- 
ences of other stations and represent an overall management control. 

(2) Of what value would you think these visits are to VACO? Since 
reports of such visits are furnished to VACO staff elements, information on 
station operations is available for use in the development of policies or other 
guide material. Such narrative reports serve to supplement statistical 
reports furnished direct to central office by field stations. : 

(3) Would less frequent visits be more useful? It has not been our experi- 
ence that we have been overvisited. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Yes. The trend has been toward a greater 
degree of flexibility in circulars, directives, and manuals. Since such materials 
are prepared on the basis of overall VA experience, they are beneficial when main- 
tained on a current basis and in a manner to permit a degree of flexibility to adjust 
to local conditions. 

2. Is the management development program directed toward making good 
employees or good managers? Both, however, the program primarily benefits 
supervisors at all levels and potential supervisors. . 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


| 


Fiscal Description Amount 
year 
1959 | Installation of flame controls, 3 $12, 000 
Installation of X-ray tube stand unit in operating room__...................-....- 18, 000 
Conversion of space for cardio-pulmonary activities... 12, 375 
Not programed, or under consideration for fiscal year 1962. 
Description Amount 
Not programed: 
Renovation of elevators in buildings 3, 6, 9, 10, and 18_____.......-.....-..--...----..-. 140, 000 
Construction of additional parking lots... np 26, 000 
Installation of central air conditioning 25, 000 
Air conditioning North Wing, Ground Floor, Building 22.....................--.---.-- 8, 000 
Under consideration for fiscal year 1962: None................------------------eeeerene-eee|eneeeeeeeee--- 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Items accomplished: 
Exterior painting 4, 
Interior painti 6, 


Asphalt tile re 
Fluorescent light replacement program 
Installation of concrete ramps and 
Alterations to offices, personnel quarters 
Renovations in physical the’ 
Replacement of ward porch windows 
Items started but not completed: 
Remodel old brineroom to can 
Remainder of exterior painting 
Remainder of interior painting 
Replacement of double kitchen door 
Items scheduled but not started: 
Renovations to laundry for linen service ....................------.--------------------- 


- 


= 
SS 888885 


om 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 

Replacement windows in garage and warehouse-_._...............--.-.-----.-.-------.--.- $2, 800 

Repairs to roofs and gutters 1, 500 
Replacement tubes in boilers _..- 6, 000 
Resurface roads. 4, 600 
Rebuild s steps over C-D corridor 2, 805 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description 
Fiscal year 1960: 
maintenance and repair 


Painting (exterior) 

Painting (interior) 


Fiscal year 1961: 
Electrical maintenance and repair. ‘ 


} 
| 
} 
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(b) Minor betterments costing less than $2,000, excluding equipment: Remodel- 
ing clothing room, $1,925. - 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Automatic X-ray film processing and drying unit --_....................-.---.---------.---- 29, 500 
Film changer set, radiographic, medical biplane, Schonander- 21, 000 
Moduline storage dispensing unit - - 2, 100 
Image intensifier with accessories -_- st 40, 000 
Heart-lung machine 7,000 


3. What, in vour opinion, are the most pressing needs in your installation? 
(1) A replacement hospital with at least 500 beds; (2) budgetary support to per- 
mit the employment of categories of employees cited herein, together with support 
for the accomplishment of projects and procurement of equipment; (3) that author- 
ity be granted to make purchases without competition up to $2,500; (4) that 
authority be granted to permit construction projects up to a valuation of $5,000 
without necessity for a formal numbered contract and to the extent permitted by 
the Davis-Bacon Act. 


BAY PINES, FLA. 
I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: Bay Pines, Fla. 
PA of services: Type of hospital, G.M. & 8.; domicile, yes; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: K. A. Carroll, M.D., 37 vears Federal service as physician and 
hospital administrator. 

(b) Assistant manager: John D. Alderman, 22 years Federal service in person- 
nel and hospital administration. 

(c) Director, professional services: W. F. Dobyns, M.D., 29 years Federal 
service as physician and medical administrator. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Domiciles 


Total | TB Neuro- | G.M. & 8. 


logical 


Psy- 
chiatric 


BED CAPACITY AND PATIENTS REMAINING 


1, Rated bed 516 31 5 
9, Operating: begs. 516 31 5 
Beds not in use (unavailable): 


3 

4. In process of ren 

7 


f 
0 
0 
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| 

7 | 10 418 | 729 
00 7 10 418 | 729 
00 
00 
00 
00 
00 
00 
00 rent operating plan regardless of | | 
00 9. Patients remaining...._............--- 498 29 68 56 345 722 ; 
00 10. Average daily patient load for 12 7 
0 months ending Dee. 31, 1958.........| 498 | 30 60 61 342 | 717 
00 
00 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB - Neuro- | G.M. & 8. 
chiatric logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
320.0 13.0 21.0 42 244.0 651 
6) Percent of total patients re- 
maining (line 9)_.......--_.- 64.2 44.8 30.8 75 70.7 90 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
335.0 15.0 21.0 42 257.0 662 
6) Percent of total patients re- 
maining Jan. 10, 1957_...._.-. 67.0 58.0 30.8 75 74.0 92 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit dur ear... 278 239 168 17 
15. Number of patients on trial-visit status as . 31. 41 27 32 22 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 3, 590 3, 882 3, 673 
Irregular discharge 137 124 108 
Death 436 452 488 
All other 3,017 3, 306 3, 082 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. One significant trend 
is noted in the number of deaths which is increasing substantially each year. 
The demarrd for hospitalization is so great, and the number of s so limited,’ 
that we admit in addition to the service connected an increasing number cf seri- 
ously ill and fewer routine cases. A substantial number of these patients require 
prolonged hospitalization and we have an increasing number of frozen beds. This 
condition also reduces the number of patients suitable for trial visit. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: (a2) G.M. & 8. hospitals: Average 


stay for G.M. & S. patients, 41 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
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patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases ienath ot 
stay 
Subtotal gastrectomy for duodenal ulcer--.--.--...---.------------------------ 3 39 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We have a monthly survey of length of stay of all patients discharged 
from the hospital, and each ward physician is informed of the length of stay each 
month. Chiefs of services and other administrative personnel have a complete 
survey monthly, so that in those areas in which there has been some increase in 
the length of stay, corrective action can be taken. Minimum stay is also empha- 
sized at professional and administrative staff conferences. 

(b) What improvements have you made since your last report to this com- 
mittee? Some improvement has been made since our last report. However, no 
substantial improvements are possible due to limited staffing, overcrowded clini- 
cal facilities, and the type of patient treated. Length of stay in this hospital will 
remain fairly high due to the age and multiplicity of diseases of our patients. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) A high percentage of our patients 
are in the older age group and usually have a multiplicity of diseases and require 
longer periods of treatment. We anticipate that we will have an increase in 
op patients in the future which will have a tendency to increase the length 
of stay. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
can be reduced if outpatient care can be provided by contract physician in the 
veteran’s community. 

(b) What effect would such a program have on your cost of operation? Such 
& program will substantially increase costs of operations but we could provide 
service to a greater number of veterans requiring hospitalization. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Please refer to 6 below. 

6. What is needed to improve turnover of patients? Modernization of hospital 
buildings and improved clinical facilities, especially for X-ray, laboratory, and 
operating rooms, and an increased staff would result in greater patient turnover. 

his would allow us to provide hospitalization to more veterans but would cost 
much more in terms of salaries, transportation, supplies, etc., than our budget or 
funds will now provide. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total connected 
care req 
Total j|Innon-VA/} Not yet 
hospitals |hospi 
\, Total applicants. 585 13 1 
2. Domiciliary care: Total applicants. 133 3 130 
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an a many patients are scheduled for admission subsequent to January 12, 
13. 

3. What system do you use for scheduling admissions from the waiting list? 
We follow generally the priority system established by VA Circular 18, Septem- 
ber 8, 1958. However, due to the heavy demand for admission of urgent priority 
cases, we give preference to all in urgent need of hospitalization over routine-type 
cases. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions! 104 (telephonic contacts, P—10’s not received). 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “‘Yes,”’ please describe the circumstances. Yes. Applicants requiring emer- 
gency admission and service-connected applicants for treatment of service- 
connected disabilities or adjunct disabilities. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 3,949; approved, 2,665: rejected, 1,284. 


V. Hospital staff 
Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dee. 31, 1958 to 1958 

2. Physicians, full- and part-time-._..............._..-. 34.5 34.5 0 

3. Physicians, residents and interns .___.._____..._..... 0 0 0 
4. Physicians, consultants and 1.3 +.4 
134.0 135.0 —1.0 
8. Therapists and technicians 30.0 21.2 —8.8 
10. Office of manager, personnel, and finance___._______- 17.4 19.5 +2.1 

12. Other food-service employees____.._.._........--..-- 75.1 76.6 +1.5 
14. Engineering maintenance (excluding laundry)... 49.0 31.4 —17.6 
15. Engineering operations (excluding laundry) -__-_-_-_- 18.1 25. 4 +7.3 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 98; annual wage 
(average), $748. 

(b) What is the value of this program to the member and to the hospital? 
This program has value to the center in that members perform work which is 
necessary for operation of the station, especially in the domiciliary activities. 
We feel that this work is good for the member since it is within his physical 
limitations and provides a healthy outlet for his energies and abilities. Due to 
the age of our members and their physical and mental disabilities, complete 
rehabilitation is not a realistic objective. 

20. What was number of guards on duty December 31, 1958! 12. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given 
industrial None. 

22. Number of patients in day hospitalization: None. 


23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 (6 
months) 
Number of different persons who provided service... ........-. 22 24 
Average payment } red consultant or attending !__..........__- $43. 18 $41. 67 $45. 45 
Total amount paid to all consultants and attendings !________. $22, 670 $23, 164 $12, 315 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: ory do the 
research and education programs contribute to patient care in your hospital? 
Although our research program has only been in operation approximately 20 
months, we feel that it has already stimulated the professional staff to increased 
interest in their patients, particularly with relation to unusual diseases. This is 
indicated by an incre number of publications not only frorn the Research 
Laboratory but from the clinical departments. Research also increases the 
understanding of costs and treatment of diseases. Our research program has 
already produced information which enables us to better understand and better 
treat | eperntry with emphysema, heart disease, and psychological problems. 
3. Amount of funds available in fiscal year 1958: 


For education 
ing (pro- 
gram R300) 
2. Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools. P limsivgrecnsens 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) 69 1 1 50 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 1 50 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. --- 14 
(3) In hospital more than 30 days... 1 


! Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appeering first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of admis- 
sion indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 2. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 2. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Billings and followup letters are submitted promptly with appro- 

riate referrals to the be sere office chief attorney for determination of liability 
in event our claim is denied or ignored. Advice of the regional office chief 
attorney is solicited in third-party claims. Estimated cost of the collection 
program for the calendar year 1958 is $135. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$10, 801. 00 
3, 264. 00 


oa Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? None. ‘ 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? On the basis of estimated 
length of stay, veteran applicants are advised as to the estimated cost of hospital- 
ization in the community. Y 

8. In your opinion are there abuses of non-service-connected care? We believe 
that there is a minimum of abuse under present regulations and procedures. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_........... 486.0 496.0 496.0 493.0 496.0 
(6) Full-time equivalent staff_............ 613.1 609. 5 612.4 603. 4 599. 1 
$3, 224, 492 | $3, 479, 868 | $3, 565,824 | $3,845,950 | $3, 949, 519 
inn 2, {20,921 | 2,718,631 | 2,811,350 | 3, 1M4, 507 3, 232, 841 
36, 225 41, 860 44, 791 32, 190 33, 539 
EE ae 13, 130 13, 161 14, 914 17, 785 16, 659 
@ Utilities (gas, coal, water, etc.)......-- 35, 654 45, 080 43, 809 56, 850 45, 396 

225, 085 219, 717 213, 149 203, 763 
(i) the 113, 506 136, 412 143, 296 137, 421 127. 600 
(j) Medical and dental supplies--._-_..-- 64, 893 62, 478 71. 334 69, 131 66, 219 

(k) Asset acquisitions including equip- 

29, 185 52, 122 30, 813 34, 159 29, 272 
185, 803 190, 407 192, 348 190, 144 191, 305 
(m) Cost ver discharged patient..........- 762 859 877 ~ 851 931 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? An acceptable standard of medical care 
has been defined by the VA as medical care equivalent to the finest in civilian 

ractice. We do not have this. Furthermore, with the limited funds available, 
it is becoming increasingly difficult to meet the steadily improving standards of 
care provided in the better civilian hospitals. Unless funds are provided to meet 
rising costs of operations, the quality of medical care will be reduced. Medical 
care is not static. Additional funds should also be provided to keep abreast of 
modern developments. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? We do not feel 
that funds are alloveted primarily on the basis of average daily patient load/since 
the per diem costs vary substantially among VA hospitals of the same type and 
there is much greater staffing in relation to patient load in some than in others. 
With funds for additional staff and improved physical facilities, we could incresae 
patient turnover and reduce length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards are available for both VA hospitals and civilian hospitals. Such com- 
parisons, especially within the VA offer generally an adequate basis for determin- 
ing our relation to others in terms of cost and staffing. e comparisons for civil- 
lan hospitals are normally unrelated to specific VA activities. However, the 
Chief Medical Director’s letter of December 1, 1958, on hospital staffing and cost 
shows that limited funds in the face of rising costs required a reduction in the 
employee-patient ratio in VA during the same period that there was a substantial 
Increase in the employee-patient ratio in nonprofit and governmental (non- 
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Federal) hospitals. This is a matter of grave concern to VA hospital manage- 
ment and, we feel, to our central office. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.041. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.723. 

(c) if all your patients are not on the same ration, what differences are there? 

hy? Separate basic menus are planned for the domiciliary section and the 
hospital section, dietetic service. mbulant domiciliary patients may be served 
a higher range and variety of foods than the hospitalized patient. These basic 
menus are served to the greater percentage of both groups. However, both 
menus are in turn modified for a limited number of domiciled and hospitalized 
veterans to meet the nutritive requirements imposed by specific disease. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping; 16 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? This station is located in a desirable resort area and has few recruitment 
problems. Availability of quarters is not a factor in staffing or recruitment. 

(ec) What additional quarters do you believe would add quality or stability 
to your staff? None needed. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? Buildings, $18,570,900; land, $1 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Higher prices for everything the hospi- 
tal buys, including salaries of employees, food, drugs, utilities, etc., is the most 
important factor. Due to limitation of beds, we must of necessity admit an 
increasing number of seriously ill veterans, most of whom are in the higher age 
group, and who have a poy pawl of diseases, and whose treatment is more 
expensive. To keep abreast of modern developments in medicine requires funds 
in excess of allocations now provided. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Because of limited funds available, this center is constantly 
engaged in trying to find ways to cut costs in every area. Studies of costs and their 
nature are continuous and are made with the full participation of all concerned 
staff members. The cost of operations and the budget are discussed at adminis- 
trative and professional staff meetings. Relatively speaking, ours is a low-cost 
operation. Por example, in the first quarter of fiscal year 1959, only 4 of the 29 

.M. & §. hospitals with average daily patient load of 409-535 had a lower 
total per diem cost than this center. For the same period only 4 of the 17 domiceili- 
aries had a lower cost. Of necessity, all staff members who control or influence the 
use of funds are thoroughly cost conscious. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number Pin 
number patient-day 


2, 562, 267 5.8 


Note.—No separation is made between patients and members usage. 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as perso 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.035; per pound, $0.046. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.047; per pound, $0.063. 
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11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? The demand for beds is so 
great that we are able to admit only the service-connected and those in most urgent 
need of hospitalization. The average daily patient load concept of financing 
has no effect on admissions. Adequacy of financing does affect turnover as 
explained under section 3, No. 6, and section 8, No. 3. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. The number of beds in 
this area is wholly inadequate to meet the needs of veterans. 

13. -(a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? one at this time center, since the total number of beds 
is inadequate to meet the needs of veterans in this area. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $11,124. 
(2) Visits to hospitals by patients on CBOC status: 1,045. 
(3) Cost per visit: $10.64. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By emphasis on 
policy rather than procedure. Cite examples. The most significant step in 
decentralization was to give station management effective control with a few 
minor exceptions, of funds allocated for station operations. 

‘ (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? They were interested in good practical administration. 

(3) How was the internal audit valuable to your hospital? It provided for 
a systematic review of all major nonprofessional operations in which we had 
the benefit of an outside point of view. 

(4) Were you pressued or compelled to adopt any impractical or inhibitive 
operational changes as a result? No 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? We would highly recommend a professional medical 
audit by outstanding physicians not within the VA, similar to the Joint Commis- 
sion on Accreditation of Hospitals. However, these surveys should be more 
frequent than those made by the Commission. The findings and recommenda- 
tions of this committee would contribute to the practice of modern medicine in 
VA 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
In our opinion, visits of this nature are very helpful to the station. Also, the 
area consultants’ visits are very stimulating to the professional staff and are 
very welcome. 

(2) Of what value would you think these visits are to VACO? We think 
these reports should be of great value to central office. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? We do not feel that there has been 
4 recentralization of operational authority. In general, the emphasis has been on 
stating policies rather than spelling out detailed procedure. 

2. Is the management development program directed toward making good em- 
ployees or good managers? This is a two-way program which is directed, first, 
toward improving the employees’ performance in their present position and, 
second, toward helping them prepare for positions of greater responsibilities. 


33427—59——27 
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CORAL GABLES, FLA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 1200 Anastasia Avenue. 
City and State: Coral Gables, Fla. 
Bg of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, yes. 
Name, qualifications, and tenure of — 
a) Manager: Earl C. Gluckman, M.D., March 1, 1957, to date. 
b) Assistant manager: E. W. Lawson, GS-14, February 12, 1946, to date. 


professional services: Thomas 8. Robertson, M.D., November 2, 
to date. 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed Specks: 450 30 34 21 365 0 
2. Opera 450 30 34 21 365 0 
Beds not in use (unavailable) : 
3. ‘ie 0 0 0 0 0 0 
4. In process of activation... .......-. 0 0 0 0 0 0 
5. ere 0 0 0 0 0 0 
6. Staffnot recruitable: Beds required. 0 0 0 0 0 0 
7. Type of bed not required for current 
operating plan regardless of staff 
availability 0 0 0 0 0 0 
8. Other -. 0 0 0 0 0 0 
v a or 
ing D B, 2068 ....5.0.. 423 31 33 22 337 17 
1 Member-employees. 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
205. 0 6.0 2.0 8.0 189.0 0 
& Percent of total patients re- 
maining 45.9 23.0 6.0 38.0 51.6 0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
205.0 9.0 4.0 12.0 180.0 0 
8 Percent of total patients re- 
maining Jan. 10, 1957_......-. 46.0 26.0 9.4 28.1 51.3 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
24. Number of patients sent to trial visit during eee 2 3 3 4 
15. Number of patients on trial-visit status as of . 31. 0 2 0 2 
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16. (2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 
Type of discharge 1956 1957 1958 
Total. 5, 088 5,078 4, 819 
All other... 4, 519 4, 497 4, 228 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: There is a trend in 
annual increase in number of deaths due to limited number of beds and admission 
of more serious cases. In spite of the fact that the calendar year 1958 figures show 
a decrease in the number of discharges, the fiscal year figures show the opposite, 
i.e.: 1955, 4,639; 1956, 4,710; 1957, 4,936; 1958, 4,927; 1959, 5,041. These figures 
indicate an increased turnover rate, increased workload and additional financial 
burden. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 

lan? None. 
‘i (b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? 10. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 27 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for — discharged during the period a 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any pa- 
tients with multiple treated conditions) : 


Cases 


stay 


Hemorrhoidectomy..... 

Subtotal gastrectomy for duodenal ulcer 

Prostatectomy: 
Suprapubic 
Retropubic 
Perineal 
‘Transure' 


awon 


3. (a) What system of control do you have to insure a minimum stay in 


hospi 

(1) A length-of-stay committee selected from the chiefs of services review 
charts and record their recommendations. They are then passed along to the 
ward physicians and residents. 

(2) A report of the length of stay by services forms a part of the hospital 
statistical report which is published and distributed to all services. 

o” Admissions insofar as possible are scheduled so as to minimize delay prior 
surgery. 

(4) At the bimonthly meeting of the professional services staff and other 
meetings of physicians, the promptness of initiation, and completement of treat- 
ment is stressed. 

(5) Quarterly review of all patients hospitalized over 30 days on G.M. & 8. 
services, 90 days on NP service, and 180 days on TB service is made. 

_ (6) P.M. & R. coordinates all services (referring service, social service, voca- 
tional counseling, psychology section, etc.) concerned, in order to facilitate dis- 
charge and rehabilitation of difficult cases. 
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(7) Preadmission examinations to determine need for hospitalization are 
utilized to the fullest extent in hospital treatment. 

(8) Utilization of the CBOC program. 

(b) What improvements have you made since your last report to this com- 
mittee? (1) Utilization of CBOC program; (2) establishment of length-of-stay 
committee. This has decreased length of stay by 2 days. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (Ifso, describe.) The following administra- 
tive practices and/or policies contribute to increasing the length of stay of the 
patient: (1) Non-service-connected patients require longer hospitalization in 
that no real outpatient followup treatment can be given them in spite of CBOC 

rogram. (2) There is no legal provision for preadmission workup, particularly 
aboratory, X-ray or physical examination. (3) Delays are encountered in trans- 
fer of patients to (a) other VA facilities (0) nursing homes. (4) Congressional 
inguiries and family interference often delay discharge of patient. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) 

There are numerous differences in patients’ characteristics and requirements 
which definitely affect the length of stay: 

(1) Specific pathological conditions (such as carcinoma, tuberculosis, neuro- 
surgical, orthopedic, cardiovascular accidents, and the like) all require more 
prolonged hospitalization. 

(2) The older our veteran population becomes, the more prolonged will be their 
hospitalization and the greater will be the demands for hospital care. 

(3) Economie conditions undoubtedly contribute to the prolongation of length 
of hospital stay. In times of prosperity more patients are anxious to resume their 
usual occupations. In times of economic adversity this pressure is not so great, 
and consequently, the patient is more apt to prolong his hospital stay. 

(4) Climatic conditions undoubtedly influence length of stay in veterans 
hospitals. In winter months patients are more content to remain in the hospital 
than during the other seasons of the year. In a climate such as that of Florida 
and other subtropical regions, there is a seasonal upsurge of admissions, and 
rapid discharge of patients is more difficult. 

(5) South Florida is a mecca for many with chronic ailments (such as cardiacs, 
asthmatics, arthritics, etc.). 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? A posthospitaliza- 
tion followup on an outpatient basis for both service-connected and non-service- 
connected cases should shorten length of stay because: (1) Surgical cases could 
return for postoperative dressings, removal of sutures, etc. (2) NP cases in a 
greater number could be handled on an outpatient basis, and the rehospitalization 
rate could be reduced. (3) Medical cases could be discharged earlier and followed 
on an outpatient basis. 

(b) What effect would such a program have on your cost of operation? (1) 
An increase in personnel, equipment, and space would be required. (2) This 

rogram would increase the turnover rate and, simultaneously, operating costs. 
t is a known fact that new admissions are more costly to handle than patients 
already in the hospital. : 

5. What would you suggest to further reduce hospital stay without impairing 
care? Further efforts to improve present programs of: (a) Discharge planning. 
(b) Proper screening of all admissions. (c) Orientation of residents in all hospital 
policies. (d) Indoctrination of State service officers in the necessity of shortening 
hospital stay. Many service-connected cases are given to understand that 
hospital stay past 21 days increases compensation to 100 percent. (e) Outpatient 
followup of all cases, service connected or nonservice connected. (f) Utilization 
of CBOC program fully. This would require more adequate funds. 

6. What is needed to improve turnover of patients? (a) Adequate funds to 
assure sufficient personnel, equipment, supplies, and maintenance of hospital. 
(6) Preadmission examination and postdischarge followup treatment. 
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IV. Waiting lists 


1. Number of eligible applicants not yes hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
ired Total 
Type of care requir 
Total |Innon-VA} Not yet 

hospitals /hospitalized 
1, Botel applicants... 473 0 473 4 469 
0 0 0 0 0 
18 0 18 1 17 
2. Domicilary care: Total applicants- - ---- 0 0 0 0 0 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? = 34. 

3. What system do you use for scheduling admissions from the waiting list? 
We follow implicitly instructions in VA directive (Circular 18 of Oct. 8, 1958). 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? Pending determination of eligibility, 112. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes; emergencies and service- 
connected ones. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total 5,490; approved, 2,992; rejected, 2,498. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 

decrease (—) 

from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 

2. Physicians, full- and part-time. 23.5 21.2 —2.3 
3. Physicians, residents and interns... 13.5 22.0 +8.5 
4, Physicians, consultants and attendings 7.0 8.4 +14 

8. Therapists and technicians !..................-....-- 32.0 29.3 —2.7 

10. Office of manager, personnel, and finance... __-...._- 19.0 21.1 2.1 
12. Other food-service employees... 73.0 72.0 —1.0 
14, Engineering maintenance (excluding laundry)__.---- 39.1 19.0 —20.1 
15. Engineering operations (excluding laundry) - -.- 30.0 29.5 —.5 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 13. Annual 
wage (average) $815. 

(6) What is the value of this program to the member and to the hospital? 
The value to the veteran is an increased self-confidence, enabling him to resume 
his place in society as a normal, contributing member. The value to the hospital 
is: (1) An increased understanding by employees of the value of rehabilitation. 
(2) Conversion, by rehabilitation, from a liability to the VA to a self-supporting 
member of society. 


20. What was number of guards on duty December 31, 1958? None. 


OF 
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21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


Tam: 


dustrial therapy: 20. 


(c) Average days of hospitalization of patients reported in (6): 51. 


22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 


(b) Number of patients discharged during past 3 months who were given in- 


24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service _........._- 58 66 99 
Average payment per consultant or attending !_______....__.- $902 $765 $637 
Total amount to all consultants and attendings !.__._____ $52, 350 $50, 500 $63, 050 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 


ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 


research and education programs contribute to patient care in your hospital? 
(a) Supplementation of clinical laboratory service. Research laboratory performs 
rare or technically difficult chemical determinations for clinical laboratory. (b) 
Clinical orientation of research has provided means of saving lives by use of newer 
methods. (Example: “Successful Treatment of Quinidine and Procaine Amide 
Intoxication.” F. Wasserman et al., New England Jr. Med. 259: 797, 1958.) 
These are all members of our staff. (c) Use of research laboratory enables physi- 
cians to solve more easily problems of diagnosis and treatment. (d) The research 
program assists in recruitment by attracting higher caliber staff and resident 
physicians. (e) An active research and educational program stimulates entire 
professional staff. 
3. Amount of funds available in fiscal year 1958: 


For education 
Research and 
ing 
gram 8300) 
VA eppropriation $138, 770 $3, 794 
d donations deposited in general post fund 
Grants from other sources administered medical schools- 2, 000 |....-------- - 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
hausted 

(a) Total... 100 2 5 0 0 83 

(6) For treatment of a service-connected 
10 

(ce) For treatment of a non-service-con- 

nected condition. -..........--....-- 90 2 5 0 0 83 
(1) Patient has compensable serv- 

In hospital more than 30 days. 22 2 18 

1 Any form of prepayment insurance. 2 Three nonveteran. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen's compensation coverage for an alleged industrial 
or job-connected injury: 8. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Upon receipt of the statement of charges and the signed copy of VA 
form 10-2381 from the chief, registrar division, the fiscal division initiates in 
duplicate FL 10-272, transmitting statement of charges to insurance companies, 
etc., addressed in the same manner as the statement of charges. The transmittal 
letter signed by the chief, fiscal division, together with the original and one copy 
of the statement of charges and the copy of the power of attorney and agreement, 
is simultaneously forwarded to the adAteathe. If, within 60 days from the date 
the original statement of charges is released to the employer or the insurance 
company, etc., a reply is not received, the fiscal division prepares and releases 
FL 10-273. If, within 30 days of the date of release of the first letter, the insurer 
or other party has not replied, a seccnd (followup) letter is released. At the end 
of an additional 30-day period, if the party billed has continued to ignore the 
statement of charges and the followup form letter, the entire file is assembled and, 
with a covering letter, transmitted by the fiscal division to the chief attorney, 
VA regional office, Pass-A-Grille, Fla., for such action as he deems appropriate. 
No change has been made in this procedure since January 1957. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 
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6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar vear 1958? Two. 

7. What counseling is given veterans as to estimated cest in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Applicant advised as to the 
cost in private hospital and asked if he is able to meet these costs. 

8. In your opinion are there abuses of non-service-connected care? The im- 
pression of our physicians is that the patients in our facility are of an economic 
strata which precludes paying for their medical and hospital care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___________- 415 416 424.0 426 435 
(>) Full-time equivalent staff__......____- 569 580 580.4 570 575 
$3, 130, 931 | $3, 355,749 | $3, 409,093 | $3, 636,002 | $3, 902, 804 
(@) Salaries of staff ?................--...- 2. 409, 573 | 2,598,258 | 2,669,326 | 2,891, 518 8, 123, 651 
17, 850 20, 899 20, 638 19, 495 18, 516 
Communications 10, 608 11, 695 13, 717 14, 240 15, 262 
(g) Utilities (gas, coal, water, etc.)__.____- 54, 575 54,7 56, 362 60, 664 64, 811 
(h) Raw foods_______ CTR EE LES 196, 062 196, 157 186, 787 183, 263 189, 009 
(i) Drugs and medicines_-_-___......._.--- 95, 779 108, 012 110, 493 122, 883 130, 000 
‘p Medical and dental supplies-_--____-___- 123, 164 120, 694 113, 235 116, 065 118, 000 

(k) Asset acquisitions including equip- 
33, 990 35, 996 26, 912 23, 540 40, 000 
Pe 189, 330 209, 309 211, 623 204, 334 203, 555 
(m) Cost per discharged patient_____._.__- 653 679 653 716 753 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The term “acceptable standard” is varia- 
ble. However, our medical staff feels that the standards provided by our primary 
fund allocation no longer meet their own requirements were they patients. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? In the light of 
our past experiences, we do not believe that length of stay is particularly affected 
by our average daily patient load, due to the fact that this hospital is under 
constantly increasing pressure for hospitalization. More and more veterans of 
an older age group are moving south and are demanding hospital care. We are, 
in fact, strained to the utmost to handle the workload presently imposed on us 
by this demand. We feel that an increased bed capacity and average daily 
patient load with sufficient funds will have to be provided in order to at least 
partially alleviate this situation. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
quate comparison standards for most functions at VA hospitals. There are so 
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many dissimilar activities between VA and civil hospitals that we have not de- 
veloped adequate comparison standards in this area. We feel that perhaps the 
comparison statistics furnished for engineering operations could be improved. 
This idea has been rendered to central office. 

5. (a2) What is the average raw food cost per served ration from July 1, 1958, 
through 31, 1958? $1.07. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.84. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? July 1, 1958, to December 31, 1958, 5,608 rations were served to TB and 
paraplegic patients who require the full ration plus 30 percent increase in meat, 
milk, and butter, and 10 percent increase in all other food groups; 25,729 rations 
served to psychiatric, neurological, medical, and surgical patients require 10 per- 
cent increase on all food groups above the basic ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 housekeeping, 39 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Relatively unimportant except for key personnel and certain without 
compensation employees. This is a high rental, high-cost housing area which 
penalizes those career employees most often called upon to accept transfer. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None under the present system of gaging rentals by area standards. 
This is a resort area. 

(d) Could cost of such quarters be a luerative investment? Quarters should 
not be a serious moneymaking proposition if the Government is to carry out its 
policy of not competing with private business. However, if the Government is 
serious about its desire to emulate the best in industrial practices, it can profit 
legitimately from its apartments by renting them sufficiently close to margin to 
preclude loss but certainly not to make a lucrative profit. This could not be 
considered in violation of any statute which forbids hidden compensation, since 
the employee would be paying a fair rental, based upon cost to the Government, 
rather than based upon community rates which in essence have no bearing on his 
or his Government’s rental. Rather, the employee would rent at the most reason- 
able price, under which the Government would make a moderate (not lucrative) 
profit. This would be in line with best private practice under which industry 
uses housing at a very modest profit to provide employees with reasonable-cost 
housing, and thus make it easier to recruit and transfer, especially to out-of-the 
way or to higher rental areas. An additional gain would be the feeling on the 
part of employees that loyalty, interest, and cooperation is 8 two-way street. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (a) Inflationary trends reflected in 
increased costs of services, supplies, and equipment are primarily responsible for 
increased costs. (b) Improved medical practices require more complicated and 
costly equipment and more highly trained personnel at higher salary levels. 
(c) Our rapid turnover of patients (96 percent) contributes to increased costs, as 
it is more expensive to process a new patient than to care for a convalescent. 
(d) Obsolescence of plant increases operational costs (plant is a converted hotel 
built in 1926). (e) Constantly increasing population in this area; large percent- 
age of seriously ill patients; rapid turnover rate and inadequate bed capacity have 
increased operational costs by making efficient operation more difficult. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Full discussion and participation at all levels of: (a) Budget 
planning. (6) Distribution of funds. (c) Monthly analysis of expenditures and 
budgetary trends. (d) Bimonthly budget committee meetings. (e) Publication 
of budgetary manual. 

10. Laundry service: 

Camat was the utilization of laundry per patient per day during calendar 
year 


Total Number per 
number patient-day 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.034; per pound, $0.046. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.048; per pound $0.066. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None in this facility, because 
the present capacity and authorized average daily patient load are inadequate 
to meet the demand for hospitalization in this area. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an ave 
daily patient load so funds would not be withdrawn? None in this installation 
because of our large waiting list. Increasing population and age of veterans in 
this locality are placing increasing pressure for hospitalization on this facility. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? No effect on number of operating 
beds but would increase usage of the beds by approximately 10 percent. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $25,403. 
(2) Visits to hospitals by patients on CBOC status: 4,138. 
(3) Cost per visit: $6.14. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Having 
been a manager for less than 2 years, I do not feel that I can answer this question 
authoritatively. However, I do not feel that I have authority commensurate 
with my responsibilities. 

y (6) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? (a) Team seemed to match manuals against procedures, and 
primary interest appeared to be concerned only with deviations. (b) One 
of the primary interests seemingly was to rate management in accordance 
with the opinions of their subordinates. (c) A feeling of distrust between 
employees at all levels was left behind. 

(3) How was the internal audit valuable to your hospital? Emphasized 
importance of close adherence to directives antl guidelines as laid down by 
higher authority. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? The VA has sufficient built-in controls. An 
additional professional medical audit would serve no purpose, might even give 
the impression of harassment of professional staff. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Area supervisory visits are helpful in the following manner: (a) 
Dissemination of new ideas in hospital administration and medical trends. 
(6) Reviewing with us our hospital operations in the light of VA directives 
and knowledge gained by visiting other VA hospitals. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 405 


(2) Of what value would you think these visits are to VACO? We think 
that area supervisors are the eyes and ears of central office in the field. 

(3) Would less frequent visits be more useful? One routine visit per year 
per service should be adequate; however, we would profit by additional 
visits at our request for assistance. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Manuals have decentralized technical 
operations but have shown no appreciable change in policy determination. 

2. Is the management development program directed toward making good 
employees or good managers? Both. Stimulates employee interest in present 
job and future promotion. Aids manager in filling vacancies with qualified 
employees. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 | Expansion of fire alarm system to provide adequate protection....-..-..-.----.--- $10, 000 


Not programed, or under consideration for fiscal year 1962. 


Description 


3. Install automatie sprinklers, buildings 5, T-1, T-62_...........-...---.-------..----..-- 
6 
8 


9 SAS 


. Heating female nonhousekeeping quarters. --..........--.------------------------------- 

. Heating outpatient waiting room and office. 

. Expansion deep-freeze storage space --.....- 

. Alterations to expand dental lab... 
9. Install patients’ showers (4). 
10. Install heating system, auditorium, main hospital building 
1L. Conversion of space to provide 2 additional security rooms, NP area....-....-..-.------ 
13. Remodel and expansion of female restroom. --............------.------------------------ 
15. Remodel unused southeast section, ward 3, building 1_..-............--.--.------------- 


Bye 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description A 


1. Installed adequate lighting, corridors, ward areas... 
2. Installed coving in hospital corridors--.-.-..........----...--.-------+-----+---++-------- 
3. Partial repair of seepage under terraces. ...........-...--..----.4--.-.+---------------+-- 
5. Replaced secondary wiring and panels........-------------------.----------------------- 
6. Repairs to elevators 

7. Installed oxygen and compressed air system to recovery room, chest ward-..........-.-- 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


. Removal spalling masonry, building 1 (per year). -...-.....---.-.-.--------------------- 
Replace hot water and sewer lines (per year) 
. Replace electrical panels and secondary wiring.....-....--.-..--..---.-------------------- 
Replace wooden windows, north and west side, buildings 1, 2, 3...........--..-.-.------ 


PAIS 


(2) Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Replacement hotel 
ceiling fixtures in patients’ rooms, $7,000. 

(b) Minor betterments costing less than $2,000, excluding equipment: Due 
to age and type of building, there are numerous unidentifiable betterment items 
recurring each year, $10,000. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


(3) What, in your opinion, are the most pressing needs in your installation? 
(a) Physical. Outdated and inefficient plant (new plant scheduled). (6) Educa- 
tion of Bureau of Budget as to increased costs and importance of modern medical 
eare. (c) Provision of additional beds in this area (will require 1,000-bed hospital, 
rather than the 800-bed scheduled). (d) Additional funds to provide acceptable 
treatment standards. 


LAKE CITY, FLA. 


I, General 


Name of hospital: Veterans’ Administration Hospital. 
Street address; South Marion Street. 
City and State: Lake City, Fla. 
- Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no, 
. Name, qualifications, and tenure of. 
(a) Manager: Oliver W. Greer, M.D. 
(b) Assistant manager. Robert R. Pedlow, Jr. 
(c) Director, professional services: Josh D. Davis, M.D. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity... 354 320 0 
Beds not in use (unavailable): 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining Jan. 12, 1959_______ 318 31 1 2 284 0 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_______- 307 30 2 5 270 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
fo); Nema ber 184.0 15.0 1.0 2.0 166.0 0 
(6) Percent of total patients re- 
maining (line 9)___.__.____-- 57.9 48.4 100.0 100.0 58. 5 0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
177.0 24.0 140.0 0 
(6) Percent of total patients re- 
maining Jan. 10, 1957________ 55.8 64.9 56.0 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__- 0 0 0 0 
15, Number of patients on trial-visit status as of Dee, 31 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_ (b) If there are trends in any of the components above, Bee describe their 
significance and impact on the activities of your hospital: The increasing age of 
the veteran population as a whole and particularly that segment moving into 
this State is causing a longer length of stay because of the chronic nature of their 
disabilities. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


| 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 42 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for nay discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


Average 

Cases length of 
stay 

18 25 

Subtotal gastrectomy for duodenal ulcer-.-.--...-....--....--..---------------- 12 36. 

Prostatectomy: 

Suprapubic........- 0 0 
Transurethral. - 5 108 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) Formal length of stay studies by a committee; (2) continuing review 
of records by professional service chiefs as patients are discharged; (3) regular 
rounds by chiefs of medical and surgical service to assist ward physicians in 
— discharge of difficult cases; (4) active use of PMR board and social work 
service facilities; (5) control of admissions, except emergensies, to preclude over- 
loading treatment facilities. 

(b) What improvements have you made since your last report to this commit- 
tee? We have reduced average length of stay by 2 days in spite of more demand 
and hospitalization of chronically ill patients. — 

(c) Are there any identifiable administrative pra:tices or policies that may 
contribute to increasing length of stay? (If so, describe.) es. The recent 
change to nonbed-occupant program which provides that a patient may elect 
whether or not he will participate in the completion of bed occupancy care 
program. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (Ifso, describe.) Yes. We feel that the increasing 
age of the veteran population will have a definite effect in regard to increasing the 
average length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? For the younger 
patients and particularly those in hospitals in metropolitan areas we feel that 
such followup care would materially reduce the time required for them to be in a 
hospital. In areas such as this hospital the distances from which patients come 
would make outpatient followup care impracticai for the most part. 

(b) What effect would such a program have on your cost of operation? It 
would increase cost since this would be a program in addition to the inpatient 
program now being carried. 

5. What would you suggest to further reduce hospital stay without impairing 
eare? Establish VA nursing homes to which long term chronically ill patients 
not requiring definitive treatment could be transferred. Increase monetary 
allowances for P. & T. pension and A. & A. 

6. What is needed to improve turnover of patients? Less demand on ward 
physician’s time for the preparation of interim summaries. Assumption of more 
responsibility by patient and family in planning for discharge. 
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IV. Waiting lists 


1. Number of eligible applicants nséd fo hospitalized as VA beneficiaries as of 


January 12, 1959, and not yet schedulé 


for admission and not VA patients: 


Nonservice-connected 
Service- 
Type of care required Total connected 
Total Innon-VAj} Not yet 
hospitals {hospitalized 
4 


2 Ria many patients are scheduled for admission subsequent to January 12, 
1959? 17. 

3. What system do you use for scheduling admissions from the waiting list? 
Regular review of waiting list by admitting physician and issuance of authori- 
zation to report by priority group and medical urgency at a rate determined by 
continuing study of discharges and medically emergent admissions. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who 
were potential admissions? 33, pending eligibility determination; 7, patients on 
leave of absence status. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances: Yes. Only when the physical 
condition is such that delay in hospitalization would endanger loss of limb or life. 
(Medical emergencies as determined by the admitting physician.) 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 2,163; approved, 1,692; rejected, 471. 


V. Hospital staff 
eres full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 1 20.0 119.0 -1.0 
3. Physicians, residents and interns. 0 
4. Physicians, consultants and attendings-.......-.---- 1.0 2.0 +1.0 
95.0 96. 0 +1.0 
8. Therapists and technicians 14.0 
1.0 2.0 +1.0 
- 10. Office of manager, personnel, and finance. 15.0 14.0 —1.0 
12. Other food-service employees..-- 54.0 
14. Engineering maintenance (excluding laundry) -..._-- 29.0 20.0 —9.0 
15. Engineering operations (excluding laundry) _---..--- 12.0 25.0 +13.0 


! Includes manager. 
? In physical medicine, dentistry, laboratory, X-ray. 


83427 O—59——_28 
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industrial 
22. Number o 
23. Number of patients in night hospitalization: 


19. (a) Number of member employees as of January 12, 1959: 


N 


one. 


(b) What is the value of this program to the member and to the hospital? We 
have no member employees program at this hospital. 
20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 
(6) Number of patients discharged during past 3 months who were given 


: None. 
patients in day hospitalization: None. 


None. 


24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
1959 
From July 1 through June 30 
1957 1958 
Actual | Estimated 
Ist and 2d) 3d and 4th 
quarters | quarters 
Number of different persons who provided services: 
Average payment per consultant or attending: ! 
Total amount paid to all consultants and attendings !___.__ $10, 932. 80 $8, 717 $9, 623 $13, 776 
2. 80 $1, 398 $1, 748 $2, 126 


! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time 


Part time 


Phys 
Nu 


icians 
rses 


research and education 
This hospital has a smal 
1958. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 


prameme contribute to patient care in your hospital? 
grant for research which became available on July 1, 
o date our program has been one largely of preliminary organization. 


Actual researéh has been confined to limited clinical studies which have not 
contributed to 
3. Amount of funds available in fiscal year 1958: 


atient care. 


For education 

Research = 

pro- 

gram 8300) 
2. Gifts and donations deposited in gencral None 
3. Grants from other sources administered through affiliated medical schools. Newe 


_ 
Consultants, 
attendings 


we 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on- November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
() For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension 1 1 14 


! Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 

by Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Cost of collection program to hospital during calendar year 1958: 

1,750. Secure power of attorney from veteran when he is admitted to Veterans 
Administration Hospital. Send letter to insurance company indicating veteran 
is being hospitalized and that he has signed power of attorney. At end of each 
30-day period of hospitalization send itemized bill to hospital fiscal officer for 
submission to insurance company. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


“ Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Length of stay estimated by 
admitting physician and applicant advised approximate cost in non-VA hospital 
before oath is signed. 

8. In your opinion are there abuses of non-service-connected care? Not at this 
particular hospital so far as our continuing review of applications reveals. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


16 84 100 

5 95 100 

100 100 

60 40 100 

13 87 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
se: vices (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load .._...._.._- 303 309 314 306 315 
(c) $2, 173, 871 | $2, 284, 574 | $2,333,561 | $2,524,161 | $2, 625, 754 
1,693,055 | 1,788,109 | 1,797,900 | 1,995, 788 2, 090, 874 
29, 827 31,112 27, 424 29, 760 34, 249 
(f) Communications. -__-.-.__.........--..- 4, 416 9, 326 10, 562 11, 129 10, 579 
} Utilities (gas, coal, water, etc.) .....__- 45, 021 64, 661 59, 086 73, 554 64, 750 
ee 127, 890 129, 895 130, 913 128, 435 133, 796 
(i) Drugs and medicines. __...__.___....- 67, 554 76, 415 74, 518 84, 887 90, 820 
(j) Medical and dental supplies. ._..._._. 48, 581 46, 930 43, 412 45,812 58, 512 

(k) Asset acquisitions ineluding equip- 
12, 581 9, 837 27, 601 19, 147 10, 266 
144, 946 128, 289 162, 145 135, 649 131, 908 
(m) Cost per discharged patient ...........- 920 901 864 981 951 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, however, in providing the acceptable 
standard of care with current primary fund allocation the quality of our M. & R. 
program is not all that it should be and neither is our equipment replacement 
program nor is our need for new items of equipment bein iloeniadate met, 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Patients in this hospital 
are admitted, treated, and discharged as medically indicated. Fiscal affairs are not 
a factor in determining what applicants are admitted, treated, or discharged. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements 
seem possible? Have they been discussed with responsible officials? Statistical 
data available for comparison with other VA hospitals is appropriate for com- 
parison standards. The chief medical director has made available certain infor- 
mation concerning costs and personnel in municipal, voluntary and university 
hospitals. These comparisons are informative but not appropriate. In a report 
by management analysis service dated November 1958 it would not seem possible 
with increasing costs and decreasing manpower that we can retain the level of 
care we are now rendering much less anticipate any improvements. This has 
been diseussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? = $1.061. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.146. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? TB and paraplegia patients receive 30 percent more than G.M. & &. 


Ssssess | 


yn 
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NP receive 10 percent more than G.M. & 8. Central office directive prescribes 
these factors. . 

6. @ As of December 31, 1958, give the number of vacant quarters for person- 
nel: None. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? This station only has two sets of quarters; both are self-contained single- 
family dwellings that are occupied by the manager and director, professional 
services respectively. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? It is the consensus here that the construction of additional house- 
keeping quarters would materially enhance our opportunity to recruit and retain 
appropriate staff; particularly physicians. This opinion is predicated upon the 
fact that within the commuting area of this station there are no suitable rental 

roperties available and this is a serious deterrent when physicians are considering 
joining the staff of this hospital. ; 

(d) Could cost of such quarters be a lucrative investment? Based upan our 
experience with the quarters referred to in (b) above we believe that additional 
housekeeping quarters at this hospital would be a lucrative investment. 

7. What, in your opinion, is the capital value of this installation ' (all buildings) 
based on a replacement cost? $5,441,130. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Salary costs have risen as a result of 
paying 64 percent VA share of retirement, 10 percent pay increase to most em- 
ployees retroactive to January 1958, employment of additional physicians who 
became available unexpectedly, and increased terminal leave payments. Price 
increases are apparent in approximately 90 percent of subsistence items resulting 
in a 6-cent increase in raw food cost per ration within the last 2 years. Price 
increases have been noted in burial contracts and a variety of other items. Main- 
tenance and repair costs have increased and it has become necessary to employ 
four additional painters to speed this program. Parking areas have had to be 
provided and improved. The monetary result has been an increase in PFA and 
per diem from $2,322,554 and $19.64 in fiscal year 1957 to $2,625,754 and $22.12 
in fiseal year 1959. 

9. What internal programs have you developed to engender cost consciousness 
at your station? There is an active participation in basic budget planning on the 
part of management and all operating officials to insure accomplishment of the 
hosvital mission in the most effective and efficient manner while operating within 
the assigned primary fund allocation. A team concept of financial management 
revolving around management and a budget committee who work toward getting 
the maximum value out of every dollar expended has provided leadership and 
guidance in cost consciousness. Allocations of funds are made to departmental 
level and officials are responsible for operating within their allocation. A con- 
tinuous accounting analysis of costs in all areas is made to recognize trends, explain 
changes, and in general to develop and promote cost consciousness. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal ser- 
vices, and which were instituted for the purpose of making VA laundry o 
erations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.044; per pound $0.058. 
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Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.048; per pound, $0.064. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? None. (See par. 3, sec. VIII.) 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. : 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $8,390. 
(2) Visits to hospitals by patients on CBOC status: 841. 
(3) Cost per visit: $9.98. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. Cite examples: This*responsibility has 
not been increased; neither has it been diminished except for certain budgetary 
limitations such as our not being permitted to utilize budgeted unexpended salary 
money for other purposes such as maintenance and repairs and equipment re- 
placement, ete. 

Y (6) Has your hospital had an internal audit of its administrative operations? 
es. 

(J) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent.whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The team was primarily interested in good practical administra- 
ion. 

(3) How was the internal audit valuable to your hospital? It helped us 
to recognize areas for improvement. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair ‘“‘professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by 4 joint team? It is the consensus that improved patient care 
could result from such an audit conducted by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? In some departments, particularly in administrative divisions, these 
visits are ef great value. They are also quite helpful to those services ancil- 
lary to the’medical and surgical services. 

2) Of what value would you think these visits are to VACO? Since area 
office visits are reported upon by exception, any field station inadequacies 
should be readily apparent to central office. 

(3) Would less frequent visits be more useful? It would not seem that 
visits from the area office staff are excessive. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? It is directed toward making good employees 
and enhancing the overall efficiency of the operation of this hospital. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 


are scheduled at this station? 


Fiscal Description Amount 
year 
1958 Rupe No. 09-5220, installation of overhead sprinkler system, basement, building $4, 500 
1959 | Project No. 09-5199, phase 2, construction as additions to building 64 (main hospi- 
tal), a chapel and a recreation hall for patients; also modernization of building 19, 


Not programed, or under consideration for fiscal year 1962: Following are not 


programed ; 
Description Amount 

1. Modernization of laundry to provide additional interior space and more efficient layout. $3, 500 
2. Disposal of 2 former ward buildings which in their present condition are excess to the needs 

of this hospital and which central office engineering advises are not structurally sound 

3. Removal of 3-story corridor that formerly connected building 38 with building 4, that 

4. Removal of building 8, recreation building upon completion of recreation wing addition 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1. Maintenance and improvement of parking area_.____._._____-_--___.--_---------.------- $8, 000 
2. Interior painting of building 64, main hospital building----_-_-_-_-_-_-.-_---.--.----.---- 4,000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1. Maintenance and repairs including weleuwestag of showers in water sections, building 64. $5, 000 
2. Painting, general painting as necessary of various buildings, exterior and interior-. -_..-_- 15, 000 
3. Maintenance of lawns, shrubbery, roads, walks and trees__..........----.--------------- 6, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: Improve 


parking area for consultants and station doctors, $1,800. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Laundry replacement: 
Flatwork ironer, 120 inches, 6-roll with copy-............------------.------.--- $10, 000 
Mushroom press, 4 each, 21 inches by 9 inches_...............------------------------0- 4, 000 
Washing machine, 36 inches by 36 inches............-..----.-----------0--2-00+-0---00- 5, 200 
bel machine, 2 each, 42 inches by 84 inches (horizontal partition) with type D con- — 
200-pound — high speed, hydraulic extractor, with tile boom, mast and truck tub. 
Extractor free of all vibration while in use.................--.------.--0--2----------- 12, 000 
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3. What, in your opinion, are the most pressing needs in your installation? 
The following are listed in order of priority: (1) Modernization of building 62, 
medical service wards, to promote better patient care by providing fire and safety 
J aie ge adequate space for storage of ward supplies and equipment, lavatory 
acilities, food service space, light, ventilation, patient day rooms, and physician 
examination and treatment rooms; (2) building 38, former administration and 
patient care building which is now not in use above the Ist floor. If we are to 
attach significance to the data relative to the future increased demand for long 
term (intermediate) care beds in this geographical area, a pressing need in the 
comparatively near future might be the modernization of this building to accom- 
modate 100 long term (intermediate) type patients. 


ATLANTA, GA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 4158 Peachtree Road NE. 

City and State: Atlanta, Ga. 

Rh ge of services: Type of hospital G.M. & 8.; domicile, no; formal outpatient 

clinie, no. 

Name, qualifications, and tenure of— 

(a) Manager: W. H. Thiele, M.D.; medical doctor; physician, Government 
service, 25 years; manager, 6 years. 

(b) Assistant manager: Welby E. Abrams; lay hospital administrator, Gov- 
ernment service, 15 years; assistant manager, VA Hospital, Atlanta, 6 years. 

(c) Director, professional services: Francis G. Dickey, M.D.; medical doctor, 
physician, Government service, 10 years, director of professional services, VA 
Hospital, Atlanta, 2 years. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Domiciles 


TB Neuro- | G.M. & 8. 


logical 


Total Psy- 
chiatric 


BED CAPACITY AND PATIENTS REMAINING 


. Rated bed 
. Operating 


Beds not in use (unavailable): 

In process of activation 
Staff not recruitable: Beds re- 
quired 
Type of bed not required for cur- 
rent operating plan regardless of 
staff availability 
Other 


. Patients 
. Average 


patient load for 12 


months ending Dec. 31, 1958 


AGE OF PATIE 


12. 


13. 


Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(a) Number 

(6) Percent of total patients re- 

maining (lin : 

Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(>) Percent of total patients -re- 
maining Jan. 10, 1957 


119 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? - 


TYPE OF DISCHARGE 1956 1957 . 1958 


17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? Does not apply as we do not have a TB service. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 24 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospi- 
talization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 
2 29 
Subtotal gastrectomy for duodenal ulcer__.....................-.-.-.-------- 15 29 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hospi- 
tal? We have a length-of-hospital-stay committee composed of the director, 
professional services; chief, surgical service; chief, medical service; chief, physical 
medicine; staff social service employee, and registrar. 

(6) What improvements have you made since your last report to this com- 
mittee? No significant improvements have been made since our last report. 
Our committee is active and it is interesting to note that our average length of 
stay for the past year has decreased by 1 day. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay! (If so, describe.) None that we know 


of. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Continued selection of seriously 
ill, emergent, and very sick individuals with one or more disabilities, plus the ad- 
vancing age of veteran beneficiaries will be of considerable significance in the 
future. owever, the average length of stay at this station has decreased by 1 
day since the last report. 

4. (a) What would be the effect on length of stay if you were able to provide post- 
hospital followup care, as needed, on an outpatient basis? We do not feel that 
there would be any appreciable change in the length of stay as patients are dis- 
charged as soon as they no longer require hospitalization. 

(b) What effect would such a program have on your cost of operation! The 
CBOC program is the only parallel that we have at this time to estimate the cost 


a 
| 
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of posthospital followup care and a conservative estimate would be approximately 


$15,000 


per year. 


5. What would you suggest to further reduce hospital stay without impairing 
care? We do not have any suggestions to make at this time. 
6. What is needed to improve turnover of patients? We do not have any 
suggestions as we consistently rank in the top four as having the highest per- 
centage of patient turnover in the Veterans’ Administration. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 
hospitals |hospitalized 


potential admissions? 


is ‘Yes,’ please describe the circumstances. 


as of 


i. eer many patients are scheduled for admission subsequent to January 12’ 
1959? 21. 
3. What system do you use for scheduling admissions from the waiting list? 
We use the priority group system. 
4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 


14 cases. 


5. Are patients admitted without placement on the waiting lists? If the answer 


Emergency cases. 


6. Number of applications for admission from July 1 through December 31, 
1958: total, 4,450; approved, 2,394; rejected, 2,056. 


V. Hospital staff 


provide best estimate of staff providing service to hospital patients.) 


org full-time equivalent employment for both full- and part-time employees 
ecember 31, 1956, and 1958. Distribute common service employment to 


Hospital staff on duty Increase (+) or 
ease (— 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time. 17.0 18.0 +1.0 
3. Physicians, residents and interns.................--- 17.6 13.0 —4.6 
4. Physicians, consultants and attendings.............- 6.9 8.2 +1.3 
8. Therapists and technicians !_...............-........ 32.9 23.5 —9.4 
ce of manager, personnel, and 11.5 —4. 
12. Other food-service employees... 46.0 44.0 —2.0 
. Eng tenance (exclu: 
15. Engineering operations (excluding laundry) - - - -- - - - - 6.0 7.0 +1.0 
17. Special - 4.0 4.5 +.5 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 


(b) Number of 
dustrial therapy: 


one. 


atients discharged during past 3 months who were given in- 


(c) Average days of hospitalization of patients reported in (b): None. 
22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


From July 1 through June 30 


Total (fiscal years) 


1957 1958 1959 
Number of different persons who provided service. -.-.......-- 78 71 1 59 
Average payment per consultant or attending ?____._......__- 32. 42 31. 62 33. 65 
Total amount ‘0 to all consultants and attendings ?_.__- $64, 655 $61, 550 $29, 275 


1 July 1, 1958, to Dec. 31, 1958. 
? Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time ,} Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 


research and education programs contribute to patient care in your hospital? 
An active, stimulating research program is of immeasurable benefit in permitting 
our hospital to acquire a superior professional staff to aid in the care and treatment 
of patients. The atmosphere of investigation and detailed study that develops 
provides a quality of professional care that is lacking in institutions which are not 
so stimulated. Often laboratory procedures of an advanced nature are performed 
in the research facilities and are available for qualitative control of medical con- 
ditions in the hospital. Our hospital has seen this occur specifically within the 
past year in the areas of endocrinology ‘and bacteriology. In particular, the 
availability of bacteriophage typing of staphylococci has been of invaluable 
assistance, permitting us to control, and at present keep at a minimum the level 
of staphylococcus infection in our hospital. 
3. Aweunt of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools.| = ‘0 j..........-... 


| 
| 
| | 
| 
| 
| 
| | | | 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric ek 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service con- | | 
(1) Patient has compensable serv- 
ice-connected disability... 1 13 
(2) In receipt of VA pension. 20 
(3) In hospital more than 30 days. | |---------+|---------- 2 7 
| | 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2 (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(6) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at no 
expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Estimated cost of collection at the present is $5,000 per year. The 

rovisions of interim issue 10-424 dated May 3, 1957, as amended by interim 
issue 10-434 dated May 29, 1957 is followed to collect payment for hospitalization 
under insurance plans. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & §. care required before oath is signed? Applicants are advised prior to 
the time they complete the oath of inability to defray expenses, the estimated 
length of stay and approximate cost. 

8. In your opinion are there abuses of non-service-connected care? No. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice * Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ?: 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load__......._._- 277.0 277.0 275.0 275.0 275.0 
(6) Full-time equivalent staff_........____- 420.9 432.3 439.7 466. 2 470.0 
(ec) cost "$2, 300, 764 | $2, 408, 786 | $2, 480,021 | $2,870,377 | $3,034, 944 
(d) Salaries of staff ?_................._... 1, 897, 274 2, 013, 865 2, 089, 621 2, 476, 717 2, 627, 770 
(e) Patient travel 21,617 23, 905 22, 7: 19, 258 20, 247 
(f) Communications..................... 10, 710 9, 573 9, 890 9, 626 9, 7 
(g) Utilities (gas, coal, water, etc.) ......_- 37, 330 38, 270 40, 478 43, 436 45, 936 
118, 351 114, 527 114, 738 114, 521 114, 788 
(i) Drugs and medicines---.............-- 62, 160 68, 603 70, 682 85, 576 84, 966 
(j) Medical and dental supplies____..___- 59, 200 63, 716 61, 999 62, 666 68, 024 
(k) Asset acquisitions including equip- 
26, 114 19, 853 20, 093 14, 598 10, 000 
68, 008 56, 474 49, 736 43, 979 53, 473 
(m) Cost per discharged patient .___._____- 518 547 700 663 656 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is our belief that the primary fund alloca- 
tion is sufficient to provide an acceptable standard of medical care. However, 
in the Atlanta VA Hospital, with its close affiliation with the Emory School of 
Medicine, it is our opinion that a merely acceptable standard of medical care is not 
sufficient. One of the accompanying advantages that accrue to deans committee 
hospitals associated with medical schools is that a superior type of medicine can 
be made available to our veteran patients. The present primary fund allocation 
is barely sufficient to provide this, and it is believed that with increasing expendi- 
tures for reasons elsewhere described in this report, and with subminimum mainte- 
nance and replacement of equipment, the ability to continue these standards is 
seriously jeopardized for the future. Our experience here indicates that in the 
future, without considerable financial assistance, we will be unable to maintain 
these standards. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? We do not believe there is 
any relationship between the allotment of funds on the basis of average daily 
patient load to the patient’s length of stay in our hospital. The limited number 
of beds available for this large area necessitates primary attention to the actual 
need for hospitalization of the veteran and immediate discharge when maximum 
hospital benefits have been obtained. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Yes. Civil hospitals? Are such comparisons appropriate? What improvements 
seem possible? Have they been discussed with responsible officials? Yes, in 
certain instances. Comparable size G.M. & 8. hospitals cannot be compared to 
NP hospitals of the same bed capacity. Comparisons are discussed frequently 
with staff members. 
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5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.069. 

b. What is the cost ner served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.029. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, no nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? None. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (a) Increased cost of antibiotics, 
medicine, and X-ray film; (b) increased maintenance covering all phases of 
engineering; (c) repairs to old and outmoded equipment; (d) turnover rate; (e) 
personnel promotions; (f) replacement of old equipment; and (g) authorized salary 
increases for all personnel. 

Funds allocated to this hospital are not sufficient to cover the above increased 
cost of hospital operation. The purchase of new equipment cannot be budgeted. 
Our small engineering staff is unable to do preventative maintenance and is only 
able to do emergency repairs. Our turnover rate cannot be slowed down because 
of the heavy demand for beds in this area. Sufficient personnel to render essen- 
tial services cannot be employed and as we have already stated, we do not have 
adequate money with which to provide the people and services essential in carrying 
on our present operation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Every known program is used to engender cost consciousness 
at this hospital. Staff meetings are held for budget discussions and all employees 
understand our budget allowances and how the annual dollar allocation is broken 
down. Each service and division is held strictly responsible for their allotment 
of funds and our budget control officer periodically checks with the individuals 
concerned to see that expenditure of funds are kept within prescribed allotments. 
We have a personnel control board, and all equipment expenditures are con- 
trolled by the manager’s staff. Visiting supervisors have reported to the manager 
how cost conscious this hospital is. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number Ppatient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) $26,723.27. 

Laundry costs computed on basis of all costs applicable to Federal laundries 
excluding memorandum accounts: Per piece, $0.047; per pound, $0.063. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.058; per pound, $0.077. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? With an average daily patient 
load of 275 at the Atlanta VA Hospital, and with an area of patient availability 
of approximately 1 million, the average daily patient load concept of financing 
hospital operations has little relationship to the turnover of patients. Our turn- 
over rate is basically related to the need for beds. We do not feel that we admit 
any patients who do not actually require hospitalization. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept ef financing just to maintain an average dail 
patient load so funds would not be withdrawn? In the Atlanta Veterans’ Ad- 
ministration Hospital, the answer is ‘‘None.”’ 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? The number of operating beds under 
such circumstances would, in principle, be reduced. However, the unusual de- 
mand for beds in the Atlanta area does not permit this relationship to be par- 
ticularly applicable. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $13,572. 
(2) Visits to hospitals by patients on CBOC status: 2,803. 
(3) Cost per visit: $4.84. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? By broaden- 
ing the areas in which the manager operates, permitting him to utilize his judgment 
and initiative and that of his staff. He has a greater latitude in the control of 
allotted funds. This latitude is especially helpful in personnel administration. 
It can he stated that this delegation of authority and responsibility continues in 
force. Visitations by central office and other supervisory personnel do not serve 
pod em rac this. he principle of delegation by central office has been clearly 

enned. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? No; 
the individuals concerned were totally lacking in hospital training or experi- 
ence. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Neither, since the individuals who visited our hospital were inex- 
perienced and untrained in hospital operations. It was also clearly evident 
to us that they were uninitiated in central office regulations and procedures. 

(3) How was the internal audit valuable to your hospital? It served no 
useful purpose and appeared to be a waste of time as well as money, both of 
which could have been put to a much better use. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? Fortunately, not. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? The Government has been in the hospital business 
for 100 years or more. Methods and techniques have been refined over these 
years, many of which have been adopted by other agencies and it is my firm belief 
that our hospital system can keep its own house in order. However, I would 
welcome a professional medical audit as a very worthwhile procedure, whether by 
a non-Government agency, Veterans’ Administration central office, or by a joint 
team, with the only requirement that it be an objective audit by qualified indi- 
viduals. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Their visits are generally stimulating to the staff. ‘The area medical 
office is in a position to offer constructive advice, suggestions, and guidance. 
Careful selection of interested, competent personnel should assure a highly 
functional, decentralized activity. 

(2) Of what value would you think these visits areto VACO? One assumes 
that visits from either office are effective. Naturally, elimination of the 
middleman would place much more responsibility upon central office. The 
area Offices obtain an invaluable amount of information concerning operations 
in the field stations, which is forwarded to central office. 

(3) Would less frequent visits be more useful? Difficult to assess from 
this level, although the number of visits to this station do not appear excessive. 
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(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? No, do not feel that this has occurred. State how by citing 
examples. Have such always been beneficial to the hospital’s operation? Em- 
phatically; yes. In our opinion these directives, circulars, and manuals are 
written by competent, experienced individuals and we lean entirely upon them 
for guidance. Recommendations and suggestions for improvement are always 
invited and carefully considered for adoption. We feel that we are extremely 
well represented in the central office. 

Is the management development program directed toward making good 
employees or good managers? Presumably both, with the latter being of para- 
mount importance at the central office level. Here on the station it is our primary 
objective to develop better employees and better supervisors, resulting in an 
improved operation and service. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
momart at this station? Fiscal year 1961: Addition to laundry building No. 6, 
Not programed, or under consideration for fiscal year 1962: Overhead X-ray 
in operating suite, $15,000. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and schedule for fiscal year 1959: New 
roof, laundry building, $800 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
Replace hot water tank, building No. 3, C wing. $1, 200 
Replace steam and return lines in Rickwell tunnel to housekeeping quarters -____._--_---- 2, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replace 3 diet kitchen dishwashing machines. __._-.._.-.._.-..-.-..----------------------- 3, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Curb employee parking lot and repair surface, Nos. 2and 3 ____..._-.-__----------------- $1, 500 
Air-condition central service building No, 3, C wing _._..._....-._--.-.-------.------.--- 2. 000 


(c) Replacement and new fixed equipment costing over $1,000: Storm sewer 
for boiler plant area, to property line, $2,600. 

(3) What, in your opinion, are the most pressing needs in your installation? 
The most pressing needs in this installation remain the same as reported previously 
to your committee. (1) We urgently need more beds to include facilities to treat 
women veterans, neurologic, psychiatric, neurosurgical, orthopedic, and medical 
patients. (2) Space continues to be scarcer than ever. Desperately needed are 
additional hospital areas for the care and treatment of patients, private rooms 
with bath facilities, clinics, nursing stations, conference rooms, teaching facilities, 
laboratory, and X-ray space in addition to enlarged laundry, shop, and warehouse 
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facilities. The lack of adequate space for waiting rooms, doctors’ offices, reception 
rooms, recreation, and family rooms continues to hinder full utilization of the 
capabilities of our staff in addition to imposing a not inconsiderable hardship upon 
the patients and their families. The spiritual care would be materially enhanced 
with proper nondenominational chapel facilities. Our chaplain and his assistants 
are at a decided disadvantage in this lack of space and are ministering to our 
patients’ needs under extremely adverse conditions. (3) Our present therapeutic 
and specialized diagnostic radiographic activities are seriously handicapped by 
outmoded, inadequate space and equipment. Since we function as a tumor center, 
a cobalt teletherapy unit is still urgently needed and the proper housing for it 
should be provided. The entire X-ray department should be modernized con- 
sonant with the continuing advances in radiology. (4) The unrelenting mainte- 
nance activities cannot slow down the deterioration and obsolescence of the 
physical plant and its equipment, which are proceeding at an ever-increasing rate. 
(5) An increasing number of personnel (administrative, professional-technical, 
and skilled) are required to maintain the quality and quantity of patient care. 
The continued spiral of inflation has resulted only in reduction in force of categories 
of employees, without whom it has become difficult and hazardous to operate. 
These include administrative personnel, secretarial, professional-technical and 
skilled (engineering personnel). (6) We would be remiss were we not to bring to 
your attention the simple basic fact that there is insufficient money with which to 
provide the people and services essential to carry on this present operation. The 
danger then exists of a cut in quality of care rendered our beneficiaries. There- 
fore, it naturally follows that in the event this monetary paucity continues, a 
diminished quality and quantity of service must inevitably result. 


AUGUSTA, GA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Augusta, Ga. 

Type of services: Type of hospital: G.M. & S; domicile, no; formal outpatient 
clinic, no; NP, yes. 

Name, qualifications, and tenure of: 

(a) Manager: L. R. Tighe. M.D. Born, August 13, 1890, Cohoes, N.Y.; 
medical education, degree, doctor of medicine, 1916. Albany Medical College of 
Union University, Schenectady, N.Y.; psychiatric training, Hudson River State 
Hospital, Poughkeepsie, N.Y.; Veterans’ Administration Hospital, Washington, 
D.C.; postgraduate, Post-Graduate Medical School and Hospital, New York 
City; 8 months’ course, 1928; Inter-Agency Institute for Federal Hospital Ad- 
ministrators, Walter Reed Hospital, Washington, D.C., May, 1950; member 
diplomate, American Psychiatric Association; American Board of Psychiatry; 
service member, American Medical Association; president, Southeastern Society 
of Neurology and Psychiatry; faculty appointment, clinical professor of psychiatry 
and neurology, Medical College of Georgia, Augusta, Ga., 1950 to present; military 
service, Medical Corps, U.S. Army, 1917-19; captain; Medical Corps, Army of 
United States, 1943-45; major; positions: U.S. Veterans’ Bureau, New York 
City and Albany, N.Y.; psychiatric examiner; chief, psychiatric division; medical 
examiner in psychiatry, and chief medical officer, January 23, 1922, to July 1, 
1933; VA Hospital, Coatesville, Pa.; ward physician—psychiatry, July 1, 1933, to 
September 7, 1934; VA Hospital, Batavia, N.Y.; chief, neuropsychiatric service, 
September 7, 1934, to January 15, 1939; VA Hospital, Roanoke, Va.; chief, 
reception and outpatient service, January 16, 1939, to February 15, 1940; VA 
oo pare Augusta, Ga.; chief, reception and outpatient service, February 16, 
1940, to March 7, 1948; VA Hospital, Murfreesboro, Tenn.; chief, professional 
services, March 8, 1948, to October 1, 1949; VA Hospital, Augusta, Ga.; manager, 
October 2, 1949 to present. 

(b) Assistant manager: Donald Cowley, FACHA. Date of birth, August 13, 
1914; marital status, married; children, three; height, 5 feet 10% inches; weight, 
180 pounds; schools, graduated Queen Anne High School, Seattle, Wash.; com- 
pleted 3 years at Gonzaga University, Spokane, Wash.; majored in accounting; 
service schools, 2-months’ course at the Adjutant General’s School, Fort Washing- 
ton, Md., involving management of Army hospitals; civilian personnel officers’ 
course of 2 weeks’ duration at Baltimore, Md., relative to personnel management; 
other, Dale Carnegie course in public speaking, 17 weeks once a week, 4% hours 
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| session; director, Dale Carnegie course, salaried 1 year; past president, 
unior Chamber of Commerce, Walla Walla, Wash., 1949; life member fellow, 
American College of Hospital Administrators; advanced course in hospital 
administration, April 23 to May 11, 1956, Walter Reed Army Medical Center; 
Inter-Agency Institute for Federal Hospital Administrators; 23d Chicago Institute 
for Hospital Administrators, University of Chicago, September 6 to September 16, 
1955; active Reserve officer, major, Medical Service Corps; Industrial College of 
Armed Forces, National Resources Conference, October 21 to November 1, 1957. 

July 27, 1958, to present: Assistant manager, Veterans’ Administration Hos- 
pital, Augusta, Ga. Act as full assistant to the manager in the discharge of his 
duties. The hospital has an authorized bed capacity of 1,744 with a division as 
to types of beds as follows: G.M. & 8., 337; TB, 277; NP, 1,130. The hospital 
consists of two divisions located 1% miles apart, separated by residential property 
and a business district. One division is predominantly G.M. & 8. consisting of 
421 beds. The hospital is affiliated with Georgia Medical School and employs a 
total of 10 residents in the various specialties; also employs approximately 30 
consultants and attending physicians who are appointed by the medical college. 
Responsible for the submission of budget estimates and the control and allocation 
of funds within the hospital. 

May 15, 1955, to July 26, 1958: Manager, Veterans Administration Center, 
Boise, Idaho. Responsible for the operation of the VA Center, Boise, Idaho, 
composed of a regional office, a general medical and surgical hospital of 207 oper- 
ating beds, and an outpatient medical and dental clinic. The regional office ad- 
ministers veterans’ benefits functions for the entire State of Idaho with a veteran 
population of approximately 90,000, dispersed over an area of some 83,000 square 
miles. Yearly expenditures from this center approximate $22 million, and total 
employment approximates 410 employees, including a high proportion of pro- 
fessional, technical, and skilled persons. Am held accountable and must exercise 
active management control for the overall operation of this center, including such 
matters as submission of budget estimates, control of allotted funds, internal 
staffing patterns, public relations, accomplishments of a well-rounded maintenance 
and repair program for the physical plant, ete. 

January 17, 1954, to May 14, 1955: Assistant manager, Veterans’ Administra- 
tion Hospital, St. Louis, Mo. as transferred to this new VA hospital, located 
in the same city as Jefferson Barracks (see below), as that hospital was discontinued 
as a G.M. & §. facility, and all patients in that category were transferred to the 
new St. Louis Hospital. I was transferred 60 days prior to the reception of 
patients and assisted in the activation of the new hospital. Acted as full assistant 
to the manager in the discharge of his duties in a hospital with an authorized 
bed capacity of 487, with a division as to types of beds as follows: G.M. & S., 370; 
TB, 39; and NP, 78. Hospital is affiliated with Washington University and St. 
Louis University, and employs a total of 40 residents in the various specialties. 
Also employs approximately 40 consultants and 40 attending physicians who 
are appointed by the 2 universities. Was responsible for the preparation of budget 
estimates, and the control and allocation of funds within the new hospital. Acted 
as full assistant to the manager in the discharge of his duties. 

August 17, 1952, to January 16, 1954: Assistant manager, Veterans’ Admin- 
istration Hospital, Jefferson Barracks, Mo. Acted as full assistant to the manager 
in the discharge of his duties in a hospital with an authorized bed capacity of 
1,050, with a division as to types of beds as follows: G.M. & 8., 473; TB, 33; and 
NP, 544. Hospital is affiliated with Washington University and St. Louis Univ- 
ersity, and employed a total of 40 residents in the various specialties. Also em- 
ployed approximately 40 consultants and 40 attending physicians who were appointed 
by the 2 universities. Was responsible for prepartaion of budget estimates and 
the control of allotted funds within the hospital. 

December 16, 1946, to August 16, 1952: Executive officer and assistant man- 
ager, Veterans’ Administration Hospital, Walla Walla, Wash. At a hospital 
having a medical officer as manager, whose position is allocated to the professional 
and scientific services, acted as full assistant to the manager in all matters per- 
taining to the business administration of a 421-bed hospital, employing approxi- 
mately 450 employees. Immediate responsibility for supply, finance, utilities, 
records, mess administration, personnel, reports control, forms control, special 
service activities, etc. Responsible for the coordination of all hospital business 
functions with the overall hospital program and in collaboration with the profes- 
sional staff integrated these functions into the professional aspecis of the care 
and treatment of patients. Took final action in the name of the manager on all 
business administration matters except those requiring broad policy considera- 
tions. Acted in the absence of the manager. 
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August 11, 1946, to December. 15, 1946: Trainee executive officer. From 
August 11, 1946, to September 15, 1946, was detailed from the Veterans’ Admin- 
istration hospital, Walla Walla, Wash., to the VA branch office, Seattle, where 
I received orientation and complete and full instructions concerning VA policies, 
procedures, and functions in preparation of ultimate assignment at a Veterans’ 
Administration hospital as executive officer. During the period of orientation, 
studied operations of various divisions, such as Medical, Supply, Finance, Engi- 
neering, Special Services, etc. On September 16, 1946, was detailed from the 
VA branch office in Seattle, to the VA hospital in Boise, Idaho, where additional 
on-the-job training was accomplished. Training was similar to that mentioned 
above, however served in the capacity of acting executive officer, which actually 
entailed the duties of an assistant to the manager of the hospital. Upon comple- 
tion of this training, December 15, 1946, I returned to the Walla Walla, Wash., 
hospital as executive officer. 

ebruary 1, 1946, to August 10, 1946: Personnel officer, VA Hospital, Walla 
Walla, Wash. Under the general direction of the manager, was responsible for 
administering, coordinating, and integrating all personnel management functions 
of this Veterans’ Administration Hospital, including recruitment, placement, 
training, employee relations, safety, and other related functions, and adherence 
to policies and procedures established by the VA central office. Directed, co- 
ordinated, and supervised all activities in connection with employment, recruit- 
ment of personnel, appointments, placements, promotions, demotions, separations, 
retirement, transfers, etc. Analyzed and coordinated requests for new and addi- 
tional positions. Supervised the coordination of procedures relating to employee 
grievances, health programs, counseling, emergency treatment, housing and recrea- 
tion programs. Administered matters under the Employees’ Compensation Act. 
Conducted job analyses, and allocated grades. Coordinated policies and practices 
for training programs. Conducted personnel utilization studies. 

October 1, 1944, to January 26, 1946 (military duty): Chief, Civilian Personnel 
Branch, Baxter General Hospital, Spokane, Wash., captain, Medical Administra- 
tion Corps. As Chief of Civilian Personnel Branch in a 2,000-bed general hospital 
under general supervision but with very broad discretionary powers, with direct 
responsibility for propriety and efficacy of administrative policies and for the 
successful conduct of the office, planned and set up procedures for the adminis- 
tration of a personnel program with a total personnel of approximately 725 em- 
ployees. Had authority to recommend and make changes in organizational 
policies which did not consist of major deviations from established policies. 
Initiated personnel utilization programs, making complete surveys of each ele- 
ment of the hospital and submitting recommendations for better utilization poli- 
cies. Maintained contacts with division heads, supervisors, and members of the 
Civil Service Commission in an effort to develop greater utilization, cooperation, 
and higher morale among the civilian employees of the organization. Success- 
fully completed a training session in work simplification and was rated as quali- 
fied to apply work simplification techniques by the War Department Army Serv- 
ice Forces, 9th Service Command, in January 1945. Satisfactorily completed 
training as a war production job instructor in the techniques of applying job 
instruction as presented by training with industry. Was also assigned the fol- 
lowing duties during this tour of duty in the Armed Forces: Assistant war bond 
officer; custodian of the central funds; chairman, War Department suggestion 

rogram; member of the local Civil Service Board of Examiners; post exchange 
inventory officer; survey officer; chairman, efficiency rating committee. 

May 1, 1944, to September 30, 1944 (military duty): Chief, Central Civilian 
Personnel Office, Vancouver, Wash., First lieutenant, Army Medical Adminis- 
tration Corps. As Chief of a Central Civilian Personnel Office, with very broad 
discretionary powers, with direct responsibility for propriety and efficacy of 
administrative policies and for the successful conduct of the personnel program 
comprising three organizations (U.S. Finance Office, Ordnance Service Com- 
mand ‘shop, and a general hospital), with total personnel of 1,000. Expedited 
and coordinated the personnel program for the organization, with authority to 
recommend and make changes in organizational policies which were not major 
deviations from established policies. Was responsible for all administrative 
managerial, and clerical activities connected with recruitment, placement 
classification, efficiency ratings, personnel counseling, and utilization of personnel. 
In the capacity of certifying officer for the installations, was financially accountable 
for the legality and correctness of the payments certified and was held responsible 
for the existence and accuracy of the factors recited in the certificate and the 
legality for payment. Total — per month in the payment of civilian 
employees approximated $175.000. 
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June 1942, to April 1944 (military duty): Chief, Civilian Personnel Branch, 
Barnes General Hospital, Vancouver, Wash., second lieutenant, Medical Ad- 
ministrative Corps. As Chief of Civilian Personnel Branch, with very broad 
discretionary powers and with direct responsibility for the propriety and efficacy 
of administrative policies and for the successful conduct of the office, planned and 
set up procedures for the administration of a personnel program in a general 
hospital with a total personnel of approximately 500 employees. Coordinated 
the application of all personnel programs for the organization, with authority to 
recommend and make changes which were not major deviations from established 
policies. Was responsible for all administrative, managerial, and clerical activi- 
ties connected with recruitment, placement, classification, efficiency ratings, 
personnel counseling, and utilization. Acted as certifying officer for the installa- 
tion and financially responsible for the legality and accuracy of payments made. 
Total expenditures disbursed per month in the payment of civilian employees 
approximated $75,000. In addition to the above, performed the following related 
duties: In the absence of the adjutant was responsible for effecting all policies 
and procedures in the 1,000-bed general hospital as delegated by the commanding 
officer. Acted in an advisory capacity to the commanding officer and executive 
officer and made recommendations in matters of policy affecting the general 
operation of the hospital. Advised all personnel, including civilians, as to the 
policies and procedures of the commanding officer relative to matters concerning 
the operation, maintenance and functioning of the hospital. Performed other 
related duties. 

June 1942 to March 1942 (military duty): Commanding officer, detachment of 
patients and student registrar. As commanding officer of detachment of patients, 
exercised immediate command over approximately 1,000 patients and had charge 
of all records, reports, and correspondence pertaining thereto. Also responsible 
for funds and valuables of patients, as custodian of patients’ fund. This com- 
prised the bookkeeping procedure for the accurate control of approximately 
$25,000 revolving in this fund. As student registrar received instruction in all 
phases of sick and wounded records and reports. Was instructed in the adminis- 
trative jurisdiction over matters relating to deaths, casualty reports, and disposi- 
tion of remains and reports therewith connected. Prepared the necessary notifi- 
cation to the nearest relative or friend of casualties within the hospital. 

October 1943 to September 1944 (military duty): Post intelligence officer. 
Investigated all matters of a nature which would indicate release of factual infor- 
mation of our logistics, information for propaganda use, strategy, policies govern- 
ing permission to witness tests of or to photograph material, policies governing 
the release of. military information by personnel, ete. For this assignment was 
cleared for use on secret and confidential cryptographic systems of the Army, 
secret matter, and confidential matter, by four-way record check on March 28, 
1955, by Headquarters, 9th Service Command. Also during this period, spent 
6 months intermittently as military personnel officer, wherein was responsible for 
all personnel matters pertinent to 1,000 patients, 300 medicai detachment enlisted 
men, and 150 officers. This included payments of personnel, CDD of patients 
insurance allotments, transfers, separations, maintenance of service records, an 
prenaration of payrolls, etc. : 

December 1937 to June 1942: Chief clerk, $2,000 per annum. Served as chief 
clerk of an Army station hospital with bed capacity of 150 beds at the time I 
entered on duty, expanding to 350 beds upon entrance into service June 27, 1942, 
as second lieutenant, Medical Administrative Corps. As representative of the 
surgeon, directed, supervised, and performed administrative duties to coordinate 
the activities for the maintenance and operation of a station hospital. This 
entailed a knowledge in detail of medical terminology, the diagnostic nomen- 
clature, clinical charts, disability boards, requirement boards, physical examina- 
tions, monthly medical reports, discharge procedures, and rules and regulations 
pertaining to the transfer and admission of patients. Also required knowledge 
of procedures necessary for the administrative operations of medical, supply, 
dietetics, utilities, and other related departmerts. 

(c) Director, professional services: Maurice Dunn, M.D. bys : 

Education: Graduate of University of Illinois, College of Medicine, Chicago, 
Iil., 1937. 

Internship: Mount Sinai Hospital, Chicago, Ill., 1937-39. 

Licensure: Licensed to practice in Illinois, 1938, and Mississippi, 1946. 

Residency training in psychiatry: State Hospital, Elgin, Ill., July 1, 1939- 
October 12, 1939; and VA Hospital, Gulfport, Miss., September 1948-April 1950. 
Military Neuropsychiatry, Mason General Hospital, Brentwood, N.Y., May 19, 
1945-June 30, 1945. 


~ 


rs 
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Certification: Certified in psychiatry by American Board of Psychiatry and 
Neurology, June 1950. ; 

Full-time employment: VA Hospital, Alexandria, La., October 16, 1939- 
January 1, 1940, staff physician; VA Hospital ial 2 Miss., January 1, 1940— 
January 31, 1954, staff psychiatrist to Chief, Acute Intensive Treatment Service; 
bi Hospital, Augusta, Ga., February 1, 1954, to date, Director, Professional 

r'vices. 

Teaching experience: Tulane University, New Orleans, La., 1951-53, instructor 
in psychiatry; Medical College of Georgia, 1954 to date, associate professor of 
clinical psychiatry. 

Military experience: Major, Army of the United States, psychiatrist, 1944-46; 
lieutenant colonel, United States Air Force Reserve, 1957 to date. 

Publications: Joint author of paper entitled ‘Forums for Families of Neuro- 
psychiatric Patients,” to be presented at annual American Psychiatrie Association 
meeting in Philadelphia, Pa., April 1959. 

Other experience and community activities: 

1. Certified electroencephalographer, 1947. 

aos Graduate, Interagency Institute for Federal Hospital Administrators, 
1956. 

3. Membership in societies: Medical—American Medical Association, 
American Psychiatric Association (fellow), Alpha Omega Alpha (honorary 
medical society), Southeastern Society of Neurology and Psychiatry, Ameri- 
can College of Physicians; civic—Richmond County Mental Health Associa- 
tion (founder and former president), Kiwanis Club of Augusta, Ga., advisory 
board, Georgia Association for Mental Health. 


II. Bed capacity and patient load 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless Basi 7. ” 


otherwise specified) | Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 1,744 277 
not in use (unavailable): 
6. not recruitable: Beds re- 
%, Type of bed not required for cur- 
rent operating play regardless of 
9. Patients remaining 1, 622 256 1, 036 3 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_.......- 1,612 252 1, 054 2 WL. wiAsae 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6b) Percent of total patients re- 
maining Jan. 10, 37 38 


| 

| 

| 

| 

| 

i 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 | 1956 1957 1958 
14. Number of patients sent to trial visit during year ___ 210 376 389 258 
15. Number of patients on trial-visit status as of Decem- 
165 242 184 160 


16 (a) What is the number of patients discharged from your hospital during the 
past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: No significant trends. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. , 

(a) G.M. & §. hospitals: Average stay for G.M. & S. patients, 39 days. 

(b) TB hospitals: Average stay for TB patients, 155 days. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital 
on January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 

10 years and over. 487 38 


1 Includes only patients at the Lenwood NP division. 


2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
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patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
Subtotal gastrectomy for duodenal ulcer-_-.--.-.......-..-..-.-.------------- 2 31 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Length of stay is discussed frequently at regular staff meetings. Length- 
of-stay committee meets every 6 months to survey administrative practices 
relating to hospitalized veterans, reviewing 50 consecutive medical and surgical 
discharges. Analysis is made of scheduling of admissions, promptness and quality 
of diagnostic examinations, timeliness and adequacy of records, administrative 
procedures, and ability of staff to work as a team, Monthly average length of 
stay of medical and surgical cases is maintained by the registrar. 

(6) What improvements have you made since your last report to this committee? 
A standard form designed to expedite the analysis of the cases surveyed has been 
introduced and serves as a satisfactory means of detecting delays and other ele- 
ments that tend to adversely affect the length of patient stay in the hospital. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Some delays are 
experienced in the procuring of certain specialty consultations—consultations 
from those departments in which full-time personnel are not available and patient 
coverage depends upon one-time-a-week consultant visits. Recruitment efforts 
to improve this situation have thus far not been very productive. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The progressively aging veteran 
requires longer care in the hospital for the reason that (1) more than one disability 
brings him to the hospital, and (2) the type of disabilities found in the aging 
require longer care. (Among these are such illnesses as arthritis, cardiac failure, 
hypertension, pulmonary emphysema, varicose ulcers, and others.) 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It is the opinion 
that if posthospital followup care, as needed, were provided for non-service- 
connected veterans on an outpatient basis, some reduction in the length of stay 
may be anticipated. 

(b) What effect would such a program have on your cost of operation? If the 
hospital were to furnish the outpatient care, such a program would increase the 
cost of operation. 

5. What would you suggest to further reduce hospital stay without impairing 
care? This would require elimination of those elements responsible for explain- 
able delays, namely: Delays caused by infrequent consultant visits can be reduced 
by recruiting additional staff in the specialties concenred (if recruitment were 
possible and additional funds were available). 

6. What is needed to improve turnover of patients? If the length of hospital 
stay were reduced as indicated in 4(a) and 5 above, the turnover of patients would 
improve. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected : 
Total In Not yet 
hospitals {hospitalized 


a many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Vacancies are anticipated at least 1 week in advance based on discharge rates and 
other factors. Applications having highest priority pursuant to Circular 18, Sep- 
tember 8, 1958, are withdrawn from the waiting list and authorizations to report 
for hospitalization are mailed to those veterans. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 17. 

5. Are patients admitted without placement on the waiting lists? If the answer 

| is ‘‘Yes,’’ please describe the circumstances: Yes—veterans who are service- 
connected for condition requiring hospitalization, and emergencies who may not 
safely sent elsewhere are hospitalized immediately without placement on 
waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 2,644; approved, 2,097; rejected, 547. 


V. Hospital staff 


fey ae full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1956 | Dee. 31, 1958 to 1958 
1. 1, 365, 5 1,342, 2 —23.3 
2. Physicians, full- or part-time-_--_-.....-.-.-.-...---- 33. 2 30.0 —3.2 
3. Physicians, residents and interns-.---_--_----------- 2.5 4.5 +2.0 
4. Physicians, consultants and attendings....... mihablie 28 7.4 +4.6 
8. Therapists and technicians !_._...................... 70.0 78.0 +8.0 
10. Office of manager, personnel, and finance___-_-_-_~_-- 31.0 32.0 +10 
12. Other food-service 172.0 178.0 +10 
14, Engineering maintenance (excluding laundry) ------- 76.0 60. 4 —15.6 
15. Engineering operations (excluding laundry) ......... 50.0 51.3 +1.3 
ssi 220. 0 208. 1 —11.9 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: Number, 6; an- 
nual wage (average), $725. 

(b) What is the value of this program to the member and to the hospital? The 
program is valuable to member as it provides a bridge between patient status 
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and discharge into the community. It enables the hospital to observe member 
in test or modified employment and self-governing situation to determine extent 
of rehabilitation. The program is valuable to hospital in several ways: It speeds 
discharge by + eee and evaluating the rehabilitation process; it gives super- 
visors and employees to whom member is assigned a better insight into hospital’s 
primary mission and medical programs; and promotes the team concept of hospital 
care and treatment by providing a testing ground and more participation in the 
total effort. 

20. What was number of guards on duty December 31, 1958? 10. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 264. . 

(b) Number of — discharged during past 3 months who were given in- 
dustrial therapy: 227. 

(c) Average days of hospitalization of patients reported in (b): 250. 

22. Number of patients in day hospitalization: 1,622. 

23. Number of patients in night hospitalization: 1,622. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service ---...---.--- 56 56 40 
Average payment ye consultant or attending !___.-.......-.- $965 $1, 196 $1, 500 
Total amount paid to all consultants and attendings !____.__-- $54, 050 $66, 950 $60, 000 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Consultants, 
Category Full time Part time Jonealt 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
These programs provide studies and reports on ventilatory capacity of respiratory 
cases, special EKG’s for elucidation of diagnosis in special clinical cases, diag- 
nostic electrophoresis studies, and reports on blood of patients. Studies carried 
out in surgical laboratory have demonstrated techniques which have been ap- 
plied and are believed to have been lifesaving in some cases. Physicians are 
detailed to special studies on latest techniques and therapeutics in medicine, thus 
contributing to welfare of patients. Clinicians apply their findings, resulting in 
improvement in their general knowledge and carrying out complicated laboratory 
techniques not now available in the hospital. In addition to laboratory research, 
considerable clinical research is done. 


3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. - OLA4.254.45 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
With insurance ! 
Eligibility category All Tuber- | Psychi- 
patients | culosis atric Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) 59 2 23 38 
46) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable ser- 
(3) In hospital more than 30 days- 22 19 


1 Any form of prepayment insurance. 
2 Insurance contracts preclude payment to the VA. 


Nore.—lIfa gy receiving care for a non-service-connected disability may be reported in more than 1 of 
the categories in (c) above, show him only in that category appearing Ist in the listing. 


3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Estimated cost of the collection program during calendar year 1958 is 
$680. Action to collect payment for hospitalization under insurance plans is in 
accordance with the provisions of Department of Medicine and Surgery interim 
issue 10-424, dated May 38, 1957. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


on Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? Based on probable length of 
stay estimated by admitting VA physician, admission clerk gives applicant an 
estimate of cost of comparable hospital care in local private hospitals. In so 
doing he computes estimated length of stay at $20 per day plus estimated cost of 
physicians’ fees, operating room fees, anesthetists’ fees, special drugs, special 
nursing care, etc., less hospitalization insurance benefits to which veteran may be 
entitled. In addition the law governing eligibility for hospitalization of non- 
service-connected cases is explained and applicant’s attention is called to the 
penalty clause and oath prior to signing the 10-P-10 application and addendum. 

8. In your opinion are there abuses of non-service-connected care? No. 
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9, Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-cqnnected conditions: 


War Service Nonservice _ Total 
connected connected 


Peacetime dst 86 14 100 


VIII, Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load............ 1, 521 1, 597 1, 622 1, 621 1, 607 
(6) Full-time equivalent staff._.........-- 1,323 1,397 1,413 1, 357 1,348 
(c) $6, 474, 642 | $7, 266,919 | $7,351,132 | $7,741,859 | $8, 063, 323 
5, 148,026 | 5,812,254 | 5,909,110 | 6,260, 891 6, 645, 751 
Sant 24, 368 33, 145 38, 586 , 133 36, 800 
(f) Communications.............--- satel 25, 355 27, 576 28, 454 28, 650 28, 600 
w Utilities (gas, coal, water, etc.)_....... 160, 673 156,213 166, 954 176, 594 173, 392 
(R)-- 661, 335 677, 111 582, 264 573, 441 ~ 962 
(i) Drugs and medicines............-...-- 77, 560 105, 962 110, 281 146, 746 160, 900 
j) Medical and dental supplies__.._.--.-- 84, 559 92, 774 110, 471 135, 514 145, 436 

k) Asset acquisitions including equip- 
ME Cictatemssategebindenacaseeeneh 62, 125 92, 684 69, 358 74, 174 20, 000 
@ Avot. A Ra ASS 330, 641 369, 200 335, 654 314, 716 259, 482 
(m) Cost per discharged patient_._.......- 1,390 1, 378 2, 876 2, 042 2, 139 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


Do you believe that the primary fund allocation is sufficient to provide an 
acoontane standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Allotment of 
funds based on average daily patient load is not related to patient's length of stay 
at this hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards with other hospitals a" not available due to the unique compostion of 
this facility. Designated as a G.M. & 8. hospital of 1,744 capacity beds dis- 
tributed into two hospitals located 1% miles apart. with one unit predominantly 
NP and the other predominantly G,M. & 8. with an active medical affiliation and 
research program, standards to compare functions are too general in application 
and do not take into consideration unusual operations such as this hospital. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.955 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.181. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? This hospital is composed of an NP division and G.M. & §. division. 
Therefore, patients are not on the same ration. There are 1,323 beds at the NP 
division and 421 at the G.M. & 8. division. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1, housekeeping; 52, nonhousekeeping. 


| 
59 
38 
i? 
re 
of 
als 
of 
an 
so 
of 
tial 
be 
on- 
the 
im. 


436 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? In many cases availability of quarters can be a deciding factor in the re- 
tention and/or recruitment of staff personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $32 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Cost of hospital operation has increased 
due to the inflationary era. A 10-percent pay increase approved in January 
1958 increased our cost approximately $700,000 per annum. This with the con- 
tinuous rise in price of drugs and medicines, subsistence, utilities, ete., creates 
difficulties in maintaining a stabilized organization within the money allotted for 
our 

9. What internal programs have you developed to engender cost consciousness 
at your station? A continuous program of cost consciousness:is a subject of 
daily administration through constant studies of cost factors with all operating 
officials. To further impress upon each official his responsibility, the procedure 
as outlined in the attached memorandum ! has been instituted. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, segnteed by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and .which were instituted for the of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.031; per pound, $0.042. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.036; per pound, $0.048. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically alllocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? Would not affect the present number 
of operating beds. 

o What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $6,466. 
(2) Visits to hospitals by patients on CBOC status: 960. 
(3) Cost per visit: $6.74. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? o. By what methods? Placement of 


1 Hospital Memorandum No. 1, January 2, 1959, Veterans’ Administration Hospital, Augusta, Ga., 
retai in files of the committee. 
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reorganization into effect. Cite examples. After reorganization there was 
gradual decentralization of major Operational authority over a period of several 
years involving important and immediate needs of the station for effective 
management. Minor changes are being made to regulations which further dele- 
gate responsibilities for operation decisions to the hospital manager. It is our 
opinion that operational authorities vested in the manager are not restricted by 
controls imposed by central office, and that he has been delegated the responsi- 
bilities and authority to effectively operate the station. 

(b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair ‘“‘professional medical audit” could be devised, what benefits would 
result? Should it come from outside, non-government sources or VACO? Or 
be conducted by a joint team? Quality of medical care has been maintained at 
high level through recruitment of high caliber professional staff and affiliation 
with Medical College of Georgia. We see no need for “professional audit” and 
anticipate no benefits from an audit, but have no objection if one is to 
be conducted. If conducted, however, it appears a joint team would be universally 
accepted without criticism. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
These visits have been helpful from standpoint that special or unusual station 
problems are discussed with these central office representatives and are frequently 
resolved without delay. Interhospital mutual assistance and sharing of station 
practices are also facilitated through these supervisory visits. 

(2) Of what value would you think these visits are to VACO? It is believed 
these visits point up to central office the existence of special problems which 
require central office action in matters relating to policy, need for additional 
funds, need for changes in centralized or key positions, need for nationwide 
program changes, etc. 

(3) Would less frequent visits be more useful? No. 

(ce) Have directives, circulars, manuals, etc., recentralized operational authority 
to anv great extent?. State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Operational authority has not been 
recentralized to any great extent. 

2. Is the management development program directed toward making good 
employees or good managers? The primary purpose of this program is the 
improvement of the employee’s performance in his job. All other results or 
objectives are natural by products of the program and subordinate to the 
primary purpose. 

X. Capiial improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? Fiscal year 1959: Detention screens, buildings 1, 2, 
3, 4, and 5, contract V1006C-—234, project 10-5188, $80,870. 

Not programed, or under consideration for fiscal year 1962: Fiscal year 1962 
design for modernization and/or replacement, not programed as follows: 


Description Amount 
5. Installation, fire escape, north side, building 100. .-..........---...-...----....--.------- 4, 500 
8. Install automatic sprinklers, buildings 19, 20, and T-92................-..-------------- 38, 500 
10. Air condition third and fourth floors, building 34.....-............-....---..-.---------- 220, 000 
12. Toilet and shower facilities, room 111, building 100_.................-------.------------ 5, 000 
13. Install new deaerating tank, boiler plant, building 15.__-.................---.--.------- 8, 500 
14. Coal conveyor for boiler plant, building 100..................--..-.--..-.------------.--- 4, 500 
15. Elevator and dining room for buildings 6 and 8__............-.---.-....---------------- 100, 000 
_ 1, 200, 000 
18. Enlarge steam tunnel, building 15 to buil nw 8, 500 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
5. Renovate reproduction room, building 19...........-.....---.-------------<-------+---- 400 
9. Relocation telephone switchboard, building 100..............-.--.--.-----.-----.------- 800 
10. Convert to wide screen picture equipment... 300 
11. Renovate bathrooms, quarters 30-F and 33-W..-...........----.----------.------------- 750 
12. Rebuild hood over dishwashing machine, building 10.......-....--..-.-.-...-.--------- 300 
13. Replace exterior doors, refrigerator shop, building 15..-..............-.-----.-----.------ 410 
15. Install metal awnings, quarters 20, 30 and 32... ......-..-----.--..-.----..---------.---- 1, 500 
17. Replace linoleum floor covering, building 202. 1,000 
18. Reroof building 207 and corridor, buildings 100-404_...........-......-.-..---.---------- 1, 100 
19. Replace wood screen frames with aluminum, building 34..................------------- 700 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
6. Replace wood screen frames with aluminum, FH D-------..-..-.-..--.----------------- 4, 200 
9. Repairs to No. 3 boiler, 800 
11. Increase size of I.D. fan, boiler plant, Lenwood-..-..-......--...-----------------.----- 3,000 
13. Replace wood frames with aluminum, building 34-_-........-...-.--------------------- 1, 500 
14. Improvements to compressed air system, laundry.......-.-.--..-.-.---------------.--- 1, 900 
16. Repairs to electrical distribution system, Lenwood_--..........--.......--------------- 3, 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Fiscal 1960: 

1. Routine maintenance of roads, walks, buildings and grounds-_.......--..--- $64, 000 

2. Retube and repair baffles, boiler No. 1, 8, 000 

3. Petating of Rospitel heds end furnishings. 5, 000 
Fiseal year 1961: 

1. Routine recurring maintenance of roads, walks, buildings and grounds--...........-- 70, 000 

2. Painting of hospital beds and 5, 000 

3. Repairs to refrigeration plant, Lenw 5, 000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amoun 


Fiscal year 1960: 
Modifications to ward 12 swimming pool. 
Alterations, building 10, for dietitians’ office... 
Alterations, building 10, for chief cook’s office............-.-.---..-----.---..-----.- 
. Install additional shelving 
12. Install air-conditioning equipment, library, building 100...............---..-..----- 
13. Install large window, office of secretary to registrar_-__......-...-------------------- 
14. Alterations, electrical distribution 
15. Alterations, electrical distribution system, building 34-_..................--..--.--- 
16. Alterations, electrical distribution system, quarters area._.-........---------------- 
17. Install Russwin bit locks on all hose cabinets... --...-..--.--..-.-------------------- 
18. Install master door operator, elevator, building 76_-_..............-...-------------- 
19. Install 2 speed automatic controller, building 76-_-..-........----------------------- 
20. Install vinyl wall covering, corridors, FH D_..........-..--------------------------- 
21. Install vinyl wall covering, corridors, Lenwood_-.....-..---..--------------------- iia 
22. Ambulance unloading facility, building 94---......---....--..---.------------------ 
23. Install Dutch doors and 2 detention screens, room 638 FHD-~_-.-..---.--.----------- 
24. Ambulance unloading facility, building 34--..........-......-.--------------------- 

Fiscal year 1961: 

Alterations, electric distribution system, buildings 1, 2, and 11__...........-...-..--- 

electric distribution buildings 3, 


re ope 


—— 


Improve corridor lighting, buildings 1, 2, 3, 4, and 5. 
Improve corridor lighting, buildings 68,9, and 
Install vinyl wall covering, corridors, FHD.._...._ 
Install vinyl wall covering, corridors, Lenwood_----......--..----------- 

Install 20 detention-type screens, ward 12..........-..--....-----.----.------------- 
. Alterations to north dayroom lighting, ward 1-.-......---.--....------------------- 
Alterations to south dayroom lighting, ward 1-..-.-.-.-....-..--.-----.--..--.--------- 
13. Alterations to north dayroom lighting, ward 2._.....-..........---.-----.---------- 
14, Alterations to south dayroom lighting, ward 2._.--...........------.---.----------- 
15. Install remote liquid indicators on boilers, 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Fiscal year 1960: 
1. Vacuum and discharge pump for ward 76 $1, 000 
2. Automatic chlorinator, ward 12 pool....................-..--.-...--.-- 1, 000 
4. Standby electric generator for operating room..........-......-.---.---------------- 1, 800 
10. Autoclaves, ‘operating 2, 500 
11. Coffee urns, 5-gallon capacity, 3, 000 
14. Dishwashing machine, main kitchen, FHD-~-..-.-............----------------------- 3, 500 - 
17. Base cabinets and sink units, laboratory, 2, 000 
18. Stainless steel cabinet, 900 
20. Combination welder, direct current and alternating current, for aluminum and 
21. Air-conditioning equipment for library, FHD-.-.-....-.........--------.---.---------- 2, 200 
ear 1961: 
2, 500 
4. Hot water generator (250-gallon capacity) 2, at $600..............-...---.-.---------- 1, 200 
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XI. Maintenance 


1. (a) List by description and amount of mone 


involved each major item of 


maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Amount 


buil 

. Replace exterior doors, refrigerator shop, building 15 
. Paint fence, Lenwood.- - 

. Instal 

. Repairs to electric distribution system ae ee 
. Replace linoleum floor covering, building 202-_. 
. Reroof building 207 and corridor, wuildings 100-404__ et 
. Replace wood screen frames with aluminum, building 34.....-....-........-.---------- 


Replace condensate return pump 
Renovate reproduction room, bui liding 

Install fire doors, building 19 
Renovation, building 


. Relocation telephone switchboard, building 100..............-....---------.-----..---.--- 


Convert to wide screen picture equipment... 
Renovate bathrooms, quarters 30-F and 33-W_._..-.........-....------.--------------- 
Rebuild hood over dishwashing machine, ding 10_- 


tal awnings, quarters 29, 30 and 32 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
2, Exterior and interior painti 8, 000 
6. Replace wood screen frames with aluminum, FHD-~...-.-.........-.------------------- 4, 200 
11. Increase size of I.D. fan, boiler plant, Lenwood 3, 000 
12. Repairs to plaster ove” station, Lenwood_ ---- 2, 000 
13. Replace wood frames with aluminum, building 34- 1, 500 
14. Improvements to compressed air system, laundry. 1, 900 
15. Repairs to flooring, building 21, Lenwood-_..........-...-.---..-- 1,000 
16. Repairs to electrical distribution 3, 500 


will be need in fiscal year 1960 and fiscal year 1961. 


2. Future plans: In the following three categories, list all items for which there 


question 1(b) above.) 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


(Exclude items listed in 


Description Amount 
Fiscal 1960: 
1. Routine maintenance of roads wate. and $64, 000 
2. Retube and repair baffles, boiler No. 1, Lenwood-__------.-..-..---------.----------- 8, 000 
of hospital beds and furnishings 5, 000 
ear 
outine recurring maintenance of roads, walks, buildings and grounds-_..........-.-- 70, 000 


$1, 
1, 
10. 
11. 
12 
13) |__| 
4 
15 
16 
17 
18 
| 19 


eee 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


i 


Fiscal year 1961: 


year 1960: 
Alterations, building 10, for dietitians’ office dit 
Alterations, building 10, for chief cook’s office.._.....-..---------------------------- 
Alterations, building 10, for butcher shop..--.-.-......-......-.-..-.------..------.--- 
Install additional shelving in library, building 100. 
10. Air condition IBM room, — 
. Alterations in X-ray department, FHD 
12. Install air-conditioning equipment, library, building 100................-----.----.-- 
13. Install large window, office of secretary to registrar _-__.....-.......----------------- 
14. Alterations, electrical distribution system, building 10__-...-.........--..--.-..----- 
15. Alterations, electrical distribution system, building 34__.................--..------- 
16. Alterations, electrical distribution system, quarters area._---.......-.....-.--------- 
17. Install Russwin bit locks on all hose cabinets... .-............-.---.--.-------------. 
18. Install master door operator, elevator, building 76 
19. Install 2 speed automatic controller, building 76- _..................----.----------- 
20. Install vinyl wall covering, corridors, FH D-..........-..-...-.--------------------- 
21. Install vinyl wall covering, corridors, Lemwood_........--......--.----.-..---------- 
22. Ambulance unloading facility, building 94.................-...--------------.------ 
23. Install Dutch doors and 2 detention screens, room 638 FHD-_------..--..--.------- 
24. Ambulance unloading facility, building 34.__..............-..-----.------.------.-- 
25. Installation, laboratory equipment, building 
26. Install 20 detention type screens, ward 12.--............---.--------------- Me 


= 


1. Alterations, electric distribution system, buildings 1, 2, and 11__....-- 
2. Alterations, electric distribution system, buildings 3, 4, 5, and T-91_-_. 
3. Alterations, electric distribution system, buildings 13, 14, 15, 17, 18_-._-- 
4. Alterations, electric distribution system, buildings 19, 20, 36, 39_......-.-- 

5. Alterations, electric distribution system, buildings 6, 7, 8, and 9..............-.-..--- 
6. Improve corridor lighting, buildings 1, 2, 3, 4, and 5.........---.----.--------------- 
7. Improve corridor lighting, buildings 6, 8, 9, amd 11-_.........-.-.------.------.----- 
8. Install vinyl wall covering, corridors, WH 
9. Install vinyl wall covering, corridors, Lenwood_--.....-.....-....--.--.------------ 
11. Alterations to north dayroom lighting, ward 1-.--...-...-.-------.--.--.----------- 
12. Alterations to south dayroom lighting, ward 1._.......-.-..-----.------------------- 
13. Alterations to north dayroom lighting, ward 2._.....--...-.-..---.----------------- 
14. Alterations to south dayroom lighting, ward 2._-......-......------.---.----------- 
15. Install remote liquid indicators on boilers, 


See pe 


r 


(c) Replacement and new fixed equipment costing over $1,000: 


5. Ice cube machines, 7, at $800 


Description Amount 
Fiscal year 1960: 
1. Vacuum and discharge pump for ward 76............-..---.----.----.-.------------ $1, 000 
Automatic chiorinator, ward 12 pool... 1,000 
4. Standby electric generator for operating room...................---.-..------------- 1, 800 
10. Autoclaves, operating room, building 34, 2 each...........-..-..-...-.-.-.-.-------- 2, 500 
12. Gas ranges, main kitchen, FHD, 2 each.....-----------..-.-----.-------s---------- 1, 800 
14. Dishwashing machine, main kitchen, FHD--.........-----.----------------------- 3, 500 - 
17. Base cabinets and sink units, laboratory, building 34.............-....---.----..--- 2, 000 
18. Stainless steel cabinet, laboratory, building 34...........--..--.--------------------- 900 
20. pa ape welder, direct current and alternating current, for aluminum and aie 
3. Pressure cookers, main kitchen, 2, at $500..........--..----...----...-..--.----.----- 1,000 
4. Hot water generator (250-gallon capacity) 2, at $000......-....-.--------------------~ = 
100 
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3. What, in your opinion, are the most pressing needs in your installation? 
Complete modernization and/or replacement. The 1,323-bed Lenwood division 
has reached the point of antiquity and is at the stage where maintenance becomes 
a major problem both from a structural viewpoint and a cost factor. The Forest 
Hills division was erected in 1925 as a fashionable hotel, and its conversion to an 
— and economical hospital has been impossible due to permanent structural 

eficiencies. 


DUBLIN, GA. 


VETERANS’ ADMINISTRATION HOsPITAL, 
Dublin, Ga., January 26, 1959 
Hon. E. 
Chairman, Committee on Veterans Affairs, 
House of Representatives, Washington, D.C. 


Dear Mr. Teacue: The completed questionnaire requested by your committee 
is enclosed. In answering certain questions we have attempted to apprise you of 
our most pressing needs for personnel, maintenance, and fixed equipment. 

Although no question is presented regarding the need for oy song other than 
fixed equipment, we feel that a statement of such needs might be helpful to the 
committee in getting a full and complete picture of our needs. 

Much of our equipment was taken over from the Navy in 1948 and is nepaly 
becoming unserviceable. Many items were not new when procured by the Navy, 
because such new equipment could not be obtained during wartime. Maintenance 
costs on this equipment are becoming excessive and funds for replacement are 
not currently available and cannot be absorbed within our primary fund allocation. 

Major needs for replacement equipment include: 200 hospital beds, including 
mattresses and pillows; patients’ dining room tables and chairs; X-ray machine; 
ambulance; bookkeeping machine; operating table; tractor; dental equipment 
(chairs, cuspidors, sterilizers, and lights); furniture for five sets of housekeeping 
quarters; day-room furniture; furniture for nurses’ home and bachelor quarters; 
and much office furniture (desks, chairs, and tables). 

We are doing, and will continue to do, everything possible to operate and main- 
tain this fine hospital and physical plant as it should be operated and maintained. 
To do this we need substantial financial assistance. 

Very truly yours, 
Rocer 8S. Wsst, 
(For, and in the absence of, David E. Quinn, M.D., Manager.) 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Dublin, Ga. 
wen of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no. 
Name, qualifications, and tenure of— 
(a) Manager: David E. Quinn, M.D., 10% years. 
(b) Assistant manager: Roger 8. West, 2 years. 
(c) Director, professional services: William 8. Dosher, M.D., 4 months. 
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II. Bed capacity and patient load 


Hospitals—Type of bed or patient 
Item (as of Jan. 12, 1959, unless . : 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


In process of activation 
Construction 
Staff not recruitable: 


. Patients remaining 
. Average daily patient load for 12 
months ending Dec. 31, 1958. ud 


A 


. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number 
(6) Percent of total patients re- 
maining (line 9) 
. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 


_(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Over the past 3 years, 
the discharge rate has been decreased as 4 result of the increase in long-term 
chronically ill cases. As of January 12, 1959 there were 204 patients requiring 
total nursing care for whom discharge is inconceivable. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. j 


(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


ITI. Length of stay 


1, Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(a) G.M. & S. hospitals: Average stay for G.M. & 8. patients, 53 days. 
2. For G.M. & 8S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 


33427 O—59—_-30 


n? | 
es 
st 
an 
al 
Beds not in use (unavailable): 
5. 
ee 6. Beds re- 
0 Ri Type of bed not required for cur- 
rent operating plan regardless of 
ly 10 | 
re EGE OF PATIENTS 
n. 
1g 12 | 
13 
S| 1956 | 1957 1958 
3, 145 2, 940 2, 470 
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of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple-treated conditions): 


Average 
length of 
stay 


Cases 


Hemorrhoidectomy 
Subtotal gastrectomy for duodenal ulcer 
Prostatectomy: 
Retropubic 


coot 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Regular review by hospital stay committee and by medical records committee. 
Use of social work service in discharge planning. 

(b) What improvements have you made since your last report to this com- 
mittee? A more effective use of social work service. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. However, 
our 40-bed acute medical wards have only one physician and an absolute minimum 
of nurses and nursing assistants. Because of this shortage of personnel, the 
workload is sometimes so great that discharges are delayed. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) (1) Increased age of patients; 
(2) multiplicity of disabilities; (3) chronicity of illnesses. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It is reasonable 
to believe that the length of stay would be considearbly shortened. 

(b) What eftect would such a program have on your cost of operation? The 
overall cost of operation would be markedly increased; however, treatment could 
be provided for more patients. 

5. What would vou suggest to further reduce hospital stay without impairing 
care? More physicians, nurses, paramedical and ancillary personnel. 

6. What is needed to improve turnover of patients? From our point of view, 
it seerns that this question is answered in 5 above. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
T f ired Total 
ype of care requ connec’ 
Total In non-VA| Not yet 
hospitals {hospitalized 


BB aye many patients are scheduled for admission subsequent to January 12, 
1 1. 
3. What system do you use for scheduling admissions from the waiting list? 
Priority in compliance with Circular 18 dated September 8, 1958. 
4. In addition to the persons reported in reply to questions 1 and 2, above, how 


many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 31 (applications pending establishment of eligibility). 


ay 


| sie | 
coot 


tee. 
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5. Are patients admitted without placement on the waiting lists? If the answer 
is“ Yes,”’ please describe the circumstances. Yes; direct applicants who constitute 
a medical emergency. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 873; approved, 441; rejected, 432. 


V. Hospital staff 


Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


sta on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1 « 588.3 585. 5 —2.8 
2. Physicians, full- and part-time 25.0 21.0 —4.0 
4. Physicians, consultants and attendings- - --........-. 1.3 1.5 +.2 
96. 0 88.0 —8.0 
8. Therapists and technicians !......................-. 25.0 22.0 —3.0 
10. Office of manager, personnel, and finance. 17.0 
12. Other food-service employees................-.------ 76.0 73.0 —3.0 
14. Enginecring maintenance (excluding laundry) 23.0 25.0 +2.0 
15. Engineering operations (excluding laundry) .-.....-- 36. 0 29.0 —7. 
17. Special services 5.0 
18. All other staff... 97.0 100.0 +3.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? We 
have the facilities, including housing, for a member employee program. Our 
program is geared for the rehabilitation of members to help them build self-reliance 
for return to their own communities on a permanent basis. However, the general 
debility level of our patient population has recently been such that we have not 
had any suitable candidates for member-employment. There are several work 
areas in the hospital where member-employees, if available, could be utilized for 
the benefit of both member and hospital. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6). None. 

22. Number of patients in day hospitalization. None. 

23. Number of patients in night hospitalization. None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service._...._..__- 12 10 12 
Average payment per consultant or attending !_______ : $1, 321 $1, 585 $1, 463 
Total amount — to all consultants and attendings '__._____- $15, 850 $15, 850 $17, 550 


! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? Physicians, 5; nurses, 12; ancillary and paramedical, 4; 


we assistants, 28; dietetic, 9; maintenance and custodial, 15; administrative, 


of 
| | : 
om- 
may 
ver, 
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3, or 
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VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, paramedical, or 
hospital administrative trainees? (1) It is the responsibility and obligation of 
every hospital to participate in research. Research brings about the development 
of new drugs, equipment, and methods which result in more modern care and 
treatment and faster restoration to a productive life for the patients at a cheaper 
cost. It is only through research that we are able to be progressive in the practice 
of modern medicine. (2) Training is essential to all hospital operations—that is, 
training of all its employees—in order to establish high standards of care and 
treatment, to maintain the discipline necessary to a good hospital operation and 
again to reduce cost. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools__ Nang)... <2 


1 Medical illustration laboratory. 
VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable sarv- 
(2) In receipt of VA pension... 2 22 
(3) In hospital more than 30 days... 27 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of admis- 
sion indicated workmen’s compensation coverage for an alleged industrial or job- 
connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. , 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Insurance companies are billed every 30 days or at time of discharge if 
hospitalized less than 30 days. Estimated cost of collection program, $401.30. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: - 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? After a veteran has been 
determined medically eligible by the admitting physician, he is advised of the 
estimated cost of hospitalization at local community rates. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
ee 13 87 100 
World War IT....-...- 10 90 100 
World War I...-.---- 3 97 100 
Spanish-American War 6 OF 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including accounts) ? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load__.........- 340 348 456 454 462 
(6) Full-time equivalent staff_.........._. 471 466 574 573 573 
(c) GMM en. comer , 307, $2, 432, 623 | $2,958, 277 | $3,263,001 | $3, 417, 860 
(d) Salaries of staff ?...................._. 1,931,825 | 2,327,261 | 2,617, 260 2, 818, 833 
(e) Patient travel............_.._- 26, 17, 049 17, 155 11, 149 11, 200 
Communications -_.___._.___- 9, 645 10, 960 11, 337 12, 800 

t Utilities (gas, coal, water, etc.) 71, 380 76, 465 85, 727 , 
142, 665 192, 868 187, 873 190, 900 
(i) Drugs and medicines_._____.._._.-__- 87, 425 107, 289 95, 520 97, 312 
Medical and dental supplies__......_- 37, 444 55, 632 54, 57, 200 

k) Asset acquisitions including equip- 

38, 159 49, 562 70, 359 18, 200 
97, 031 121, 085 128, 910 129, 415 
(m) Cost per discharged patient._________- 629 708 779 1,055 


} Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. 

Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy! The principle of allotting 
funds on the basis of average daily patient load has nothing to do here with the 
increase or decrease of the patients’ length of stay. However, the fact that the 


; 

1 
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allotment is insufficient for the average daily patient load does increase the 
patients’ length of stay. See answer to question 3(c), section ITI. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate: What improvements seem 
possible? Have they been discussed with responsible officials? Our comparison 
standards are not particularly adequate. I doubt if such comparisons are par- 
ticularly appropriate due to marked differences in operation. I doubt very much 
if much improvement is possible. This matter is a subject of frequent discussions 
in conference with responsible officials and I am sure has received a great deal of 
consideration at top level. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958: $1.106. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 19581 $1.971. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on basic G.M. & 8. ration, but modifications are made, 
such as increases in food items and specially prepared foods, to meet the nutritional 
requirements ween in the medical treatment of individual patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 5 housekeeping, 54 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Vital. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. ‘ 

(d) Could cost of such quarters be a lucrative investment? 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $35 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Statutory pay increases; periodic pay 
increases and promotions; general increase in price of commodities and services; 
necessity for equipment replacemént; increased plant depreciation. Except for 
statutory pay increases, we have generally not been given additional funds to 
cover these increased costs. A recent study discolosed that, as a result of auto- 
matic pay increments alone, our employees receive annual pay of $198,000 in 
excess of the minimum pay of their grades. Unless funds are provided to cover 
these increased costs, a lower standard of care and deterioration of our physical 
plant must eventually result. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Control of funds has been decentralized to operating officials 
who are required to record and account for all expenditures. Frequent analyses 
and comparisons of costs are published to engender cost consciousness and to aid 
in obtaining better utilization of funds. Our continuing systematic review of 
operations emphasizes the importance of cost control. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


1 7.6 


(b) What was the cost of laundry service during the last six months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, regaled by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) ‘ 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0,036 ; per pound, $0.049. — 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.049; per pound, $0.066. 
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11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? See question 3, this section. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? The situation at this hospital 
has never been such as to require us to resort to the practice implied by the 
above question. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None, since demand for beds in this area is 
constantly increasing. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,787. 
(2) Visits to hospitals by patients on CROC status: 413. 
(3) Cost per visit: $9.17. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? More increased. By what methods? Cite 
examples. Budget; more freedom within the budget structure. 

(b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? Only 
through audit assignment. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were fol- 
lowed? Paramount interest appeared to be in good practical administration. 

(3) How was the internal audit valuable to your hospital? It pointed 
out areas susceptible to improvement and suggested means of accomplishing 
these improvements. We believe that any competent, objective review is a 
valuable tool of management. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? A fair professional medical audit would result in 
comparisons with similar operations and in the establishing of standards. Since 
the Department of Medicine and Surgery is so closely integrated with the highest 
level of medical practice in this country, there is considerable doubt if any medical 
audit could be said to come from outside. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. 

(2) Of what value would you think these visits are to VACO? Not in 
position to evaluate. 

(3) Would less frequent visits be more useful? No. 

_ (e) Have directives, circulars, manuals, etc., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Operational authority has not been 
recentralized to any great extent. 

Is the management development program directed toward making good 
employees or good managers? he program is designed to develop both better 
employees and better managers. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Automatic sprinkler for buildings No. $44, 000 


Not programed, or under consideration for fiscal year 1962: Fire alarm exten- 
sion and modernization, $20,000. 


XI. Maintenance ' 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Replacement of wartime lightning parents with nsseuaid cable and stainless steel air ter- 
Refrigeration plant, walk-in boxes, household refrigerator repairs. 
Wheelchair repair and general maintenance of service equipment including dietetics. ..____- 


2 


Buildings: 


Special u use equipment, including radio, 35-millimeter motion picture equipment... 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 
Replacement of galvanized gutters and downspouts with 24-gage copper__._......_....._-.. $95, 000 
Replacement of cords, switches, wall receptacles, and cord attachments of nurses call system _ 10, 000 
Replacement of steam 7, 000 
Replacement of faucets, valves, and plumbing fixtures. 2, 400 
Replacement of convectors of heating system in central group of buildings.........__._.___- 11, 500 
Replacement of lead valleys on roofs of all buildings with 16-ounce, 24-gage copper_--_-.-.--- 8, 000 
Replacement of wood siding on dormers and elevator penthouse... 3, 000 
Replacement of venetian blinds and window shades._.___..._.........-.-...---.----------- 6, 000 
Coat interior on 250 ,000-gallon elevated water tank with new bitumen-type ee 6, 000 
Trap doors for ceiling in auditorium, building No, 2........._._.._.........--.---___.--.. e 800 
Replacement of louvers on exhaust fan in attic on 600 
Replacing built-up roof on building No. 28......_..........----- 2. 3, 500 
Applying a built-up roof to sun deck area on building No, 2........_.....--..-------------- 1, 500 
Installation of fluorescent lights in 1, 000 


! See letter of transmittal dated Jan. 26, 1959 for further information on need for maintenance and equip- 
ment other than fixed equipment. 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Repairs to refrigeration and air-conditioning 2, 500 
Replacement of pipe and valves at sewage plant and eleetric distribution system -----_----- 4, 500 
Replacement of elevator cable, inspection contract, fire alarm underground lead cables, 
Overhaul and maintenance of motor transportation equipment-.--.-..............-.-.------- 2, 900 
Replacement of asphalt tile in main building and hospital corridors. - ---.--.-.-.------------ 10, 000 
Rerouting of primary electric distribution and installing of primary cut-out at strategic aw 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Replacement of front doors... $2, 000 
Replace door to admitting office... 900 
Extending emergency circuit on northeast portion of hospital and connecting of present 
emergency circuits to 10-kilowatt emergency generator... 1, 100 
(c) Keplacement and new fixed equipment costing over $1,000: 
Description Amount 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing need of this station is additional staffing for proper mainte- 
nance of all buildings and equipment. It is felt that there is need for the per- 
sonnel listed below: 1 chief, utilities, WA-24; 3 operating engineers, WA-15; 
1 steamfitter-plumber, WA-12; 1 electrician, WA-14; 1 carpenter, WA-13; 
3 painters, WA-11; 3 laundry workers, WA-3. In the past 10 years there has 

n no increase in maintenance personnel at this station. The hospital continues 
to get older and equipment, buildings, ete., need more attention. It is believed 
that with the addition of the above personnel a well rounded preventive mainte- 
hance and repair program could be set up and would save money in that all 
equipment would be properly maintained before extensive repairs were needed. 
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THOMASVILLE, GA. 


T. General 
Name of hospital: Veterans’ Administration Domiciliary. J 
Street address: Tallahassee Road. 


City and State: Thomasville, Ga. 

Type of services: Domicile, yes. 

Name, qualifications, and tenure of— 

(a) Manager: Edward C. McDaniel, 10 years’ tenure. 
(b) Assistant manager: J. Wallace Legg, 10 years’ tenure. ao 
(c) Director, professional services: James E, Anderson, M.D., 1 year tenure. 2. 


IT. Bed capacity and patient load ” 
19 
Hospitals—T ype of bed or patient 
Ttem (as of Jan. 12, 1959, unless : | 
otherwise specified) Domiciles (1 
Total TB Psy- Neuro- |G.M. & 8. ap 
chiatric | logical se 
BED CAPACITY AND PATIENTS REMAINING is 
ap 
not in use (unavailable): 
6. Staff not recruitable: Beds re- as 
7. Type of bed not required for current 
operating plan regardless of staff ah 
10. Average daily patient load for 12 
AGE OF PATIENTS 8 
3. | 
12, Patients in hospital on Jan. 12, 1959, 4.) 
who were 55 years of age or older: 5. | 
(6) Percent of total patients re- 71 
13. Patients in hospital on Jan. 10, 1957, 9. § 
who were 55 years of age or older: 10, ( 
(b) Percent of total patients re- 12, ( 
16. (a) What is the number of patients discharged from your hospital during 17. § 
the past 3 calendar years? 18. J 
Type of discharge 1956 1957 1958 
Tetu 
. by 
(b) If there are trends in any of the components above, please describe their regr 
significance and impact on the activities of your hospital: No definite trends. Fs 
cont 
duce 
fi 


| 
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IV. Waiting lists 


1. Number of eligible applicants poses hospitalized as VA beneficiaries as of | 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA}| Not yet 
hospitals |hospi 
2. Domiciliary care: Total applicants-_..... 25 0 25 0 25 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 8. 

3. What system do you use for scheduling admissions from the waiting list? 
(1) Transfer of service-connected veterans from hospitals; (2) service-connected 
applicants; (3) transfer of non-service-connected veterans from hospitals; (4) non- 
service-connected applicants; (5) transfer from other domiciliaries and centers. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please describe the circumstances. Yes. When an eligible veteran 
applies for admission and no waiting list is in effect, he is admitted. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 605; approved, 521; rejected, 84. 


V. Hospital staff 
(Report full-time equivalent employment for both full and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
1. 183. 2 179.6 —4.6 
2. Physicians, full- and part-time... 4.0 3.0 —1.0 
3. Physicians, residents and 0 
4, Physicians, consultants and .3 +.3 
8. Therapists and technicians !_..__.... 7.3 ROU 
10. Office of manager, personnel, and finance------_.-._- 12.6 14.0 +1.4 
ther food-service employees... 40.3 40.9 
14. Engineering maintenance (excluding laundry) _.----- 25.6 19.1 —6.5 
15, Engineering operations (excluding laundry) _-------- 29.1 32. +3.5 


‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 94. Annual 
Wage (average) $815. 

(6) What is the value of this program to the member and to the hospital? To 
the member: (1) Restores self-confidence as a psychological factor and builds up 
work tolerance as a physical factor, both of which are necessary in motivating his 
return as a gainful and productive member of the community; (2) develops skills 
by actual employment and on-the-job training (3) retards physical and mental 
regression by satisfying their need for responsibility and accomplishment; (4) pro- 
motes their health and contentment as long-term or permanent members of 

omiciliary living through recognition, and a personal feeling of accomplishment by 
contributing toward their care and the care of others. To the domiciliary: (1) Re- 
a labor costs as many times positions of an unskilled or nonarduous nature can 
filled by an equal number of member employees; (2) laborsavings can also be 
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accomplished in skilled and/or arduous positions where two and even three members 
are required to perform the duties of one qualified civil service employee; (3) pro- 
vides a ready source of labor, especially for low-paying, nonskilled positions. On 
occasion, it is a ready source of skills which might be required for short-time 
projects. 

20. What was number of guards on duty December 31, 1958? 4.5 full time; 
1.8 part time; 6.3 total. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 


None. 
(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .......... 5 4 4 
Average payment per consultant or attending !_.............. $1, 240 $1, 900 $1, 900 
Total amount paid to all consultants and attendings !_......_. $6, 200 $7, 600 $7, 600 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 
3. Amount of funds available in fiscal year 1958: 


For education 
Research 
pro- 
gram 8300) 
2. Gifts and donations deposited in general post None 
3. Grants from other sources administered through affiliated medical schools. Nome }..<cciuss.-ds 


VII. Eligibility and ability to pay 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

is) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. : 

A Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 0 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? We know 
of no existing abuses. 


Ko 
Wo 
Pes 

All 
(a) 
(b) 

(c) 

(h) 

2 
acc 
4 
Cin 
pos 
‘ cor 
the 

we 
cen 
to 
var 
par 
§ 
thr 
( 
Jul 
( 
WI 
son 
4n 
( 
me; 
( 
you 
sho 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 453 


9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient  §26. 0 549.0 587.0 610.0 610.0 
(6) Full-time equivalent 179.5 184.9 182. 4 179.6 183.5 
$988, 132 | $1,068,758 | $1,001,955 | $1,164,578 | $1, 206, 277 
(@) Salaries of staff 2.......-............--- 678, 965 744, 833 776, 662 827, 556 861, 730 
752 863 748 755 737 
NS EEE AEE 2, 494 2, 595 2, 908 3, 068 3, 060 
) Utilities (gas, coal, water, ete.) _..._..-- 53, 104 50, 337 50, 825 55, 324 59, 985 
og a ot 138, 997 137, 364 150, 410 153, 091 158, 036 
(i) Drugs and medicines... _............-- 10, 950 15, 971 18, 348 18, 876 20, 552 
4 Medical and dental supplies. -_...._.-- 7, 804 5, 978 8, 922 10, 138 6, 564 

) Assets acquisitions including equip- 
12, 656 13, 117 18, 933 21, 385 5, 946 
82, 410 64, 190 89, 667 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
1 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Barely. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We do have 
comparative costs with other domiciliaries issued by central office. We believe 
these cost comparisons are fair when analyzed with the other two domiciliaries; 
we do not believe they are fair when analyzed against cost of domiciliary care at 
centers. There are several reasons for this statement which we believe is obvious 
to a person closely associated with the program. This has been discussed at 
various times verbally with responsible officials and we are sure the proper com- 
parisons are made for official purposes. 

5. (a2) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.734. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.680. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Only those on modified diets. 

6. (2) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 housekeeping (1 committed; 1 reserved for physician being recruited) ; 
4 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? All-important to retain and recruit high-quality personnel. 

(c) What additional quarters do you believe would add quality or stability to 


your staff? Adequate as to number; however, they are not as desirable as they 
should be because of type and size. 
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(d) Could cost of such quarters be a lucrative investment? Cost analysis report 
shows operating of existing quarters has been profitable to the Government. 
Advantages other than monetary are even more lucrative to the Government. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $3,355,850, present accounting value. Our esti- 
mate for replacement, $10 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Some items continue to rise in cost although 
not as rapidly and as much as in other years. From a personal service standpoint, 
such increased expenditures as Federal Insurance Contribution Act ( FIA), 
increase in Federal employees’ insurance, retirement; increase in uniform allow- 
ance and position allocation increases have encroached decidedly on the funds 
distributed to the personnel program, and we have received no supplementary 
allocation of funds for all of these items. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Since the activation of this installation as a domiciliary, De- 
cember 1948, we have maintained a continuous program in economy of operations, 
coupled with an acceptable standard of service to the veteran. We have realized 
considerable benefits from directive materials from central office on work sim- 
plification, cost analysis, systematic review of programs and operations, the 
suggestion program, ete. While we are willing to give full credit to assistance 
provided from these mediums, we feel most of our economy of operation can be 
credited to operating personnel and their willingness to be ever cost conscious 
in their desire for economy and uniformity of operations. The practice of pre- 
ventive maintenance and medicine, ingenuity, farsightedness, planning and de- 
cisive qualities, the visualization of trends occurring in an activity, service cost 
analysis, and related factors have had a decided effect, and we have made adjust- 
ments where and when possible. Since approximately 70 percent of our appor- 
tioned funds go for personal service payrolls, we maintain a continuing study of 
manpower utilization and feel we have been quite effective in these studies—thus 
enabling us to divert savings from this source to other activities where cost had 
risen or increase in allocation had not been made. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total 
number 


Number per 
patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.048; per pound, $0.075. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.053; per pound, $0.082. : 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Good. The Federal Correctional Institute, Tallahassee, Fla., 
is the contractor of VA domiciliary linen and member clothing. This contract 
was started when the VA domiciliary opened in 1948, Therefore, we have 
no comparative experience with private firms or self-laundry service. We 
strongly desire to continue present arrangements. 

(2) Timeliness: Adequate. 

(3) Cost: $25,886, calendar year 1958—considered a good price. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 


it he 
actu 
carr 
1. 
(a 
to ¢ 
mor 
to ¢ 
beer 
dece 
tion 
(b 
Yes. 
(e 
resu 
be « 
tern 
soul 

(e 
to 
ben 
2. 
emy 
1 
sch 
N 
1 
mai 
Mai 
Dist 
Buil 
Roa 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 455 


it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Although the domiciliaries are not in the 
CBOC program, we believe we should be given some credit for the members 
carried on the rolls but not present. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more inereased than diminished? Yes. By what methods? Giving authority 
to correspond with responsibility. Cite examples. Expenditure of funds has 
been the outstanding example. Second would be the elimination of ceilings and 
decentralization of position allocation authority. Third would be decentraliza- 
tion of engineering operation authority. 

(b) Has your hospital had an internal audit of its administrative operations? 
Yes. 

(1) Was the team personally experienced with hospital operation? Not 
as much as they should. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Both items were of interest to them. Several recommendations 
to change central office regulations were made. 

(3) How was the internal audit valuable to your hospital? The old law 
of check and balance is the important contribution. e naturally review 
our operations more carefully because of the internal audit. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? We haven’t yet. e found Department 
of Medicine and Surgery took an active part in the report and has backed 
the station completely. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? We believe the Veterans’ Administration, in- 
ternally, can do a better job than can be accomplished by a non-Government 
source. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. At times we might have problems as a result of their 
visits, but we would rather have those few problems than no visits. 

(2) Of what value would you think these visits are to VACO? We would 
not want the responsibility of operation of field stations without them. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? ood employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.M. or M.A.I.R) over $2,000 are 
scheduled at this station? None. 
Not programed, or under consideration for fiscal year 1962: None. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiseal year 1959: 


Description Amount 
Maintenance of plants. 
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The interpretation of the word “major’’ concerns us. The above items are 
considered by us as routine maintenance over a period of the year. Example: 
The item ‘Buildings’ includes routine repairs to steps, doors, windows, floors; 
painting (interior and exterior), etc., to all buildings at the domiciliary. This is 
not all funds expended for maintenance; however, it includes the greater portion 
and includes $12,200 deferred maintenance allocated fiscal year 1959. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral: 


Description Amount 
5. Recovering floor, members’ quarters... 5,049 


! Approved for fiscal year 1960, $13,000. 
2 Approved for fiscal year 1960, $1,700. 
5 Not reported to central office, Will be for fiscal year 1960. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(6) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), — 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Fiscal year 1960: 

Fiscal year 1961: 


(b) Minor betterments costing less than $2,000, excluding equipment: None. 

(c) Replacement and new fixed equipment costing over $1,000: Replacement 
of feedwater pump, central heating plant, $1,500; replacement of dishwashing 
machine, $2,000. 

(3) What, in your opinion, are the most pressing needs in your installation? 
(1) Elimination of the wage schedule for food service workers and have one 
schedule for all wage administration employees. (2) Deferred maintenance. 
(3) Some type of system to plus and minus actual cost changes, such as realloca- 
tion of positions, within-grade salary advancements, other fringe benefits to 
employees, and cost of items purchased. These items should be taken into 
consideration when yearly allocations are made. The station has been asked to 
absorb so many of these cost items that we now have our “backs to the wall.” 
Please note our remarks in regard to this question on page 8 of the last question- 
naire we submitted. Unless some adjustment is made in the future, adequate 
service to veterans will be curtailed. 
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BOISE, IDAHO 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 5th and Fort Streets. 

City and State: Boise, Idaho. 

Type of services: Type of hospital, G.M. & §.; auntie, no; formal outpatient 
clinic, yes. 

Name, qualifications, and tenure of— 

(a) Manager: Loryn E. Kopan, B.A., and 2 years postgraduate business 
administration, University of Wisconsin; i2% years, VA. 

(b) Assistant manager: Joe Sutton, B. S.; fellow, "ACHA; 12% years VA. 

(c) Director, professional services: Frank L. Fletcher, M. D., fellow, A.A.P., 
AS$.S., A.C.P., 3 years, VA. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 

otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


. Rated bed capacity. 207 
Beds not in use (unavailable): 


Staff not recruitable: Beds _re- 

Type of bed not required for cur- 

rent operating plan regardless of 

8. Other 


1 
2. 
3 
; In process of activation 
7 


10. Average daily patient load for 12 
months ending Dec. 31, 1958 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(b) Percent, of total petients re- 
maining Jan. 10, 1957__.....- 61 


USE OF TRIAL VISIT 


Calendar year 
Item 


1955 1956 1957 1958 


7 Number of patients sent to trial visit durin 9 None 
5. Number of patients on trial-visit status as of — 


| | 
| 
: (6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
| 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular 35 27 | 
2, 143 1, 967 1,974 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Increase in death rate 
due to increased age, increases fund requirements for contract burial. The 
increase in the percentage of veterans over the age of 55 may increase the average 


length of stay. 
III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 28 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for aay ster discharged during the period — 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 


Subtotal gastrectomy for duodenal ulcer.....................-.-----------.-- 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Regular review of time of stay in the hospital by chiefs of service, director 
of professional services, and length-of-stay committee. 

b) What improvements have you made since your last report to this com- 
mittee? More regular systematic reviews. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No; requests for 
medical information from other Veterans’ Administration hospitals are answered 
slowly, in some instances, but this has no significant effect on length of stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increasing age of the veteran 
population leads to more frequent illnesses, more degenerative disease and slower 
rate of recovery. : 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Such a program 
should reduce length of stay in some instances. 

(b) What effect would such a program have on your cost of operation? Prob- 
ably increase cost of operation. ‘ rip 

5. What would you suggest to further reduce hospital stay without impairing 
care? An adequate number of well-trained conscientious physicians and constant 
review of length-of-stay data. 

6. What is needed to improve turnover of patients? As above. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals {hospitalized 
G.M. & 8. 17 17 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? Eight. 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled approximately 15 days in advance in accordance with 
group priority as established by VA directives in order of receipt of application 
within the group. Anticipated availability of beds and the adequacy of staff to 
begin treatment without delay determines the number scheduled. 

4. In addition to the persons reported in reply to questions 1 and 2,.above, 
how many additional persons were ie to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the an- 
swer is ‘‘Yes,” please describe the circumstances: Yes. Approximately one-half 
of the time there is no waiting list at this hospital and patients are immediately 
admitted if hospitalization is indicated and the average budgeted average daily 
patient load is not exceeded. When a waiting list has been established, service- 
connected veterans applying for hospitalization for their service-connected disa- 
bilities and emergency cases are admitted immediately if beds are available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,575; approved, 1,261; rejected, 314. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time em- 
ployees as of December 31, 1956, and 1958. Distribute common service employ- 
ment to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dec. 31, 1956 | Dee. 31, 1958 to 1958 

1 293. 6 265. 4 —28. 2 
2. Physicians, full- and part-time..................-.-- 12.0 11.0 —1.0 
4. Physicians, consultants and attendings. .. 4.5 2.2 —2.3 
1.6 1.4 —.2 
8. Therapists and technicians !__...................... 14.9 12.2 —2.9 
10, Office of manager, personnel, and finance..__.._...-- 8.8 9.4 +.6 
2.5 2.6 +.1 
12, Other focd service employees..........--.--.-------- 34.5 30.9 —3.6 
\4. Engineering maintenance (excluding laundry) 18.0 17.8 
15, Engineering operations (excluding laundry) ----..--- 23.9 22.9 —1.0 
Vines 3.5 4.0 +.5 
56.6 | * 45.7 —10.9 


'In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
. What was number of guards on duty December 31, 1958? Seven. 
21. (a) 7 umber of patients on January 12, 1959, who are in industrial therapy 
one. 


program: 
(6) Number of patients discharged during 3 months who were given 
industrial 


460 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


, Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service... ......._- 29 27 27 
Average payment consultant or attending '__..........._- 2 $1, 809 2 $1, 856 2 $2, 082 
Total amount d to all consultants and attendings '_......__ 3 $52, 516 3 $50, 124 3 $43, 775 

1 Exclusive of travel. 

? Annual amounts. 

3 Estimate for 1959 


25. What categories of employees would be recruited if the primary fund allot- 
ment were in ? 


Cc Full time Part time | Consultants, 
ategory attendings 


VI. Research and education 


’ 1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
No research or educational activity. 

2. For nes peed without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or 
hospital administrative trainees? Tntellectual stimulation; and to some extent, 
actual working assistance. 

3. Amount of funds available in fiscal year 1958: None. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric wi 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) Total. 48 ade 6 
(6) For treatment of a service-connected 
(c) For treatment of a mon-service-con-| 
(1) Patient has com ble serv- 
more 


1 Any form of prepayment insurance, 


Nore.—If a patient receiving care for a non-service-connected disability may be soe in more than 
one of the categories in (c) above, show him only in that category appearing first in the ig. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 46] 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no to the veteran: None. 

3. What action do you take to collect a Aa for hospitalization under 
insurance plans, emphasizing - changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) All non-service-connected veterans applying for hospitalization are 
asked whether they have insurance or if they are intitled to payment or reimburse- 
ment of the costs from some other source. If so, they are required to sign VA 
form 10-2381, power of attorney and agreement, assigning such rights to the VA. 
The insurer or other party is immediately notified of the hospitalization and is 
billed immediately after discharge of the patient or following 30 days in long- 
term cases. Billing is made on the basis of the hospital’s planned annual per 
diem costs unless the insurer requires a detailed breakdown of services furnished 
and fees. (This is a change made since January 1957.) The finance division 
follows up unpaid bills at intervals of 60 and 30 days. If bills remain unpaid 
they are referred to the chief attorney for investigation and recommendations for 
disposition. Estimated cost of the collection program for calendar year 1958, 
including finance division and chief attorney’s costs, was $313. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


1958 


1957 
2 on $44, 450 $13, 001 
Amount 12, 971 1,037 


‘ . Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Veterans are not required to 
sign the application and addendum until after they are examined by the admitting 
physician. If the admitting physician determines that hospitalization is indi- 
cated, he advises the eligibility clerk of the probable length of stay and other 
circumstances which would affect the cost. The eligibility clerk then counsels 
the veteran regarding approximate costs in a private hospital in the area before 
he noe the application and addendum. 

8. In your opinion are there abuses of non-service-connected care? From the 
past year’s experience at this hospital, it does not appear that there are any cases 
of abuse of non-service-connected care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment 
of service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


| | 
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VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? : 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load.........._. 165. 13 163. 25 161. 35 162. 18 160.0 
Full-time equivalent 270.8 274.8 268. 5 5 
$1, 493, 304 | $1, 495, 767 | $1, 583,494 | $1,628,623 | $1,712,776 
1,119,718 | 1,163,554 | 1,203,904 | 1,313,161 1, 370, 947 
11, 325 12, 615 9, 073 8, 478 205 
Com 283 679 7 991 1,007 
Utilities (gas, coal, water, etc.) ..._.... $2, 558 33, 966 36, 34,972 35, 540 
58, 039 61, 412 62, 769 63, 750 70, 738 
(i) Drugs and medicines....__..___....__- 31, 142 31, 749 30, 323 , 978 30, 028 
Medical and dental supplies - - .---.. .- 24, 065 24, 420 26, 703 27, 086 25, 964 

Asset acquisitions including equip- 
77, 818 25, 648 15, 722 12, 635 6, 766 
138, 446 141, 724 147,770 137, 572 162, 491 
(m) Cost per discharged patient... _._____. 624 623 629 743 781 


1 Not available. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Probably not at the present time. In- 
— in the primary fund allocation have lagged behind the increase in general 
iving costs. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or WY ot influential. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? I do not believe 
adequate comparison standards exist. Available bases are of very limited value. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.14. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.87. 

(ce) if all your patients are not on the same ration, what differences are there? 
Why? Standard ration pattern as established by Veterans’ Administration is 
po ae Individual adjustments are made in accordance with physician’s diet 
orders. 

6. (a) As of December 31, 1958, = the number of vacant quarters for per- 
sonnel: 2 housekeeping, no nonhousekeeping. Alterations and maintenance work 
is being accomplished in the vacant housekeeping quarters. ‘ 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? We find that the availability of quarters is very important to maintaining 
staff and the quality of patient care. Having physicians on the station is a great 
asset in handling medical emergencies in a situation such as this where the services 
of resident physicians are not available. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? At the present time, additional quarters are not requested at this 
station. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $8 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increasing cost of items used recurrently 
in a hospital situation has been elevated progressively due to inflation. This is 
true of such costs as fuel, telephone services, food, medical and dental supplies 
and X-ray films. Increasing salary cost is the largest factor in increasing the cost 
of hospital operations. It will be noted as an example that salary cost for 
year 1955 was $1,119,718 as related to an estimated salary cost for fiscal year 1959 
of $1,370,947. Inasmuch as money allocated each year has not paralleled in- 


| 
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creasing cost, it has been necessary to reduce the number of employees, reduce 
equipment purchases, and defer needéd maintenance and repair work. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Within the last 3 months, the systematic review procedure has 
been rewritten and more comprehensive reviews of hospital activities are being 
accomplished. Division and service chiefs concerned and their primary super- 
visory assistants, participate in these reviews along with the manager, assistant 
manager, and director of professional services. At the time of review, the 
manager, assistant manager, and director of professional services discuss operation 
and, specifically, cost of operation with concerned division and service chiefs. 
Budget procedures have been rewritten and require more comprehensive participa- 
tion in budgetary operation by control points. A meeting has been conducted 
with control point officials in which budget operation and cost consciousness has 
been thoroughly explored. The matter of cost consciousness and of preventing 
Antideficiency Act violations has been discussed in staff meetings. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
memorandum accounts: Per piece, $0.0263; per pound, 


Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.0326; per.pound, $0.0447. 

_11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Very little in this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not withdrawn? None. 

_13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Little effect since CBOC patients need not be 
retained if great need for beds exist. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,410. 
3} Visits to hospitals by patients on CBOC status: 219. 
3) Cost per visit: $6.44. 


IX. Miscellaneous 


1. The Department of Medicine and mtn a was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Changes in central 
office regulations. Cite examples: Stations now report estimated workloads for 
ensuing years to central office. The manager has considerably more latitude in his 
operation. 

- @ Has your hospital had an internal audit of its administrative operations? 


| | 
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(c) If a fair professional medical audit could be devised, what benefits would re- 
sult? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Could be used as a basis for comparison with similar 
hospitals. est conducted by joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Generally helpful when made by individuals of broad experience. 

(2) Of what value would you think these visits are to VACO? Unknown. 

(3) Would less frequent visits be more useful? No, but it should be kept 

in mind that visits and recommendations by people of narrow or special- 

ized experience are of limited value. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how b citing examples. Have such always been 
beneficial to the hospital’s operation? On an overall basis we do not believe that 
there is any policy toward recentralization. There have been isolated instances of 
more restrictive regulations, but these directive changes have not had a major 
effect on hospital operations. 

2. Is the management development program directed toward making good em- 
ployees or good managers? The contemplated objective of manazement develop- 
ment is believed to be that of making all of our management people better man- 
agers. We believe that this in turn results in better hospital operations and the 
development of better employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
, Ro of these contracts have wenn let and will be accomplished by July 1, 
1960 | 1. Improvements to feed for coal stokers_-_---____.-.-.-.--------------------------- Unknown 


Not programed, or under consideration for fiscal year 1962: 


Description i Amount 
2: Administration buildings, including new canteen.....................--.-.-------.------ Unknown 
3. Alterations and betterments, engineering division, buildings 8, 43, 32, 48, and 46 ________- $50, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
3. Rehabilitation of housekeeping quarters, building 44_..____-_.-.__.._-..-.....----------- 2, 410. 00 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 


. Large ventilation and exhaust hood fan for dishwashing room, dietetics building 77_--_- 
Replacement of window screens, hospital windows _...........-----.-.------------.--- 
Replacement of worn floor covering, main hospital, building 67. -.............---.-.-.-- 
Replace deep well pump and 2 booster pumps on station water distribution system -__. 
. Replacement of wornout press unit, laundry building 28-.-..............-----.--------- 
Steel bands to strengthen boilerhouse stack or chimmey-----...-.....------------------- 
. Standby refrigeration unit, 5 horsepower for use in emergency breakdown - -_._.-.-.----. 
. Repair of gutters, downspouts and conduction hoods, building 67_...............-..--.- 
. Replace slate stair treads in building 67 with terrazzo-.-..............-----...-------.--- 
. New asphalt tile for basement, building 


Peers? 


SEH Seen 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


. Rebabilitation of electric wiring, building 34, supply-_.....-.......-..-------------------- $4, 900 
Replacement of underground sprinkling system for front lawns- -.--..--.-.--.------------ 2, 500 
4, 500 
3, 000 


Underground electric supply system for gatehouse, building 69, and supply, building 34, 
and to move main station feed line and recording meter from excess land_...._....._.-- 
. New metal weather dampers on boilerbouse, building 46.._._....-.---.------------------ 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1. Acoustical tile and ventilating system, building 6......................-.------------ 8. $1, 800 
2. Replaster and relath basement quarters, building 44..............-..--...--------------- 800 
3. Acoustical ceiling, hospital, building 800 
4. Door checks, fusible links, buildings 67 and 27, and armorplate doors..................-. 700 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
1. $1, 600 
3. 3, 800 
3, 500 
4, 5, 000 
3, 500 
6, 800 
7. 1, 600 
8. 2, 700 


3. What in your opinion, are the most pressing needs in your installation? A 
modernization of physical facilities is believed to be the most pressing need of this 
installation. The installation is a Veterans’ Administration center, providing 
hospital, regional office, and outpatient services. The hospital buildings were 
constructed in 1907 and 1932, and in general, have the shortcomings of a hospital 
physical plant of 1907 and 1932 vintage. Maintenance costs are excessively high 
and the physical plant is not functional to the administration of qualitative medical 
care. Regional office functions are housed in improvised physical facilities which 
were constructed in 1864, 1866, 1908, and 1921, and were originally designed for 
use as stables, Army Surgeon General’s offices, and administrative buildings. 
: ¢partment of veterans benefits buildings are widely spread, and this requires 
Transportation of handicapped patients by car in order to visit various divisions. 


| 
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Mail, records, and employees are widely scattered, making it more difficult to 
coordinate operations. None of the advantages of modern architecture, inclusive 
of functional space arrangement, scientifically achieved heating and lighting, 
atmosphere, and appeal to the visitor, are present in existing facilities. 


CHICAGO, ILL. 


West Sipe HospitTau 
I. General 


Name of hospital: Veterans’ Administration West Side Hospital. 

Street address: 820 South Damen Avenue. 

City and State: Chicago, IIl. 

Type of services: Type of hospital, G.M. & 8. 

Name, qualifications, and tenure of— 

(a) Manager: Zimmerman, Dr. Edward F., manager, VA West Side Hospital, 
Chicago, Ill.; born, Chicago, Ill., October 4, 1904. 

Education: Preprofessional, Loyola University, Chicago, Ill, B.S., 1927; 
Loyola University, Chicago, Ill., M.D., 1930; internship, St. Eliza- 

th Hospital, Chicago, Il. 

Postgraduate training: Radiology, VA Teaching Center, Minneapolis, Minn., 
1933-34; preceptorship, VA hospital, Wichita, Kans., 1934-37; electrocardiology, 
VA hospital, Hines, Ill., 1935; pathology, New York Postzraduate Hospital, 
New York, N.Y., 1936; radiology, Naval Hospital, Bethesda, Md. (1 mo.), 1944; 
radiology, VA Hospital, Bronx, N.Y., 1947; radioisotope course, Naval Hospital 
School, Bethesda, Md., May 1952; Oak Ridge Institute of Nuclear Studies, 
July 1952-53 (6 weeks); Radioisotope Laboratory NNMC Bethesda, Md. (6 
weeks) ; Federal Interagency Institute for Hospital Administrators, 1952. 

Hospital appointments: Chief, X-ray and laboratory services, VA hospitals, 
1934—41; clinical director, VA hospital, 1946; director, professional services, VA 
hospital, Coral Gables, Fla., 1946-58; executive secretary, research committee, 
1946-58; chairman, resident review board and training committee, 1946-58; 
consultant radiologist, Naval Hospital, Key West, Fla., 1949-53; attending 
radiologist, Variety Children’s Hospital, 1951-58; chairman, Radioisotope Com- 
mittee, VA hospital, Coral Gables, Fla., member, Radioisotope Committee, 
University of Miami, 1951-58; manager, VA West Side Hospital, Chicago, IIL, 
October 5, 1958, to present. 

Other appointments: Diplomate, American Board of Radiology; president, 
Radiological Society of Greater Miami, 1957. 

Academic appointments: Instructor, Radiology, University of Miami School 
of Medicine. 

Military: U.S. Naval Reserve, 1931 to present; active duty, July 1941 to Feb- 
ruary 1946; chief, Radiological Department, Naval Hospital, Jacksonville, Fla., 
July 1941 to January 1942; senior medical officer, U.S.S. Shasta, January ,1942 to 
April 1943; radiologist, Naval Air Station, Jacksonville, 1943-45; executive 
medical officer, Naval Air Station, Miami-Jacksonville, May 1943 to November 
1945; Captain, Medical Corps, U.S. Naval Reserve. 

Scientific contributions: Developed, with others, the first authentic and suc- 
cessful means to control esophageal and upper gastric hemorrhage. 

Publications: 1. ““Aleukemic Myelosis,” Arch. Dermat. & Syph., 33: 684-688, 
Apr. 1936; 2. “Cystic Lymphangiectasis of the Adrenal Gland,” Arch. Path. 
26: 869-872, Oct. 1938; 3. “Intra-esophageal Venous Tamponage,” JAMA, 
135: 630-631, Nov. 1947. 

Professional societies: Member, American College of Radiology; fellow, AMA; 
Dade County Medical Association; Federation Clinic Research; Dade County 
} wen Association; Florida Radiological Society; Greater Miami Radiological 

iety. 

Civie societies: Kiwanis International; Army-Navy Club, Coral Gables, Fia.; 
Military Order World Wars. 

Licensed: Illinois and Florida. 

(b) Assistant manager: McParland, John L., assistant manager, VA West Side 
Hospital, Chicago, Ill.; born, June 4, 1911, Chicago, Ill. 18 & 

Education: De LaSalle Institute, Chicago, Ill., 1924-28; DePaul University, 
Chicago, Ill., 1928-32, bachelor of science in commerce. 
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Employment: 
Date Name and address of employer Position Grade 
© present___..-- VA West Side Hospital, Chicago, Assistant manager........| GS-14, 
Apr. 17, 1949 to Oct. 1, 1950..| VA Hospital, Waukesha, GS-12. 
Sept. 5, 1948 to Apr. 17, 1949. VA Branch Office No. 7, Chicago, Il_.| Assistant manager trainee.| GS-12. 
Mar. 4, 1956 to Sept. 5, 1048.) Budget officer...........-- GSs-12. 
Sept. 28, 1943 to Mar. 4, 1946_| U.S. Naval 
Oct. 25, 1941 to Sent. 22, 1943.| War Production Board, Chicago, Ill__| Priority specialist - -----_-- Gs-11. 
Apr. 15, 1941 to Oct. 25, 1941.| Army Air Corps, South Bend, Ind....| Auditor. GS8-7. 
June 4, 1936 to Apr. 15, 1941_ i Illinois Steel Corp., Chicago, Accountant............... 


Appointment: Member, American College of Hospital Administrators, Sep- 
tember 1957. 

Post Graduate Training: Institute of Method Inprovement, AHA, Highland, 
Ill., December 3-7, 1956; 23d Chicago Institute for Hospital Adninistrators, 
September 6-16, 1955; Advanced Chicago Institute for Hospital Administrators, 
September 9-13, 1957; Management Development Workshop, Hines, Ill., Novem- 
ber 4-5, 1957; VA Institute for Hospital Administrators, April 28 to May 16, 1958. 

Civic societies: American Legion; American Veterans of World War II. 

‘c) Director, professional services: Frankel, Joseph J., M.D., director, profes- 
sional —— A West Side Hospital, Chicago, Ill., born August 4, 1912, Phila- 
delphia, Pa. 

Education: Preprofessional, Temple University College of Liberal Arts and 
Sciences, B.S., 1933; professional, Temple University School of Medicine, Phila- 
delphia, Pa., M.D., 1936; internship, Mount Sinai Hospital, Philadelphia, Pa., 
June 1936-June 1937. 

Postgraduate training: Clinical electrocardiography, Michael Reese Hospital 
(two courses), 1944-45; cardiac physiology, Michael Reese Hospital, 1946; medi- 
cal aspects of radioisotopes, Naval Medical Center, Bethesda, Md., 1948; diseases 
of the chest, Philadelphia, Pa., 1951; VA Institute for Hospital Administrators, 
Washington, D.C., 1958. 

Hospital appointments: Assistant physician, Pennsylvania State Sanatorium, 
Mount Alto, Pa., 1937-38; medical officer, VA hospital, Outwood, Ky., 1940; 
medical officer, diagnostic service, VA hospital, Hines, Ill., December 1940 to 
October 1942; section chief, medical service, metabolic and hematology, VA 
hospital, Hines, Ill., 1942-45; assistant chief, medical service, VA hospital, 
Hines, Ill., January 1946 to October 1950; chief, medical service, VA hospital, 
Wilkes-Barre, Pa., October 1950 to June 1953; director, professional services, VA 
West Side Hospital, Chicago, Ill., June 1953 to present; chairman, professional 
standards board; ex officio member, hospital research and education committee; 
member, gifts and donations committee; chairman, intern and resident review 
board; chairman, library committee; chairman, committee on therapeutic agents; 
chairman, hospital stay committee; chairman, executive committee. 

Other appointments: Diplomate, American Board of Internal Medicine, 1946; 
fellow, American College of Physicians, 1950. 

Academic appointments: Clinical assistant, medical and allergy clinics, St. 
Christopher’s Hospital, Philadelphia, Pa., 1938-39; clinical assistant in medicine 
(metabolic clinic), University of Illinois R. & E. Hos ital, 1949-50; clinical 
assistant professor of medicine, University of Illinois R. & E. Hospital, 1953-55; 
clinical associate professor of medicine, Chicago Medical School, 1954 to present. 

Military: Army of the United States (inactive), captain, July 20, 1942, to 
March 7, 1944; Army of the United States, major to lieutenant colonel, March 7, 
aan = July 9, 1946; U.S. Army Reserve, lieutenant colonel, April 14, 1955, to 

nt. 

Publications: 1. Tuft, L., Wenger, L. J., Frankel, J. J., “Preservation of 
Reaginogenic Serum by Lyophilization,’ Journal of Allergy, November 1938; 
2. Stone, Herman H.., Frankel, Joseph J., Baker, Lyle A., “Generalized Insulin 
Allergy,” Journal of Clinical Endocrinology, September 1949; 3. Frankel, Joseph 
J., Asbury, Clyde E., Jr., Baker, Lyle A., “ Hepatie Insufficiency and Cirrhosis in 
Diabetes,” Archives of Internal Medicine, September 1950; 4. Bennett, Hugh D., 
Frankel, J. J., Bedinger, Paul, Baker, Lyle A., “Infectious Mononucleosis with 

epatitis,” Archives of Internal Medicine, September 1950. 

rofessional societies: Diplomate, American Board of Internal Medicine; fellow, 
merican College of Physicians; Chicago Medical Society; Illinois State Medical 


q 
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Society; American Medical Association; Chicago Society of Internal Medicine; 


Association of Military Surgeons; Chicago Heart Association; Internationa] ( 
College of Internal Medicine. sign 
Civie societies: American Legion; National Federation of Federal Employees; pati 
Fidelity Lodge F. & A.M.; Caldwell Consistory of the Scottish Rite; Irem Temple, per 
A.A.O.N.M.8.; Reserve Officers Association. 
Licensed: Pennsylvania, 1937; Illinois, 1943. con’ 
II. Bed capacity and patient load 
1. 
Hospitals—T of bed or patient duri 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 3 
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chiatric | logical pita 
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0. Patients 460 1 66 16 R 
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(b) If there are trends in any of the eomponents above, please describe their 
significance and impact on the activities of your hospital: Increasing age of 
patients and increased number of seriously ill patients result in a greater workload 
per patient, prolonged hospitalization and higher death rate. 

17. (b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients: 31 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer_-_--.-........-.-.-..------.-----.---- ll 36.4 
Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in hos- 
pital? Regularly scheduled review by length of stay committee consisting of 
chiefs of major services, medical records librarian; director, professional services. 
and registrar. Their recommendations serve as a basis of investigation and 
control. Careful screening of admissions with adequate preadmission workup 
precludes overhospitalization. 

(b) What improvements have you made since your last report to this com- 
mittee? A new system of filing and control of X-ray film to facilitate reporting 
of X-ray finding, thereby eliminating delay in patient treatment. A more efficient 
system of dictation, transcription and signing of clinical records by the establish- 
ment of a common doctors’ records room adjacent to the medical records library. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increasing age of patients with 
resultant greater incidence of chronic degenerative diseases, malignancies, etc. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Posthospital 
ollowup care would decrease length of stay. 

(b) What effect would such a program have on your cost of operation? This 
would result in increased cost of personnel, drugs, other medical supplies, and 
beneficiary travel. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increase medical and paramedical personnel to permit full utilization of 
all clinical facilities on a 24-hour, 7-day basis instead of the present skeletonized 
emergency basis on off-duty hours. 

6. What is needed to improve turnover of patients? Implementation of 
recommendations 4 and 5 above. 
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IV. Waiting lists 


1. Number of eligible applicants not Ps hospitalized as VA beneficiaries ag of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total co’ 
Total Innon-VA| Not yet 

hospitals | hospitalized 

1, Tom 19 0 19 0 19 
14 0 14 0 14 


2. wae many patients are scheduled for admission subsequent to January 12, 
1959? 19. 

3. What system do you use for scheduling admissions from the waiting list? 
Applicants are scheduled in order of preference as outlined in Circular 18 dated 
September 8, 1958 (VA Policy on Priorities for Hospital and Domiciliary Care). 

4. In addition to the persons reported in reply to questions 1 and 2 above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,” please describe the circumstances: Yes. Service-connected cases, 
urgent cases, and readmissions following CBOC rolls are admitted without place- 
ment on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 7,824; approved, 3,345; rejected, 4,479. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 24.5 23.1 
3. Physicians, residents, and 18.0 20.0 +2.0 
4. Physicians, consultants, and 15.3 16.3 1.2... 
8. Therapists and technicians 46. 6 37.5 
10. Office of manager, personnel, and finance..._.....__- 19.8 20.5 +9 
12. Other food-service 76.0 74.0 
14. Engineering maintenance (excluding laundry) 22.7 22.3 
15. Engineering operations (excluding laundry) 23.5 23.2 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a2) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 7. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
rogram: 31. 
(b) Number of patients discharged during past 3 months who were given 
industrial therapy: 74. | 
(c) Average days of hospitalization of patients reported in (b): 52 (all NP 
atients). 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service __-........-- 69 75 78 
Average payment per consultant or attending !___..........-.- 1, 253 1, 162 1, 143 
Total amount paid to all consultants and attendings !_..__.__- 86, 425 , 125 89, 150 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
They maintain the staff at top professional efficiency and keep them up to date 
in the latest advances in the field of medicine and the paramedical sciences; 
they also serve as a stimulus to the solving of special problems in the field of 
medical care of veterans and furnish us with the means of solving some of these 
problems both because of the research facilities and the association with top- 
flight investigators from medical school affiliations. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post fund .__._.----..----------- 7, 700 |...~.-soadadea 
3. Grants from other sources administered through affiliated medical schools. 4 See 
4. Public Health (cancer research)... 


| | 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | net ex- 
hausted 
(a) | ASS alae 76 1 9 0 3 55 
(6) For treatment of a service-connected 
(ec) For treatment of a non-service-con- 
nected condition ...................- 65 1 6 0 3 55 
(1) Patient has compensable serv- 
ice-connected disability .____. 12 0 0 0 0 12 
(2) In receipt of VA pension.-_-_. 7 0 0 0 1 7 
(3) In hospital more than 30 days. 27 1 6 0 3 17 
1 0 0 0 0 1 


| Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be oem in more than 1 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 3. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958. Power of attorney and agreement obtained from veteran at time of 
admission or subsequent to admission when it is learned that veteran has insur- 
ance benefits. Followup efforts to collect on insurance benefits are made by chief, 
finance division, and chief attorney. Estimated cost of collection, $2,530. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$128, 218 $110, 487 
21, 726 16, 367 


‘ rs Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the mena of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? None. ; 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? An estimate of the length of 
stay and approximate cost of similar hospital services in the community is given 
the veteran. 

8. In your opinion are there abuses of non-service-connected care? From time 
to time the local situation has been reviewed and our conclusion is that there 1s 
no apparent abuse. It is felt that the present mechanism of control is adequate. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: ~ 


War Service Nonservice Total 
connected connected 
World War I... 1 99 100 
Spanish-American ---...-.------------------------------+-------- 0 100 100 
Peacetime- 100 0 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load._.........- 430 451 459 454 454 
(6) Full-time equivalent staff___........-- 669 664 663 660 645 
{e) eo ee $3, 362, 972 | $3,633,041 | $3,752,213 | $4,107,087 | $4,210,761 
(d) Salaries of staff 2. .............--.-.-.- 2,672,914 | 2,949,394 | 3,041,066 | 3,380,923 3, 510, 711 
Patient travels 2, 216 3, 277 5, 473 4,749 4, 900 
cna 17, 931 15, 888 18, 360 17, 336 16, 000 
@ Utilities (gas, coal, water, etc.) __- 82, 486 95, 139 1, 690 95, 000 
178, 128 175, 568 181, 673 191, 798 208, 000 
Drugs and medicines... 103, 716 101, 964 97, 587 100, 104 
Medical and dental supplies ___--_--- 81, 052 81, 980 100, 492 101, 942 87,000 

(kt) Asset acquisitions including equip- 

42,022 30, 374 69, 063 19, 046 
I aN en 187, 388 177, 705 162, 432 198, 815 170, 000 
(m) Cost per discharged patient_......-_.. 510 547 599 732 802 

1A for common services: Show all costs to nearest dollar of actual cost. 


3 uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The increasing cost of salaries of [pagers 
drugs, medical supplies, equipment, and utilities have not been provided in the 

r allocations to this station. The deficiency has been met by a reduction in 
personnel. If this continues the resultant effect invariably and inevitably is a 
reduction in the standards of medical care. 

_ 8. Does the allotment of funds on the basis of average daily ~—- load 
increase or decrease the patient’s length of stay? How or why? .At VA West 
Side Hospital we have not experienced any identifiable effect. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
ee comparison standards within the VA hospitals. This data emanates from 

A central office. Sufficient comparative data with civil hospitals is received 
from current periodicals. Comparisons are appropriate if proper examination 
of data is limited to similar items. Continued evaluation of present standards 
and goals are necessary. Discussion of improvements with responsible officials 
1s constant. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.180. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.238. 

(c) If all your patients are not on the same ration, what differences are there? 


y? All patients are on the same ration. Diets are varied depending on 
medical necessity. 
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6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, 16 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The location of this hospital, in a blight area, increases the value of 
quarters in the recruitment of certain personnel, such as nurses. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10,115,250. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors: (a) Increased cost of salaries including 
wage rate employees; (6) increased cost of we food, utilities, maintenance, 
equipment, and other hospital supplies. The effect of the factors are shown in 
part VIII, item 1, of this report. 

9. What internal programs have you developed to engender cost consciousness 
at your station? e budget committee reviews cost of operation with all service 
and division chiefs on a regularly scheduled basis. Emphasis is placed on work 
simplification, management development, and a complete understanding of the 
principles of cost analysis. 

10. Laundry service: 

(a) — was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient 


Pieces 1, 411, 637 8. 
ba 1, 115, 193 6. 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will ha costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the p of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs epetieshie to Federal laundries, 
excluding memorandum accounts: Per piece, $0.03367; per pound, $0.04262. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: This figure not available, laundry for this station done at 
VA Hospital, Hines. 5 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission oo 
who actually do not require hospitalization, etc.? None. Applicant load is such 
that we average a 60 percent rejection rate, obviating admission of medically 
ineligible applicants. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it’ 
have on the number of operating beds required to meet the needs of véterans 
actually needing hospitalization? At present, none. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $23,147. 
iB} Visits to hospitals by patients on CBOC status: $6,337. 
3) Cost per visit: $3.66. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. ; 
(a) The hospital manager was given more decentralized operational authority 


to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? es. By what methods? Cite examples: 


(a) Decentralizing classification; (6) greater flexibility in the use of allocated 
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funds; (c) increased local determination. in the utilization and recruitment of 


1. 
(b) Has your hospital had an internal audit of its administrative operations? 


0. 
(c) If a fair Deen ncaeaa medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? Since sound pean medical audits are 
now being conducted by the professional staffs of this deans committee supervised 

am, as well as by the joint commission of accreditation and AMA specialty 
board inspections, area and central office superyinors, we feel no additional benefits 
would accrue by the establishment of an additional professional team. 

The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very hepful to this station. ai ‘ 

(2) Of what value would you think these visits are to VACO: They pro- 
vide information on field problems to central office upon which national 
policy can be based. 0. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? In our experience this has not occurred 
other than in isolated instances which have not materially affected hospital 
operation. 

2. Is the management development program directed toward making good 
employees or good managers? It is our belief that the management development 

rogram is directed toward making good employees. Good managers can we se- 
lected from good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description 
Amount 
1900 | (1) X-ray unit surgical suite, building 
2) Alteration, 7th and 8th floors to provide additional beds for phychiatry and 
1961 | (1) Emergency fire exit, surgical suite, bafiding 8, 000 
Alteration and additions to buildings 1 and 6 for additional storage and shop ‘a ade 
(3) Enclose NP solarium porches, building 1...........--.-----..-..--.-.--2-e--- 30, 000 


Not programed, or under consideration for fiscal year 1962: Automatic controls 
on elevator, building 1, $60,000; cardiovascular pulmonary function laboratory, 
building 1, $11,000; air-cooling equipment, auditorium, building 2, $10,000. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: ! 


Description Amount 
Partition, room A-701-A-759, building 500 
9th floor nurses quarters, building 1_.______ 

elves, snac tchen, nurses quarters, bui 

Additional air conditio equipment, contral se building 1 1,000 
itional deep-freeze coolers, dietetics, building 1....-........-...-............. = 1, 800 
e tower____ fa’ 700 


‘Items completed in first half, fiscal year 1959. 


| 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 
Painting seventh and eighth floors, building 1, $16,000. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment) 
excluding cost of replacing or adding new fixed equipment: é 


Description Amount 
Painting 5th and 6th floors, building 1.__.. $16, 000 
Painting exterior Windows and screens, building 1 7, 500 
Repair transformers and air-condition unit - 1,400 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Remodel room B-112, building 1! $1, 
Air conditioner, medical illustration darkroom, building 11! 1 
Ramp and door, building 6 !._-...........-- 
Ventilation, central linen room, building 1! 


Revise doctors’ page system to install audible signals, building 1__-._............-.--_-.. 
Enlarge driveway at staff garage, building 16 
Enlarge parking facilities_............. 
Sprinkler system, sto: areas, basement, and ist floor, building 1 
Improve parking lot _ 


Pre Pepe 


1 We have been notified that funds for these items have been included in fiscal year 1960 primary fund 
allocation. See circular 10-1, dated Jan. 2, 1959. 


(c) Replacement and new fixed equipment costing over $1,000: Replacement, 
refrigerator equipment dietetic boxes, second floor, building 1, $4,000; ice cubers 
on wards (4th—7th floors), 4 units, building 1, $2,000. 

3. What, in your opinion, are the most pressing needs in your installation? 
Sufficient primary fund allocation to meet rising payrolls due to grade reclassifica- 
tions, ingrade promotions, selective promotions, and specialty allowances. We 
also need sufficient funds to meet increased costs of drugs, food, hospital supplies, 
equipment, utilities, and maintenance which are the result of national inflationary 
trends. Funds to meet the above are essential to the maintenance of a stable 
staff and quality of médical care. 


CHICAGO, ILL. 
ResEaRcH Hospitau 
I, General 


Name of hospital: Veterans’ Administration Research Hospital. 

Street address: 333 East Huron Street. 

City and State: Chicago, Ill. : 
sere of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— ; 
mf ) onee: Dan J. Macer, VA 13 years, ACHA, Northwestern University, 

S., 1939. 
. ©) Assistant manager: C. T. Thomason, VA 13 years, University of Maryland, 

S., 1937. 

(c) Director, professional services: M. J. Schlussel, M.D., VA 25 years, AMA, 
Wayne University, 1933. 
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IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise 


pecified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1. Rated bed 614 33 25 
Beds not in use (unavailable): 

4. In process of activation.._ _.------ ages 

7 Type of bed not required for cur- 
rent operating plan regardless of 

9. Patients 478 6 31 23 
10. Average daily patient load for 12 

months end Dec. 31, 1968_......-- 460 8 24 23 6 fiat. 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
‘ who were 55 years of age or older: 


b) Percent of total patients re- 
m: 45 83 10 26 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
Weber. 186 5 4 6 
(0) Percent of total patients re- 
Jan. 10, 1957..-..--- 42 22 8 12 Ra 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year_..|.........-..|..-..--.--.-|---.--------|------------ 
15, Number of patients on trial-visit status as ot De 


16. (a2) What is the number of patients discharged from your hospital durin 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
178 199 177 


(b) If there are trends in any of the components above, oe describe their 
cance and impact on the activities of your hospital. e are experiencing 
: paioont increase in applications. During past 6 months there was increase in 
ge er of patients treated. The 1958 figure does not reflect this increase as it 

averaged with first 6 months. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 


on ts 1959, because they were not required for fiscal year 1959 operating 


{ 
| 
| | i 
| | | 
USE OF TRIAL VISIT g 
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(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? one. 


ITI, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 36 days. 

2. For G.M. & 8. hospitals oul: Give the average number of days of hospitali- 
zation wo eee for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Cases length of 
stay 


Subtotal gastrectomy for duodenal ulcer. 12 

tectomy: 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Constant review of patient by section and service chiefs of service; administrative 
review 4 length-of-stay committee. 

(b) What we apt fnrany have you made since your last report to this com- 
mittee? Length of stay has been reduced in surgical areas, but do not consider 
degree truly significant. 

c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Under present legi 
lation, patient cannot treated unless admitted to the hospital. This means 

hospital workup and posthospital followup must be done while patient is in 

ospital. This contributes several days at both ends of period of hospitalization. 

(d) Are there og 4 identifiable differences in the characteristics of patients or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes. Special therapeutic areas 
of PMR, neurological, psychiatric, and general medical require unusual length of 
hospitalization which increases patient stay average considerably. wry tients 
are medically indigent due to een characteristics and hospitalized at rather 
than in voluntary hospital. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? The length of 
stay would be reduced. Although average daily patient load would remain same, 
cost per patient day and funds required would be higher as these days of hos- 
ae are highest cost days. This is due to the fact that the demand for 

ospital beds is such that more patients would be cared for in the same number 
of beds and with the same average daily patient load. . - 

(b) What effect would such a program have on your cost of operation? Cost 
would increase. This is due to fact beds would be available to care for more 
patients. Same factors apply as above. ‘ 

5. What would you suggest to further reduce hospital stay without impairing 
care? Authority to workup patient through diagnostic clinic prior to admission. 
This would leave hospitalization stay limited to treatment. It would likewise 
piece the admission of a patient to the hospital on the same basis as patients 

ing admitted to a voluntary hospital where workup has been accomp 
prior to hospital admission. ‘nual 

6. What is needed to improve turnover of patients? This requires contin 
conscious medical staff action. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total 
care 
Total Innon-VA| Not yet 
pi hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 16G.M. & S&S. patients. 

3. What system do you use for scheduling admissions from the waiting list? 
It is reviewed weekly by the eligibility clerk and the admitting physician. Appli- 
cants are called in as vacancies occur on a service, according to the chronological 
filing date, and the urgency of the applicant in the highest priority group first. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? Unknown. This hospital has high percentage of personal 
applications. Chicago Area Hospital Council reports a shortage of 4,000 beds 
in this area. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘Yes,’ please describe the circumstances. Yes. Applicants coming in for 
emergency admission where placement on waiting list would endanger their 
lives. Routine admissions where beds are available on a particular service where 
no spppentions are on file on the waiting list for that service. 

6. Number of applications for admission from July 1 through December 31, 
1958, Total, 9,348; approved, 4,461; rejected, 4,887. 


V. Hospital staff 
yey saek full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+-) or 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 
Total_ 701.8 704. 6 +2.8 
2. Physicians, full- and part-time._ 34.5 238.3 —6.2 
3. Physicians, residents and interms__.............._-- 15.0 21.5 +6.5 
4. Physicians, consultants and attendings.............. 13.0 Li 
43.0 47.6 +4.6 
5.0 4.0 —1.0 
10. Office of manager, personnel, and finance....._.____- 22.0 22.5 +.5 
food-service 83.0 78.0 —5.0 
14. Engineering maintenance (excluding laundry)......| +1.0 
15. Engineering operations (excluding laundry) 24.0 21.0 —3.0 


‘In physical medicine, dentistry laboratory, X-ray. 


| 
| 
| 


480 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data, . 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... ..-..... 76 74 65 
Average payment per consultant or attending !__._......._--- $1, 048 $855 $1,385 
Total amount to all consultants and attendings !_.._____- $79, 650 $70, 650 $90, 000 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? A 


Category Fulltime | Part time Coneulenty 


1 More visits would be authorized of present consultant staff. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
It is difficult to define where good sound research and education end and practice 
of medicine begins. In order to have an effective hospital program there must be 
continual research and education activities. The entire tonus of the patient care 
program rests upon this cornerstone. It is not possible to maintain quality patient 
care and to improve diagnosis and treatment without these programs being in 
effect. They contribute materially to the high care given to veteran patients in 
this hospital. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing 
gram 
3. Grants from other sources administered t: h affiliated medical schools. 215, 304 |.------------- 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
—" an re Tuber- | Psychi- | With insurance ! 
ligi category mn culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
3) Inhospital more than 30 days_ 1 


1 Any form of prepayment insurance, 


Nore.—If a patient pro age mes for a non-sertvice-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 5. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) On admission, employer and insurance company are notified of 
liability and assignment of insurance benefits. On discharge or 30-day interval, 
bill is submitted through fiscal officer. On receipt of disclaimer of responsibility, 
insurance file is referred to chief attorney for collection, if in order. Total estimate 
cost, $6,250. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


need Is the addendum filled in before or after the oath of inability to pay is signed? 
r 


6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? At the time the 10-P-10 
addendum is prepared, the veteran is advised with an estimate of the cost of 
comparable hospital care in the community hospitals, emphasizing that the 
estimate covers only the routine cost of hospitalization barring any complications. 

Tn your opinion are there abuses of non-service-connected care? Careful 
consideration must be given to differentiate between medically indigent and 
indigent. In the latter category I would say no abuses. In the category of 
medically indigent there could be abuses but I would regard the number so small 


| 
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as to be insignificant in the total program. Any questionable cases are referred 
to our central office. ' 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Non-service- Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) A daily patient load_........... 255.0 | © 420.0 449.0 462.0 465.0 
8 Full-time equivalent staff i bdacvaciwld 631.5 731.0 693.7 682.9 606. 4 
(ce) $2, 978, 769 | $3,853,879 | $3,929,072 | $4,305,969 | $4, 569,072 
Salaries of staff +. 2, 202,411 | 3,056,499 | 3,141,053 | 3, 462,043 3, 782, 396 
7, 673 7, 411 7,616 8, 695 7, 305 
Communications.................---..- 17, 933 20, 064 , 871 23, 867 22, 022 
Utilities (gas, coal, water, etc.)_......- 99, 752 111, 455 127, 854 121, 828 122, 824 
129, 885 191, 744 211, 952 228, 065 217, 493 
Drugs and medicines. _............-.- 52, 000 117, 055 129, 133 138, 056 126, 665 
Medical and dental supplies---.....-. 55, 000 126, 267 125, 882 128, 354 109, 766 
Asset acquisitio.1s ling equipasent. 127, 207 773 29, 638 48, 755 24, 492 
286, 908 149, 611 134, 073 146, 306 156, 109 
(m) Cost per discharged patient__......-_- 976 897 820 902 955 


1 Without consultants. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
juding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The appropriation to the Department of 
Medicine and Surgery is not adequate. The voluntary hospital’s ratio of em- 
ployees to patients in university hospitals, such as this hospital, is averaging 
approximately 2.3 employees per patient. We are averaging 1.5 employees per 

tient. This hospital has 650, square feet to staff, operate, and maintain for 

16 beds. The average VA vertical-type constructed hospital has 300,000 less 
square feet. This leads to need for greater amount of funds in operating this hos- 
pital than would be expected in other VA Deans Committee hospitals. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? The allotment 
of funds on the basis of average daily patient load is realistic but should be tem- 
pered with the factor of number of patients treated and discharged. If full 
recognition is pre to cost for patients discharged, as well as the average = 
patient load, the adverse effects that can occur on increasing a patient’s len 
of not be present. 

4, you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons aperepeiatat What improvements seem 
possible? Have they been discussed with responsible officials? Yes. In this 


metropolitan area we have comparison tables with adjacent voluntary hospitals. 
These comparisons have been discussed with the administrators concerned. The 
comparisons are considered appropriate as long as an understanding of the basi¢ 
differences existing between voluntary and VA hospitals is understood. It is 
evident that the average voluntary hospital operates its services with a 
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ratio of employees per patients. We are assured that our cost of operations is 
more economical than voluntary hospitals: 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1,111. 

(b) What is the cost_per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.043. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Modified diet rations are planned for diets prescribed by physicians. 
The pattern consists of regular, 15 modified, plus additional ones which vary from 
those re ly planned. There is no variance in the ration for patients on a 


regular diet. 

6. (a) a of December 31, 1958, give the number of vacant quarters for per- 
sonnel. one. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? This particular hospital is so located that accessibility is difficult by 
public transportation, and the availability of quarters, particularly for nurses, is 
absolutely essential. Without these quarters, it would be almost impossible to 
recruit and obtain nurses necessary for patient care. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? The building housing nurses, adjoining the main hospital building, 
was so designed that an additional two stories can be added to the building. 
These additional quarters should be provided. A project for this purpose was 
submitted to the central office in April 1956. The project proposal included 
housekeeping quarters for the chief of medical service and the chief of surgical 
service. 

(d) Could cost of such quarters be a lucrative investment? Improved patient 
care would result through improved personnel policy. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18,265,200. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased cost at the present time is 
directly related to the dollar crew ry a The rising costs of operation experienced 
in business are being experience in hospitals. In addition, the rapid change in 
procedures in drug therapy, the development of new high cost medical treatment 
procedures, and the total concentration of disciplines in patient care have in- 
creased costs of hospital operation throughout the country. New surgical pro- 
cedures in which inc cost of blood, where there is a complete change of 
blood rather than the normal transfusion, increases surgical costs considerably. 

; h is mandatory in order to develop improved procedures but leads to 
higher cost in that more examinations from the adjunct clinical facilities per patient 
is required. New procedures, new techniques, more highly skilled employees all 
lead to better care of patients. 

9. What internal programs have you developed to engender cost consciousness 
at your station? As central office has delegated authority to managers, so has 
this authority been delegated to service and division chiefs to assure greater 
flexibility, maximum development of individual talents, and the feeling and 
assumption of responsibility. All departments are suballocated and control their 
own equitable share of the primary fund allocation for the hospital. This has 
resulted in a high degree of awareness for careful planning and judicious use of 
funds, , Concurrently, various programs for employment of such techniques as 
work simplification, incentive awards, individual and group discussions on the 
hospital budget policy and status, short and long range nning, committees, 
establishment of goals for achievement, all serve to develop cost consciousness 
throughout all levels of employees. 

10. Laundry service: ! 


; Vm was the utilization of laundry per patient per day during calendar 


Total Number 
number patient-day 


1, 839, 981 1L.1 
1, 363, 976 8.19 


* This hospital does not have a station laundry. Laundry service is provided by VA Hospital, Hines, Ill. 


| 
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11. What import does the average daily patient load concept of financing hog- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient load 
concept does not compromise medical judgment in the admission of patients, 
There are times when the peychology of average daily patient load needs un- 
doubtedly do influence the thinking of the attending physician. Suggest average 
o> — load be coupled with moneys allocated based upon number of patients 

charged. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? More patients could be cared 

or in existing number of beds. Present demand would not show that beds could 
be closed. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? This would not change the number of 
operating beds required as the demand is greater than can be met at all times, 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $25,760. 
(2) Visits to hospitals by patients on CBOC status: 5,152. 


(3) Cost per visit: $5. 
IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital monnane was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methodsf Cite examples. I do 
not believe that there has been any appreciable centralization by the central 
office. Decentralization and freedom of operation by the hospital manager is 
most essential to continued sound patient care and economic operation not other- 
wise obtainable. The line of authority must be direct between the field station 
manager to the assistant chief medical director for operations. 

) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? 

(2) Was it apparent whether paramount interest.was in good practical 
administration or in how well central office minutiae of procedures were 
followed? 

(3) How was the internal audit valuable to your hospital? 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Medical staff audit should be a matter of self- 
discipline. Disciplines imposed by other measures, including an outside pro- 
fessional medical audit, will not prove as valuable. The structure of medical 
staffs, as presently constituted, with an active staff, a consultant staff, and an 
attending staff are fully qualified and can best perform professional medical 
audits at the staff level. This is likewise the same policy observed in voluntary 
hospitals. I strongly oppose other types of regulation. 

(2) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The supervisory visits of members of the area office staff have alwa 
been of value in that these supervisors can pass on to the personnel of indi- 
vidual hospitals the best of what they observe in other hospitals in the same 
area. In addition, they form a rather close and intimate contact with 
hospitals; and in this manner share their specialized personal knowledge. 
_ (2) Of what value would you think these visits are to VACO? The 
limited VACO staff is unable to personally visit all field stations, and the 
area medical director’s staff serves an important function by knowing the 
pulse of individual hospitals and their problems. 

(3) Would less frequent visits be more useful? No. ; 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Central office directives, circulars, etc., 
are written to assist the hospital in better accomplishing its mission. These 
pon ipa - policy have not recentralized operational authority to any appre- 
clabdie extent. 


i 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 485 


he management development program directed toward making good 
We continually emphasize the broad aspects of 


management training concepts and making of better employees. It is found, 
however, that employee motivation is directed toward promotional activity. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1959 | Cleaning all ductwork, cut openings in duet, increase opening in plenum chamber__ $26, 000 
4960 | Alteration for frozen food storage----.-_.--------.-.------------------------------ 6,411 
.1961 | Comfort cooling for patients’ and staff dining rooms- -__--~----------------------- 17,000 
Controlled temperature and humidity, room 443. - 38, 728 
Air conditioning the clinical laboratory, 848 and 849............-....---------. oe. 4,810 
Sprinklers for critical areas__-- 3, 282 


Not programed, or under consideration for fiscal year 1962: Staff quarters and 
alterations to nurses quarters, $380,952; convert 10 elevators to automatic, 
$104,880. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: None. 
(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Re to deck roofs, 16th floor and 2d floor, nurses’ quarters-..-.........--.---.-.---.-.---- $6, 000 
Install conductive floor covering in surgery corridors.............-.-..2-.-22222-2-- ee 35, 000 
Extend cold water bypass to service room of nurses’ q' 7, 000 
Alarm systems for oxygen, blood bank, vacuum and air compressors to be extended to 
copper lines to cushion 7, 000 


2. Future plans: In the following three eategories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Repairs to air-conditioning equipment. -_.........-...--.------------------necseccieadcenees $10, 000 
Repairs to water filter system and tanks. __...........-.0-------seececccececceccecuecocc-o- 4, 000 


_ (6) Minor betterments costing less than $2,000, excluding equipment: Enlarg- 
ing canteen facilities, $2,000. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
ame failure controls for 30, 000 


be 
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3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing n of our hospital are an increase in primary fund allocation 
to of the necessary personnel in housekeeping, engineering, 
and nursing. e are able to recruit adequate personnel and require more than 
presently able to place upon the payroll. The housekeeping and the engineering 
programs must now ignore basic preventative maintenance programs that are 
essential. This simply means that in the years ahead the cost will be high in 

aying for housekeeping and es that should be accomplished on a yearly 

asis. It is a penny-wise and pound-foolish pole. I fully appreciate the 
splendid support given by the VA Department of Medicine and Surgery to these 
problems; however, the present moneys appropriated by Congress for maintenance 
of hospitals does not meet the — - for a sound effective program. We are 
staffed at minimum level in nursing. This means that many nurses are required 
to work overtime to meet emergent conditions as they may develop with regard 
to direct patient care. An increase in the primary fund steontion would permit 
oe pape: a nursing staff to provide better hospital operation, 24 hours a day, 

ays a week, 


DANVILLE, ILL. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 1900 East Main Street. 

City and State: Danville, Ill. 

Type of services: Type of hospital, NP. 

Name, qualifications, and tenure of— 

(a) Manager: Otto Schaefer, M.D.; M.D., 1934; diploman psychiatry, 1948; 
general 1938-40; psychiatrist, State Hospital, 1940-42; psychi- 
atrist, VA hospitals, 1942-55; director, professional services, VA Fry yng 
burg, Oreg., April 1955 to February 1958; tenure present position, 1958 to present. 

(b) Assistant manager: Eugene D. Swift, Jr.; chief, personnel, VA — 
Wood, Wis., 1946-53; assistant manager, VA Hospital, Waukesha, Wis., 1953-57; 
tenure — position, 1957 to present. 

(c) Director, professional services: Lloyd C. Elledge, M.D.; M.D., 1923; 
diplomat psychiatry, 1948; ward |e age. VA hospitals, 1925-48; chief, P.M. & 
R., VA Hospital, Danville, Ill., 1948-53; tenure present position, 1953 to present. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Neuro- | G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
3. Total_-_ 
In process of activation............ 
6 Staff not recruitable: Beds re- 
ren 
1,692 |......-. 1, 650 42 
10. Average daily patient load for 12 
months ending Dec. 31, 1958 1,641 1, 596 45 30 
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II. Bed capacity and patient load—Continued 


of Jan. 12, 1960 Hospitals—T ype of bed or patient 
Item (as of Jan. unless 
" ’ Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
942 |....-..- 2 8 
* Percent of total patients re- 
maining (line 9)............-- 55 7 29 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
% Percent of total patients re- 
maining Jan. 10, 1957_........- 60 50 60 59 31 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year. ___. 218 234 288 344 
15. Number of patients on trial-visit status as Si Dee. 31. 191 253 319 267 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total_...... its 800 792 958 
75 58 50 
Death ti 87 130 121 
All other...... be 638 604 787 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The continual decline 
in irregular discharges is contributed to an expanding, more liberal policy of 
granting of peivingee to patients, gate passes, and leaves of absence, The in- 
creased death rate for 1957 was due in part to an epidemic of Asian flu. For fiscal 
year 1957 and 1958 the death rate increase was mainly due to overall increase in 
age of patients since more than 50 percent of patient population is over age 55. 
Increase of other type discharges is due in part to the decrease of irregular dis- 
charges and to the intensifying of the trial visit control program, resulting in 
advanced scheduling of patients on trial visit status, 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None, 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


‘ 
| 
| | 
| 
‘ 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 

1, 692 100.0 

Less than 1 year. 339 20.0 
_ 2 years and less than 5 242 14.0 
5 years and less than 10 413 24.0 
10 years and over._............ t 568 ; 34.0 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Length-of-stay committee makes periodic checks (every 3 months) of a number of 
cases as to their proper proceedings, prompt diagnosis, and early discharge. The 
committee also reports to the manager any circumstances, procedures, or facts 
which might tend to prolong the stay of a patient beyond the time required for 
medical purposes. 

(b) What improvements have you made since your last report to this committee? 
(1) Established the length-of-stay committee; (2) established intake staff to 
expedite workup, diagnosis, and treatment; (3) reorganized admission procedures; 
(4) established trial visit review board for better control of patients on trial visit 
(this often prevents return of patient to hospital); (5) increased professional 
staff ; (6) further developed member employee, home care, and community develop- 
ment programs, 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The number of infirm, semi- 
ambulant, nonambulant patients is on the increase. Their families are often 
unable or reluctant to provide proper care and this may prevent discharge. 
Nursing homes or old-age homes which would care for this type of patient are 
very limited in rural or semirural areas. Because of improved care the longevity 
of this type of patient has and still is on the upgrade. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Many patients 
could be granted a trial visit or be discharged at an earlier date. In my opinion 
a marked reduction in the length of stay of NP patients could be achieved by 
delegating to the hospital the responsibility of followup and by providing the 
necessary social work service (and auxiliary) staff to carry out this function. — 

(b) What effect would such a program have on your cost of operation? There 
would be an increase in the cost of professional services. This would be more than 
balanced by a reduction in the length of average stay, thus resulting in making 
available beds for patients on waiting lists. 

5. What would you suggest to further reduce hospital stay without impairing 
care? (a) Increase social service personnel to allow supervision of NP patients 
on trial visit and of service-connected NP patients after discharge; (b) strengthen- 
ing and expansion of mental hygiene clinics (at present located only in Jarge 
population centers) ; (c) increase professional personnel. This hospital, as well as 
others in isolated rural areas, will continue to experience difficulties in recruiting 
unless the advantages offered to professionals in urban areas are balanced by 
some sort of premium pay, wage differential; or higher grade. Salaries offered by 

rivate and non-Federal Government agencies in many instances still compare 
avorably with those of the VA; (d) Liberalized regulations governing the em- 
ployment of professional personnel. 

6. What is needed to improve turnover of patients? In addition to the items 
—_— under 5, education of the public as to its responsibilities and those of 
the 
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I V. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
uired Total 
T of care 3) connec 
Total In non-VA| Not yet 
hospitals |hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 1. 

3. What system do you use for scheduling admissions from the waiting list? 
Applicants having highest priority are ordered in from waiting list as beds on the 
various services where they can be treated become available. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Emergency cases are admitted to 
the hospital without placement on waiting list. SC and active duty cases are 
offered beds without placement on waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 713; approved, 545; rejected, 96. 


V. Hospital staff 


opens full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1, 068 1,041 —27 
2. Physicians, full- and part-time. 21 
4. Physicians, consultants and attendings.- 2 -1 
8. Therapists and technicians !_......._...-----...-..- 76 69 -—7 
10. Office of manager, personnel, and finance aes 26 +2 
12, Other food-service 131 129 —2 
14. Engineering maintenance (excluding laundry)---.... 49 48 -1 
15. Engineering operations (excluding laundry) ......... 65 60 —5 
18, All other staff_ 198 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 30. Annual 
wage (average): $743. 

(6) What is the value of this program to the member and to the hospital? 
(1) It builds up the former patient’s confidence and self-reliance and overcomes 
his dependence on the hospital; (2) it increases his work tolerance to that required 
for a job in the community; (3) it fosters his social adaptation by approximating 
his status as much to that of a regular employee as is consistant with the facilities 
available and the limitations imposed by regulations and necessary controls; 
(4) it allows the member to earn a salary in addition to his board, room, and 


medical care; in the instances where no other funds are available, the member can 
38427—59—33 


j 
| 
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save up sufficient money by the time of his discharge to pay room and board 
and cover necessary expenses until he receives his first pa reaped ; (5) the program 
augments and supplements to a small degree the workforce of the hospital; it 
provides a valuable link between patients and employees. In no instance will a 
member employee compete with or replace a regular employee. 

20. What was number of guards on duty December 31, 1958? 7 nonsuper- 
visory, 2 supervisory 

21. (a) Number 0 of patients on January 12, 1959, who are in industrial therapy 
program: 

(b) Number of patients discharged during past 3 months who were given 
industrial 26. 

{c) Average da ys of hospitalization of patients reported in (6): 974. 

. Number of patients in day hospitalization: 0—full-time hospitalization 

is provided. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959! 
Number of different persons who provided service. -...........| 19 15 15 
Average payment consultant or attending ?___............) $1, 132 $1, 345 $542 
Total amount to all consultants and attendings ?._.______ $21, 500 $20, 175 $7, 587 
Total for travel_ $453 $66 


1 Fiscal year 1959 totals are for 1st 6 months of fiscal year. 
of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 
Psychiatrists. 5 2 
Psychologists. 5 
Social workers 4 1 


Nore.—Lack of candidates responsible for shortages in these categories. 
VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education pega contribute to patient care in your hospital? 
This hospital is arpeores only for training in psychology. (a) Improves qualit. 
of patient care; (6) increases professional status of supervisory personnel; (c 
of hosp Profesional personnel; (d) contributes to overall standing and reputation 
of hospi 

2. For = wee without approved research and education activities: What 
benefits would acrue to the operation of your patient-care program by the presence 


of (1) research and (2) training programs such as medical, paramedical, or hospital 

administrative trainees? Additional education activities desirable: Affiliation 

with rey, school; affiliation with school of social service. The advantages of 
an approved research program are described under VI. 1, 


these and 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atrie 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 


(a) Total. 


(6) For treatment of a service-connected 

4c) For treatment of a non-service-con- 
nected condition................-... 

(1) Patient has compensable serv- 
ice-connected disability. _... 
In receipt of VA pension. 
4 


In hospital more than 30 days. 


or 


1 Any form of prepayment insurance. 
of the categorieps in ¢ above, show him only in that cotegory appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury. None. 

b) Number of patients in a whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing a changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Obtain power of attorney and agreement; forward FL 10-98 to 
insurance company; prepare necessary billing covering cost of hospitalization; 
forward any doubtful cases regarding collection to Chief Attorney for interpreta- 
tion of liability. Total cost, calendar year 1958, $267. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed _- $5, 729 $11, 446 
Amount collected 634 751 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the mipeee os of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 16 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or recruitment? 
The availability of rooms or quarters for recruitment and maintaining staff 
is important in the hospital program. This a particularly to the recruit- 
ment and retention of professional personnel. State-operated hospitals in 


numerous cases offer salary and fringe benefits exceeding what VA can offer. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? Additional housekeeping and male nonhousekeeping quarters 
would add quality and stability to the staff at this hospital. Ten of the unoccu- 
pied nonhousekeeping quarters are for male personnel and vacant due to the 
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unsuitability of the building. Quarters directly under roof unsuitable without 
air conditioning. 

(d) Could cost of such quarters be a lucrative investment? Modern apartment 
buildings (housekeeping) may not be a lucrative investment but rentals would 
affect maintenance costs, with possibilities of some return on the investment. 
Adequate quarters are an important incentive in attracting qualified personnel 
and should be considered in the light of improved patient care, resulting in reduc- 
tion of length of stay. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $40,296,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Average annual salary has increased from 
$3,622 in fiscal year 1955 to $4,790 in fiscal year 1959. Salaries to total cost 
of hospital operation have increased from 77 percent in fiscal year 1955 to 82.2 

reent in fiscal year 1959. This increase has resulted from classified and 

.M. & S. salary increases per Public Law 85-462, and several increases for 
wage administration employees in keeping VA rates consistent with prevailing 
rates in the oye an Increased employment in care of patients program has 
also increased hospital operating costs in fiscal year 1959, and has contributed 
to better quality of patient care. Extensive use of tranquilizers has inereased 
drug costs approximately 60 percent in the last 4 years. There has been a general 
increase in utility costs, and coal has increased approximately 32 percent during 
this poe. Food costs fluctuate considerably from year to year, the general 
trend in the current fiscal year indicates an inerease. Raw food cost represents 
approximately 10 percent of the total hospital operating costs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) ntrol of supplies and service funds by individuals in 
divisions and services at the operating level based upon current trends; (2) 
monthly reports to divisions and services on expenditures by category of expense, 
including comparisons with estimates previously established; (3) comparisons 
with other phases of hospital operations and comparable activities at other hospi- 
tals provided to different divisions and services; (4) staff and budget committee 
meetings. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


Pteces 922 8.9 
116 68 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—per piece, $0,024, per pound, $0.033. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None at this hospital. See 
section VIII, paragraph 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. &§&. eare oanlank before oath is signed? . All veterans requiring G.M. & 8. 


care are counseled as to estimated cost in non-VA hospitals. This is usually done 
by the admission office personnel after conferring with the admitting physician 
and determining the approximate length of hospital stay, type, and course of 
treatment needed, and an estimate of the total cost based upon prevailing hospital 
rates in this locality. 

8. In your opinion are there abuses of non-service-connected care? No. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War hi 20 80 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load. .-_......... 1, 639 1,649.0 1, 660. 0 1, 646.0 1,640.0 
3 Full-time equivalent staff_._._.......- 1,042 1, 066. 4 1, 061. 2 1, 037. 2 1,079.3 
(c) ft ee ee $4, 903, 212 | $5,474,054 | $5, 592,126 | $6,151,690 | $6, 292,617 
3,774,281 | 4,114,361 | 4,379,489 | 4,900,395 5, 169, 738 
156 2, 640 , 82 2, 213 946 
Communications...................--- 12, 513 13, 406 14, 334 13, 935 14, 118 
Utilities (gas, coal, water, etc.) ....-..- 104, 870 98, 931 95, 520 106, 167 109, 917 
543, 073 526, 366 547, 278 544, 308 566, 835 
i) Drugs and medicines_....-.......-.--- 39, 183 36, 509 46, 380 60, 769 58, 838 
) Medical and dental supplies_....---.-- 35, 456 82, 985 62, 111 66, 821 69, 760 

k) Asset acquisitions including equip- 
iin sgtbvaaatacheackaasddumaeier 73, 098 132, 908 178, 985 62, 890 72, 032 
317, 582 465, 948 265, 205 394, 192 228, 433 
(m) Cost per discharged patient 3_._....... 3, 837 3, 281 4, 529 5, 215 5, 870 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. P 
31955 and 1956 data are based on tabulations of 25 percent sample of discharge records. 


2. Do you believe that the eee? fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the sir gay length of stay? Howor why? Neither. The allotment 
of funds on the basis of average daily patient load does not influence the patient’s 
length of stay. The latter is based at this hospital on the following three factors 
only: (a) Medical considerations; (b) availability for posthospital followup; 
() > psychiatric cases: social and economic factors (home and job considera- 

ions). 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons What improvements seem 
possible? Have they been discussed with responsible officials? Comparative 
information with other VA hospitals is available relating to patient load, admis- 
sions, discharges, utilization of beds, workloads, employee ratios and individual 

ograms, etc. A review and appraisal is conducted of at least one activity of the 
hospital each month. The comparative data serve as a source to effect changes or 
improvements. Responsible division and service chiefs participate in reviews. 

ata concerning privately operated mental hospitals is meager. Information 
concerning State hospitals is not readily available and when available is of little 
— due to variations in methods of operation, difference in financial support, 
etc. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.917. 

(6) What is the cost per served ration for all other food service activities from 
i 1, 1958, through December 31, 1958? $0.847. 

c) If all your patients are not on the same ration, what differences are there? 
Why? All patients on the regular diet are served the same menu. Diets are 
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modified by type of food or amount of food served in accordance with physician 
prescriptions. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Practically nil. Only small number of G.M. & 8. 
patients. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: Hospital is just establishing CBOC program at the time 
this report is furnished. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority to 
carry out his responsibilities for operations. Has the decentralization been more 
increased than diminished? Increased. By what methods? Correspondence, 
meetings and manuals or other written guides. Cite examples. The Adminis- 
trator, Chief Medical Director and other central office officials have in meetings, 
by correspondence, and through individual contact promoted the concept of 
operational authority and responsibility. Manuals and other written guides have 
and are being issued revising prior issuances. Revised material does not define the 
action or solution, except where law or regulations prevail. Considerably more 
administrative decision is provided. 


¥ (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Auditing personnel focused their attention on methods of opera- 
tion, their effectiveness, efficiency, and values. Recommendations reflected 
interest in good administrative practices. 

(3) How was the internal audit valuable to your hospital? Pointed out 
areas of operation that needed attention and/or correction. Assisted in 
clarifying organizational responsibilities in certain areas. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair “professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, nongovernmental sources or VACO? Or 
be conducted by a joint team? ‘Professional medical audit’’ is provided by the 
recurring technical visits of VA area specialists and through the ng “pote by the 
Joint Commission on Accreditation of Hospitals of the American Hospital Asso- 
ciation, American Medical Association, and the American College of Surgeons. 
It is not believed that further benefits would result from additional professional 
medical audit. If such is contemplated, however, it should come from VACO. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office s 
Provide opportunity to discuss operational problems and situations, secure 
the essence of new or changed directives, secure advice and assistance, and 
oorve as a means of exchange of information in common operations and 
problems. 

(2) Of what value would you think these visits are to VACO? Provide 
information as to the effectiveness of hospital’s activities and bry ser to 
central office problems on a basis that considers more than the individual 
hospital viewpoint. 

(3) Would less frequent visits be more useful? No. : 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. Conversely decentralized opera- 
tional authority has been promoted. 

2. Is the management development program directed toward making good em- 
ployees or good managers? Serves both purposes. Reveals to participants in the 

rogram their personal needs to be potentials and qualified for advancement. 
he side effect of acquiring skills and knowledges cannot help to make such 
participants more valuable in present assignments. 
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X. Capital improvement 
1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Improvements to boiler plant, building No. 20, project 12-5350 os seaweed 


Not programed, or under consideration for fiscal year 1962: New kitchen and 
dining hall building; new special services building; therapeutic exercise clinic 
building; new medical rehabilitation building; addition to laundry building No. 
69; modernize warehouse, building No. 19; alterations to building No. 22 for 
expansion of linen exchange; convert building No. 72 for utility shops; convert 
recreation building No. 60 for housekeeping and volunteer services. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Maintenance of boiler, refrigeration and incinerator plants.......................--.-----.-- $2, 715 
Distribution systems (electrical, gas, water, steam, sewage, fire alarm, etc.)_._......------- 1, 000 
ings, including carpentry, elec , floors, glazing, masonry and plastering, shee 
metal, painting, plumbing, and heating...) 36, 500 
Fixed equipment (includes construction, dietetic, medical, motion picture equipment, etc.) - 2, 340 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 

one. 

_2. Future plans: In the following three categories, list all items for which there. 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Year Description Amount 
1960 | Maintenance of boiler, refrigeration and incinerator plants (includes retub’ 
sa agg systems (electrical, gas, water, steam, sewage, fire alarm, etc.)....... i, = 
Buildings (carpentry, electrical, floors, , masonry and plastering, sheet 
metal, painting, plumbing and heating). udes $12,000 for replacing cylinder 
Fixed equipment (includes construction, dietetic, medical, motion picture equip- 
1961 Aetanene of boiler, refrigeration and incinerator plants (includes retubing =e 
Distribution systems (electrical, gas, water, steam, sewage, fire alarm, etc.).....- = 
ngs (carpentry, electrical, floors, > and sheet 
metal, painting, plumbing and heating) ........ 36, 000 
Fined equipment includes construction, dietetic, medical, motion picture equip- 2 00 
Personnel quarters... 1, 600 
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(6) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Remodel women’s restroom, 2d floor, building 18...................-- 
Remodel building 22 for housekeeping 
Relocate occupational therapy from building 22 to new location. ..........-.....-.--------- 
Alterations to provide offices for volunteer services, building 18..................----.-..--. 
parking lot, building 58..........-... 
Water cooler for glass filling, dining room, building 17...................-.-.-------------.. 
Rearrange diet kitchens, building 58, floors C, D, and E !_- 
Electric door operator for fire station, building 26.................-.-...-.--.------------.---- 
Improvement of PMR treatment facilities, builds 5 and 6__.- 
Install acoustical tile, dishwashing room, building 17.................---.------------------ 
Remodel basement building 11 for occu therapy 175 
Provide clothing rooms in abandoned elevator shaft, building 10, Ist and 2d floors...._....- 500 


on These yun will not be required if modernization of hospital building 58 is completed as contemplated 
fiscal year 196 


. Replacement and new fixed equipment costing over $1,000: 


Description Amount 


FISCAL YEAR 1956 


Refrigeration compressor, building 17 (replacement)_...............-...-.-..--.------------ 
Rectifier, charger panel for alarm system (replacement)_...............-.--------------- 
3 each, sterilizers, bedpan, steam, building 58 (replacement) ._.-..........-..----.---------- 
15 each, fountains, drinking, general ward use (replacement) --_............------.--.------- 
3 each, kettles, steam 40-gallon, kitchen, B-58 (replacement) 


Air conditioning, buildings 10 and 11 day rooms-__-.............------..--.--.-----.------- 

Air conditioning, building 11, therapy clinics and recreation... 

FISCAL YEAR 1961 

Cafeteria counter, 2d floor, building 17 (re 2, 800 
27 each, Fountains, drinking, general werd wee ..... 1,900 
Machine, dishwashing, trayless type; kitchen, building 17 (replacement) -...............--. 6, 000 
Machine, washing, laundry, 42 by 96 inch (replacement) —_ — 8, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) Additional psychiatrists, psychologists, social workers and therapists; (b) 
Provisions for protection of patients going to and from dining hall; (c) Expedition 
of construction plans and completion of construction; (d) Additional elevator 
facilities in 5-floor main hospital building; (e) Establishment of an active rehabili- 
tation program (dependent on (a) above). 


Amount 
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DOWNEY, ILL. 
I.. General 


Name of hospital: Veterans’ Administration Downey Hospital. 

City and State: Downey, II. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of— 

(a) Manager: W. W. Bourke, M.D., diplomate American Board Psychiatry 
and Neurology. Certified mental hospital administrator by American Psychiatric 
Association (joined Veterans’ Administration 1931 to present). 
(b) Assistant manager: N. A. Jackson, member A.C.H.A. (joined VA 1943 to 
resent). 
: (c) Director, professional services: A. E. Harvey, M.D., diplomate American 
Board Psychiatry and Neurology (joined VA 1953 to present). 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Rated: bed 2, 487 251 2,143 25 
2, 487 251 2, 143 25 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not uired for cur- 
rent operating Bn. regardless of 
‘ staff availability. _.............. 
9. Patients 2, 364 232 2,073 25 
10. Average daily patient load for 12 
months ending Dec. 31, 2, 341 233 2, 055 25 
1 There are no beds unavailable at this station. 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
w 0 were 55 years of age or older: 
~ (0) Percent of total patients re- 
maining (line 9) 35.6 64.6 31.9 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 1957_-...... 30.0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit dur Kiscad 292 310 276 308 
15. Number of patients on trial-visit status ror gy 31. 213 231 203 206. 


) 
) 
] 
. 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total. 4 1,130 987 
Irregular discharge... 76 81 
83 86 84 
All other__.. 966 825 839 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. No particular trends 
are noted, however it is expected that with our newly strengthened staffing pat- 
po - increase in use of trial visits and other releases from the hospital will 

e place. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: sad ‘ 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 

patients patients 
Total 2, 364 100.0 
Less 1 year. 356 15.1 
1 year and less than 2_..__- 526 22.2 
45 years and less than 10 207 8&7 
10 years and over 978 41.4 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Ward staff conferences on a team basis at very frequent intervals insures 
screening of all patients for this purpose. 

(b) What improvements have you made since your last report to this com- 
mittee? Overhauling master scheduling of patients. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) The institutional 
award for handling funds of incompetent patients has on occasions made it difficult 
to discharge a patient. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Our aging veterans will contribute 
progressively to a greater percent of chronically mentally ill and geriatric long-term 
patients, unless better treatment methods are found. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? None. e can 
do this under trial visit or CBOC program, but very few patients reside in imme- 
diate area of hospital. 

(b) What effect would such a program have on your cost of operation? Virtually 


ne. 
5. What would you suggest to further reduce hospital stay without impairing 
care? We have a committee working on this problem at present, exploring t 
problems of bringing intensive treatment to all patients or to as many as possible 
within resources. 

6. What is needed to improve turnover of patients? We have already strength- 
ened our staffing pattern and hope that this will result in an improved turnover. 
Early indications are that it has. 


no 
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IV. Waiting lists 


1. Number of eligible applicants bac bs hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of wired Total | connects 
of care 
Total Innon-VA}| Not yet 

hospitals |hospitalized 

1. Total applicants 0 0 33 28 5 
TB. 4 0 6 6 0 

0 27 22 5 

G.M. & 8.-..... 0 0 0 0 0 

2. Domiciliary care: Total applicants_..... 0 0 0 0 0 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 7. NP, 6 male service-connected; NP, 1 female non-service-connected. 

3. What system do you use for scheduling admissions from the waiting list? 
As beds become available according to group priority; however, beds are seldom 
available for admission from the waiting list. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who 
were potential admissions? 7 NSC applications are pending eligibility deter- 
mination. 

5. Are patients admitted without placement on the waiting list? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. Service-connected cases are 
not placed on the waiting list and non-service-connected female veterans and 
G.M. & S. cases are admitted without placement on the waiting list, when beds 
are available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 608; approved, 431; rejected, 177. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

1, Total_ 1, 841.8 1, 742, 4 —99.4 
2. Physicians, full- and part-time__ 26.2 29.2 +3.0 
3. Physicians, residents and interns 10.5 11.0 +.5 
4. Physicians, consultants and attendings_........... os 1 33,0 126.0 —7.0 
5. Dentists. _.... 6.0 7.0 +10 
6. Nurses... 74.0 77.2 +3.2 
7. Hospital aids___. 600.0 601.0 1.0 
8. Therapists and technicians 2_____ 48.0 57.0 9.0 
9. Social workers... __ 12.7 15.0 2.3 
10. Office of manager, personnel, and finance...........- 41.0 42.0 +1.0 
11, Dietitians..______ 10.0 9.0 —1.0 
12. Other food-service employees 261.5 245.0 —16.5 
14, Engineering maintenance (excluding laundry)-...... 99.0 94.0 —5.0 
15. Engineering operations (excluding laundry) _........ 90.0 77.0 —13.0 
18. All other staff 416.9 342.0 —74.9 


' Actual number of consultants and attendings. 
3 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 11. Annual 
wage (average): $815. 

(6) What is the value of this program to the member and to the hospital? 
Values to patient-member: (1) Transition from hospital to community living 
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with salary incentive; (2) affords supervision and support to patient as he de- 
velops work history and capacity while recovering previous skills, social, etc., 
on the job; (3) develops patient (member) self-confidence; (4) provides source 
of savings for patient. Values to hospital: (1) Diminished prospects of readmis- 
sion; (2) makes beds available to patients on waiting list; (3) services rendered 
cost less; (4) example, stimulates other patients to become member-employees; 
(5) relatives, friends, and community more readily accept member-employees. 

20. What was number of guards on duty December 31, 1958? 18. 

21. (a) > sates of patients on January 12, 1959, who are in industrial therapy 
p am: 554. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 13. 

(c) Average days of hospitalization of patients reported in (6): 260. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 1. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... .------- 23 23 19 
amoun' an 
4 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1, For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Through an educational program in psychiatry, we have 15 residents who 
are lice physicians and he would not have jointed the staff, except for the 
fact that there is an educational program. (2) In training which is given by 
outstanding specialists (consultants) in their fields, not only residents participate, 
but all other professional personnel, and thus patients get better care through 
‘the increased skill of the personnel. (3) The education and research stimulates 
the staff to additional effort and helps them to get more knowledge and under- 
standing in dealing with patients. 


3. Amount of funds available in fiscal year 1958: 


1. VA appropriation 
2. Gifts and donations deposited in general 
3. Grants from other sources through 


1 
IN 


Includes travel for employees $411. 
ational Institutes of Health. 


Foreducation 

(8200) and train- 

Research ing (Pro- 

gram 8300) 

$0, 135 
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VIT. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. ...-.--.----------- 3 6 
(1) Patient has compensable serv- 
(2) In receipt of VA pension - - ---- 1 


1 Any form of prepayment insurance. 


Note.—Ifa patient receiving care for a non-service-connected disabiliy may be rep orte cin morethan one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 8. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 8. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Notification is made to the insurance company at time of patients admis- 
sion. The insurance company is then billed monthly and at termination of 
hospitalization. If the insurance company disallows the claim the case is referred 
to the chief attorney. Many insurance companies have added clauses to their 
newer policies precluding payment to State or Federal hospitals. There has been 
no change in our procedure since January 1957. Estimated cost of collection 
program 1958, $78.03. 


4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount collected 2, 042 2, 987 


7 §. Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans are informed of esti- 
mated cost per day in local civilian hospitals. 

8. In your opinion are there abuses of non-service-connected care? We do not 
believe there are abuses at this hospital. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service 
connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


1959 
(estimated) 


2, 338. 0 
1, 699.6 


$10, 164, 417 


822 


488, 616 
698, 441 
132, 031 
111, 484 


20, 621 
366, 500 


11, 134 


Average daily patient load 
Full-time equivalent staff 


2 


| 5: 
2 


~ 
a 


mmunications 
Utilities (gas, coal, water, etc.)_....... 
Raw foods 
Drugs medi 
Medical and dental 
Asset acquisitions including equip- 


BB 
§ 


737 
9, 356 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
: uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Current medical thinking and research dis- 
closes that medical care standards such as our present primary fund allocation 
supports, is not solving the problems of returning long-term chronically mentally 
ill patients to society. With enlarged intensive treatment resources, we can con- 
tribute more effectively to solving this problem. 

3. Does the allotment of funds on the basis of average — patient load in- 
oupnge or decrease the patient’s length of stay? How or why? Apparently no 

ect. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards are being evolved. While advances are being made, we and the whole 
hospital field have some distance to go before standards become completely ade- 
quate. Weare striving through discussion and research to make our contribution. 

5. (a) What is the svenmee raw food cost per served ration from July 1, 1958,. 
through December 31, 1958? $0.980. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.217. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Patient rations differ by disease classification: NP, TB, G.M. & S. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 8 housekeeping, 122 nonhousekeeping. (Utilization: Nonhousekeeping, 
80 pereest ; housekeeping, 86.38 percent.) 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? In our opinion, we would be unable to recruit a critical portion of our 
professional and nonprofessional personnel or psychiatric residents in training if the 


War Nonservice Total 
| 
42.0 58.0 100 
0 100.0 100 
Fiscal year— 
‘a 2, 236.0 2, 341.0 3620 352.0 
©) Total cost 1.............---------| $8, 120, 507 | $9,025,060 | Ja 64 | 
(d) Salaries of staff *..............--....---] 6,377,705 | 7,141,070 , 064 
2, 688 2, 831 a 296 
27,370 27, 212 26, 304 
327, 687 316, 965 363, 359 
(h) 675, 238 665, 452 699, 010 
a 62, 353 104, 061 129, 
o 34, 292 67, 188 84, 
196, 274 175, 625 108, 609 
416, 900 524, 656 383, 531 
= 
: (m) Cost per discharged patient... 6, 965 7, 130 8, 293 
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present quarters were not available. Staffing by physicians is essential. Their re- 
cruitment is facilitated by available housing. With housing, the physician tends to 
develop fewer ties in the outside community, tends more to identify with the 
hospital and Veterans’ Administration. Thus they can be expected to more 
es accept transfer to other VA stations. ithout station housing, the 
physician recruited from a distance usually buys a home, eventually becomes 
interested in the community and the attractions of private practice and leaves 
the Veterans’ Administration, however social workers for example seem to do 
better if living apart from the institution. Valued resources in the treatment 
and disposition of mental hospital patients develop through our social workers 
participation in community affairs, particularly those bearing upon social and 
welfare organizations. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $41,057,184. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased salaries and professionaliza- 
tion of this hospital; increased tranquilizing and other drug usage and cost; 
increased utility cost; increased maintenance and repair costs due to age of build- 
ings; increased food costs; replacement of unserviceable and obsolete equipment 
at increased cost. 

The effect of the above increases has been that our employment was decreased 
so that the increased costs could be absorbed. In part, the employment decreases 
were in nonmedical areas to attempt to avoid lowering present standards of medical 
care to patients. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) r decentralized budget procedure is utilized, which with 
the many statistical reports and analyses provides the management team with 
information with which to effect better efficiency where indicated. (2) Systematic 
reviews of all services and divisions are made at least twice annually to focus 
specific attention toward those areas wherein cost consciousness May require 
strengthening. (3) An integrated personnel development program is in operation. 
(4) Intensive training in work simplification, supervision, ete. (5) Continual 
evaluation of communications is carried out. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Number 
patient-day 


Pieces 8. 08 
Pounds 6.02 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.027; per pound, $0.037. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Very little ifany. Occasionall 
& non-service-connected case is admitted to keep up the average daily patient load. 

0 veteran is ever admitted who does not actually require hospitalization. 

How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? So far this program has been a 


number 
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negligible factor at this hospital. It seems unlikely that it would ever reduce 
the need for psychiatric beds to any extent. 
(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $795.75. 
(2) Visits to hospitals by patients on CBOC status: 61. 
(3) Cost per visit: $13.04. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? By training 
managers’ through. Cite examples. (1) Managers meetings with administra-’ 
tor and central office staff; (2) area budget meetings; (3) establishing guides to 
point up and clearly define delegations to managers. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? Yes, 
except for details peculiar to NP hospital. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Minutiae were not stressed. 

(3) How was the internal audit valuable to your hospital? With very 
few exceptions, their recommendations contributed to better organization 
and more economical staffing of nonmedical services. Had emphatic con- 
structive impact on all levels of supervision. 

(4). Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Standards could be raised. Possibly better 
care and treatment could be effected. I believe a joint team from VA and out- 
side source would be best. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How heipful to the hospital are supervisory visits of the area office 
staff? They have been helpful. to the various individual services. 

(2) Of what value would you think these visits are to VACO? They can 
be a valuable communication tool in both directions. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. As to being beneficial, no complex 
crgnmipetion could operate without these forms of policy communication—they 
are helpful. 

2. Is the management development program directed toward making good 
employees or good managers? irected toward first, better employees in their 
present positions, second, toward better promotional potential. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal. Description Amount 
year 
1959 | Replacement, phase I, project 12-5272...............--...-.-.----.-----..--------- $2, 


227, 642 
1960 | Replacement, phase II, project 12-5326 (estimated date of completion, August 1960. 4, 137, 325 
1961 | Installation of al ple 4, 500 


Not programed, or under consideration for fiscal year 1962: None. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Repairs to tramway roof No. 6-126. $450. 00 
Mos. 1, 500. 00 
Repairs to porch deck No. 48 a & 1, 000. 00 
Replace floor NO. 644. 00 
Exterior paint Nos. 2001, 2002, 2003, 2004, 2005, 2006, 2007............-.-----.---------.------ 14, 560. 00 
Interior paint No. 29A... 413. 50 
Interior paint No. 520. 00 

5, 395. 00 
Interior paint Nos. 2021, 2022... 7, 384. 00 
Exterior paint No. 1 - 3, 910. 00 
3, 830. 00 
Heating units No. 65........- 600. 00 
Replace shower valves Nos. 1601, 1603--. re 1, 400. 00 
Replace roof inner court No. 64..-...--. aes 499. 00 
Replace reducing valves Nos, 124, 125, 126................... adh 675. 00 
Replace lavatory faucets No. 124. ......- 600. 00 
Replace screens. .......- ° 4, 225. 00 
Replace hot water tank No. 11. nae witha 784. 00 
Ronises bucket traps NO. 650. 00 
Replace downspouts No. 126. ......-....-.....-.---.-.- 1, 326. 00 
Replace power regulators as per operators letter Nos. 58, 68... 1, 990. 00 
Improved lighting, various 1, 020. 00 
Replacement of grills, Nos. 65, 66 with detention screens. ena 6, 059. 00 
Repairs to cold water tank No. 43 1, 800. 00 
Install toilet facilities No. 119 1, 200. 00 
Repairs to radial chimney 1, 500. 00 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 

one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Fiscal year 1960: 
1. Tuck pointing buildings..........__.- $8, 000 
2. Vehicle and heavy equipment repair_..........-..-.....-.--------------------0------ 14, 000 
8. Replace nating supply and return lines, additional heating in working areas, build- 3 
1,1 
4, 8, 000 
5. 8, 000 
6. 3, 000 
Fiscal 1961: 
1. Replacement tile 2d and 3d foors, building No. 48 6, 120 
2. Replacement heating supply an 8, 000 
3. Waterpfoofing and tuck pointing 6, 000 
4. Maintenance of golf course and grounds........... 3, 000 
5. Installation of smoke abatement equipment.........----....------.-----............ 4, 500 


83427—59—— 34 


tel 
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(b) Minor betterments costing less than $2,000, excluding equipment: Remodel 
building No. 119 for O. T. shop, $1,900. 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Fiscal year 1960: 
boiler stokers Nos. 1, 3 to new-type full-length retort and accessories... $7, 500 
2. Install jet system for boilers Nos, 1, 2, 3......-..-.- 3, 000 
3. Installation of ash conditioner. .....-..---.- 7, 500 
4. Fabricate thawing shed for coal car unloading - - < 10, 000 
5. Replacement of obsolete elevator in building 25, 000 
6. Electric or hydraulic door operator on 7 doors, building No. 37 3, 500 
year 1961: 1. Installation of dust collector system, building No. 64..............-.... 8, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
Items listed are in our opinion of equal importance in maintaining hospital 
operations at a safe norm. 


DWIGHT, ILL. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: West Main. 

City and State: Dwight, Ill. 

Type of services: Type of hospital, G.M. & S. 

Name, qualifications, and tenure of— 

(a) Manager: Saul Fortunoff, M.D., April 1958 to date. 

(b) Assistant manager: Jerome R. Dolezal, January rm? to date. 
(c) Director, professional services: Saul Fortunoff, M.D 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
otherwise specified) Domiciles 
| Total | TB Psy- Neuro- | G.M, & 8. F 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Ts00 of bed not required for cur- 
rent operating plan regardless of 
10. Average daily patient load for 12 
months ending Dec. 31, 1958-__._-.-- 190 1 4 19 DB dasdach~dpous 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
1 17 119 |. 
(6) Percent of total patients re- 
maining (lime 1 58 }.----------- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of — patients re- 
maining Jan. 10, 1957___---- 63 6 56 |------------ 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year-_- None None None None 
15. Number of patients on trial-visit status as of Dec. 31. None None None None 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular’ discharge... 55 76 61 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Decrease in number of 
discharges most probably due to increasing ages of the veteran patient at this 


hospital. 
IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 34 days. : 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Cases length of 
stay 


Subtotal gastrectomy for duodenal ulcer. | 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? (1) Daily ward rounds by each chief of service and supervision by 
consultants; (2) monthly memo from registrar re long-term cases which is cireu- 
lated among all physicians; (3) length-of-stay committee which meets quarterly; 
(4) monthly meetings of physical medicine rehabilitation board. 

(b) What improvements have you made since your last report to this com- 
mittee? None specifically; however, we are continually seeking new methods to 
shorten length of hospital stay by review of cases and adherence to a planned 
program for patient discharge. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? . (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The increasing age of our veteran 
patient population. 


| 
| A 
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4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? If this could be 
provided, it would definitely tend to shorten hospital stay. 

(b) What effect would such a program have on your cost of operation? Such 
a ee ee of providing posthospital followup care would require additional per- 
sonnel, additional travel funds, and additional medication costs. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Continuation of concerted effort on the part of all hospital employees 
to achieve a shorter patient stay. 

6. What is needed to improve turnover of patients? Same as 5 above. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: No 
waiting list exists at this time. 

2. How many yeaa are scheduled for admission subsequent to January 12, 
1959? Forty-eight. 

3. What system do you use for scheduling admissions from the waiting list? 
The urgency of the veteran’s need for hospital care is given consideration but the 
chronological date and other priority factors prescri in current procedures are 
used to maintain currency of waiting list. Admissions are authorized on the basis 
of anticipated discharge rate. Past experiences reveal that applications are gen- 
erally on the waiting list, when one exists, less than 20 days. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances: Yes. When a waiting list exists, 
applicants examined by the admitting physician who are determined to be medi- 
cally emergent or service connected are admitted at once, without placement on 
the walling list. However, no segment of the waiting list overlooked in favor of 
those applicants who apply in person. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,235; approved, 1,108; rejected, 316. 


V. Hospital staff 


epee full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (— 

from 1956 

Dec. 31, 1956 Dec. 31, 1958 to 1958 

1, Total. 253. 4 249.0 —4.4 
2. Physicians, fuli- and part-time. 12.0 12.0 0 
3. Physicians, residents and interns 0 0 0 
4. Physicians, consultants and attendings 1.9 2.4 +.5 
5. Dentists 2.0 2.0 0 
41.0 40.6 -.4 
7. Hospital aids. _..... 43.0 42.0 -10 
8. Therapists and technicians !_ 710.0 10.0 0 
Office personnel, and finance. 11 

0. ce and finance............ - 
11. Dietitians 2.0 3.0 
12. Other food-service employees 38.0 36.0 —2.0 
E (excluding laundry) 10.0 10.0 

if mance (excluding laundry) . 

15. Engineering operations (exclu laundry) ......... 1L0 14.0 +3.0 
16. Supply..... 9.0 9.0 0 
17. Special services 4.0 4.0 0 
18. other staff 3 56.5 53.0 —3.5 


1 In physical medicine, dentistry, laboratory, X-ray. 
? Previous report incorrectly showed 12 instead of 10. 
4 Previous report incorrectly showed 54.5 instead of 56.5. 
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19. (a) Number of member employees as of January 12, 1959: None. Annual 
wage (average): None. - 

20. What was number of guards on duty December 31, 1958? Four (combina- 
tion duties, PBX operators and guards). 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. a 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 : ° 
1957 1958 1959 
Number of different persons who provided service. -.........-- 14 13 7 12 
Average payment per consultant or attending !..............- $50 $50 3 4 
Total amount paid to all consultants and $25, 600 $25, 300 
5 
Total for travel. ----| $11,960} $15,430 7 
1 Exclusive of travel. 
2 Average payment per attending. 


3 Average payment per consultant. 

4July 1 through Dec. 31, 1958. 

4 Estimated, Jan. 1 through June 30, 1959. 
*July 1 through Dec. 31, 1958. 

1 Estimated, Jan. 1 through June 30, 1959. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Full time Part time | Consultants, 
attendings 
Nursing service. - 4 
Nurse anesthetist_ 
Engineering division... 3 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
a trainees? This would result in better care and treatment of 
patients. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post fund................-.--.... ae 
rants from other sources administered through affiliated medical schoools-_  ) ees 
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VII. Eligibility and ability to pay ; 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
3) In hospital more than 30 days_- 5 


1 Any form of insurance. 
3 Insurance policies exclude payment to a Government hospital. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

-(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3.. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of -the cost. of the collection program to the hospital during calendar 
year 1958.) Under the VA regulations each veteran admitted to the hospital for 
a non-service-connected disability is asked whether he has insurance or was 
injured under circumstances possibly resulting in liability on a third party, under 
workmen’s compensation statutes or otherwise. In the event of an affirmative 
answer he is requested to execute an assignment in favor of the VA. Legal ques- 
tions arising in connection with collection from insurance companies of reim- 
bursable hospital benefits in cases of veterans hospitalized for non-service-con- 
nected disabilities are referred for determination to the chief attorney of the 
appropriate VA regional office. Estimated cost of the collection program for 
calendar year 1958; $1,834. 
. 4, Compare — billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


‘ 


»* Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? 2. : 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Applicants who are requi 
to complete the addendum as part of the basic application are advised by the 
admitting physician, after medical examination and prior to the time they com- 
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lete the oath of inability to defray, of the estimated length and cost of comparable 
ospital care in the community hospitals. This information is permanently 
recorded by both the admitting physician and applicant. 
8. In your opinion are there abuses of non-service-connected care? Occasion- 
ally, as indicated in section VII, paragraph 6. 
9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
15 85 100 
eT 50 50 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___-.....-..- 201 196 192 192 190 
(6) Full-time equivalent staff............- 253. 4 252.9 251.2 251.3 253. 0 
(e) Potel cost ¥. .o... etilecs $1, 370, 545 | $1, 486, 527 | $1, 443,513 | $1,654,927 | $1, 700, 543 
1,058,887 | 1,141,358 | 1,159,259 | 1,306, 516 1, 373, 838 
chap 447 11, 384 10, 204 10, 261 10, 200 
(f) Communications....................-- 6, 295 6, 502 6, 678 7, 022 , 000 
Utilities (gas, coal, water, ete.)..-..-_- 13, 246 15, 492 16, 440 15, 638 18, 140 
84, 078 83, 863 75, 472 76, 340 85, 089 
(i) Drugs and medicines_.............---- 29, 399 31,913 4 35, 625 39, 158 
(j) Medical and dental supplies. .....__.- 24, 710 25, 033 25, 267 28, 185 29, 483 

{k) Asset acquisitions including equip- 
31, 187 20, 467 12, 142 23, 291 23, 490 
111, 296 150, 515 105, 631 152, 049 114, 145 
(m) Cost per discharged patient_..._.....- 611 674 650 766 806 


’ 1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? oO. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. Adequate 
comparisons with the VA hospitals are provided by monthly statistical summaries 
distributed by VA central office. These comparisons are appropriate for VA 
hospitals but to date, no appropriate comparisons are provided with civil hospitals. 
These standards have been discussed with responsible officials, 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.087. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2,521. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Special diets are provided for different patients with varying medical 
conditions. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, no nonhousekeeping. 


| 
| 

é. 
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(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters are considered very important in providing professional and 
i in this small community with limited ae facilities. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters are required at this station. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $6,450,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors: Inflation with increased cost of all sup- 

lies, drugs, salaries and equipment have been the main factors that have operated 
change costs of operation at this hospital. Also increasing age of buildings calls 
for increasing expenditures in maintenance and repair. 

9. What internal programs have you developed to engender cost consciousness 
at your station? ecentralized budget control; budget advisory committee; 
personnel control board; monthly manpower utilization studies and reports; 
management development training program; monthly systematic reviews of 
hospital operations. 

10. Laundry service: 

pain was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient 


492, 465 7.03 
Pounds. - - 364, 863 5.21 


(b) What was the cost of laundry service during the last 6 months of calendar 
1958? (All stations other than NP hospitals will report costs separately to 
clude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., well as personal 
services, and which were instituted for the parpee of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.154; per pound, $0.205. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.162; per pound, $0.217. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such con- 
tract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quatits: Me A satisfactory and comparatively economical. 
2) Timeliness: More than adequate to meet needs. 

3) Cost: Compares most favorably with VA laundry service. 
4) Other: None. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No 
VA laundry service at this station for over 20 years. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of Pewerge who 
actually do not require hospitalization, ete.? Average-daily-patient-load concept 
of financing has no effect on patient turnover. We do not admit patients who do 
not require hospitalization, 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and unds specifically allocated on this basis, what effect would it 


have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Although this would tend to cause a temporary 
reduction in the number of required beds, the increasing demand for hospital 
beds caused by increased longevity of the veteran population would soon compen= 
sate for this reduction and eventually require addi 


itional beds. 
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(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $10,273.59. 
2) Visits to hospitals by patients on CBOC status: 541. 
3) Cost per visit: $18.99. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Budget and 

nnel control at the hospital level, permitting administrative decisions to be 
made at the field stations. 

(6) Has your hospital had an internal audit of its administrative operations? 


es. 
1) Was the team personally experienced with hospital operation? Yes. 

2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? This audit was conducted in the interest of good hospital ad- 
ministration. 

(3) How was the internal audit valuable to your hospital? Pointed up 
certain administrative discrepancies which were corrected. 4 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? This might serve as an additional means of deter- 
mining quality of professional care given to patients. If such an audit could be 
devised, it should come from VA central office. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Definitely helpful. They give useful advice regarding policy, 
procedure, and recruitment of personnel. 

(2) Of what value would you think these visits are to VACO? It serves 
as a means of contact between VA central office and the field stations. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1 Contract awarded Dec. 10, 1958. 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


1. Replace § temporary buildings with permanent structure for garage and storage (not pro- 


5. Security unit building No. 1, 2d fl t 


d) 
7. Space for operat i ; 
central cei, ing service (surgical suite) (not programed; cost to be determined by 


l 
j 
=... 
eplace 6 Q"arters Duildings (not programed)... 230, 000 
3. Remodel toilet, 3d floor, building No. 1 (not programed)...............--.--..----.----- 10, 000 ; 
4. Electrical distribution svste ' sre hnildings al w 4,000 ! 
10, 000 
35, 000 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Description Amount 
1. Replace 2 rectangular pressure sterilizers, central sterile supply___.--_----..---.--------- $14, 000 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 


Description Amount 

2. Replace floor covering, 2d floor, building No, 1.......-..-......----------2------s---4--- 4,000 
3. Repairs to electrical distribution system, building-No. 1__._..-......-.-..-.--..------.-- 4, 000 
8, 000 
6, Replace floor covering, building No. 8..............-.....---..-.--.2------2------------- 3, 000 


. 2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

' (a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
‘1. Painting, interior, 3d floor, building No. 1- $3, 000 
2. Painting, inverior, 2d floor, building No. 1. 3. 000 
3. Painting, interior, 1st floor, building No. 1 3, 000 
5. Repairs to electrical distribution system, building No. 1._-..........-.--.-------.--.--- 8, 000 
6. Repairs to heating system, building No. 1._.......-..-.---.---20-22---.-.1--.-s-.------ 3,000 
8. Repairs to electrical distribution system, building No. 2 . 6, 000 
9. Repairs to heating system, building No. 2..........--. 2, 000 
10. Repairs to plumbing system, building No. 4,000 
11. Repairs (carpentry) and replace screens, building No. 8_.......---- 2, 400 
12. General repairs to housekeeping quarters, buildings 10, 11, 12, and 13--__...-.-.-------. 2, 000 
Total - 51, 400 

(b) Minor betterments costing less than $2,000, excluding equipment: 

Description Amount 
1. Isolating transformer for operating suite. .............- $1, 950 
2. Hard water line from water plant building No. 18 to kitchen building No. 1_...........-- 1, 950 
3. Construct cafeteria line, dietetic section, building No. 1.-. 1,950 


(c) Replacement and new fixed equipment costing over $1,000: Replace X-ray 
machine, building No. 8, $17,500. 
3. What, in your opinion, are the most pressing needs in your installation? 
Replace X-ray equipment, building No. 8; items listed in paragraph (b), section 
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HINES, ILL, 


I. ‘General 


Name of hospital: Edward Hines, Jr. Veterans’ Administration Hospital. 

City and State: Hines, Ill. 
Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no. 
"Wame, qualifications, and tenure of — : 
. (a) Manager: William M. McCoy, 18 months, LL.B, LL.M., fellow, American 
College of Hospital Administrators. 

(b) Assistant manager: L. H. Gunter, 5 years, B.S., F.A.C.H.A. 
». (&) Director, professional services: John Lyford iil, 7 months, A.B., M.D.; 
fellow, American College of Surgeons; Diplomate, American Board of Orthopedic 


Surgery. . 


| 


II. Bed capacity and. patient load 


Acai Hospitals—Type of bed or patient 
Ttem (as of Jan. 12, 1959, unless 


otherwise specified) Domiciles 
ex Total | TB Psy- Neuro- | G.M, & 8. 
fhiatric logical 


BED CAPACITY AND PATIENTS REMAINING 


‘Rated bed 3,002| 138 532 
Beds not in use (unavailable): 
4.‘ In process of 394 
6, Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 1,969} 366 124 392 
10. Average daily patient load for 12 
months ending Dec. 31, 1, 920 365 122 386 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: ‘ : 
774.0} 116.0 20 116.0 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, , 
who were 55 years of age or older: 
(0) Percent of total patients ! re- 
is Reported as a combined NP figure. 
; USE OF TRIAL VISIT 
Calendar year 
Item 
1956 1956 1957 1958 
14. Number of patients sent to trial visit during afd 129 120 130 124 
15. Number of patients on trial-visit status as of 31. 46 40 51 69 


| 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1968 
Jali 11, 639 11, 533 11, 053 
991 1, 022 1,125 
All other 9, 943 9, 805 9, 226 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The trends indicate 
an increasing number of patients with more complicated diseases and conse- 
quently more seriously ill patients. These factors indicate an increasing need 
for additional professional staff. 

17 (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Ave stay in discharging hospital of patients discharged 
during the 6 months 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients; 65 days.! 

2. For G.M. & S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experi- 
ence of patients admitted for the sur ry indicated; exclude the experience of 
any patients with multiple treated conditions) : 


Average 
Cases length of 
stay 
Appendectomy 18 13.0 
Herniorrhaphy inguinal. ll 17.5 
Hemorrhoidectomy 57 19.5 
holecystectomy. 7 31.0 
Subtotal gastrectomy for duodenal ulcer 18 36.5 
omy: 

2 66.5 
Retropubic. 7 62.0 
Perineal 1 105.0 
Transurethral. 18 52.5 


3. (a) What system of control do you have to insure a minimum come in hos- 

tal? The length of hospital stay is routinely and regularly studied by the 
committee who recommends corrective action wherever 
indicated. 

(b) What improvements have you made since your last report to this com- 
mittee? Improvement has been made in the processing of admissions, diagnostic 
examinations, correct and prompt completion of records and administrative 
procedures that directly affect the length of stay. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Yes. Required 
patient review boards that necessitate holding patients who might otherwise be 
discharged earlier. Standing operating procedure in VA at the present time is 
based on a 40-hour week resulting in minimal paramedical and administrative 
coverage on weekends. 

(d) there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected — of stay or which may be 
of importance in the future. (If so, describe.) haracteristics that lengthen 


1 Method of computation has changed since last report. 
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hospital stay are age; new types of medical. treatment; e.g., cardiac surgery; 
trauma; and the socioeconomic status of most non-service-connected hospitalized 
veterans resulting in increased community pressure to lengthen period of hospitali- 
zation. New drugs and rehabilitation’ techniques tend to shorten hospital stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? See 3(d) above. 
Generally there would be very little reduction due to the socioeconomic status of 
most non-service-connected veterans. The length of stay of a small segment of 
patients would probably be reduced, i.e., residents of the immediate area. Trans- 
portation and the distance of patients from the hospital would probably reduce 
the feasibility of extensive outpatient care for the majority of patients. 

(b) What effect would such a program have on your cost of operation? Greatly 
increase. Probably double the requirement for professional staff. Additional 
increases in space, supplies, transportation, and drugs would be necessary. 

5. What would you suggest to further reduce hospital stay without impairin 
care? Sliding scale of monetary benefits granted for nursing care cases that wi 
insure the economic freedom necessary to permit earlier discharge from the hos- 

ital. Increased social service attention to establish patients outside of the 
ospital. 

6 What is needed to improve turnover of patients? Reduced social pressure 
to prolong hospitalization. readmission workups. Rudgetary support to in- 
crease professional paramedical and administrative staffs to keep pace with new 
treatment techniques that require an increasing amount of extensive professional 
and administrative attention. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total 
care 
Total Innon-VA}| Not yet 
hospitals {hospitalized 
G.M. & 8._. 3 0 3 3 


FP many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
We have almost no admissions from the waiting list. Most applications come 
from veterans who appear in person or are received telephonically from private 
physicians. The number received by mail is negligible. Almost all admissions 
are made or arranged at the time the applicant is examined and found to require 
hospitalization. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

P 5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Almost all of our patients 
are admitted direct. Our bed capacity usually permits admission or schedule for 
admission at the time of examination, those caleats who are legally and medi- 
cally eligible for treatment. 

Number of applications for admission from July 1 through December 31, 
1958: Total, 7,547; approved, 4,933; rejected, 2,610; pending, 4. 


| 

| 

| 

| 


518 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956; 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time... 68.5 64.1 ri 
3. Physicians, residents and interns ................-.. 63.1 63.9 | (+). 
4. Physicians, consultants and attendings ...........-.. 42.5 43.4 | (+). 
8. Therapists and 219.0 204. 6 
16.0 13.0 | (—). 
- Office of manager, personnel, and finance..._........ 59.0 65.0 | (+). 
Other food-service employees... 449.5 444.2 | (—). 
14. Engineering maintenance (excluding laundry) canes 51.0 51.0 
operations (excluding laundry) 232.0 232.0 
OR 22.0 23.0 | (+). 


1 In physical medicine, dentistry, laboratory, X-ray. 


10. Number of member-employees as of January 12, 1959: None. 
hat was number of guards on duty December 31, 1958? 26. 
a (a) Number of patients on January 12, 1959, who are in industrial therapy 
None. 
. For consultant and attending physicians, show mew the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of persons who provided service... 136 141 | 141 
Average pa. pent per consultant or attending !____..._..-.... $2, 466 $2, 275 $2, 274 
Total Sopot pai all consultants and attendings !________. $335, 342 $320, 755 $320, 608 
Total-for travel... 0 0 0 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? Al! shortage categories. 


VI. Research and education 


1. For hospitals with approved research and education activities: How ee the 
research and education programs contribute to patient care in your hospital? 
They afford facilities for clinical research that attract and help to retain better 
physicians by affording them the opportunity to improve their professional 
eomnagran 3 Clineal medicine and research are closely correlated with researeh 

ing simply a more formalized and profound extension of the information used 
in daily clinical practice. The clinical research done here gives evidence of more 
detailed and interested patient evaluation. More emphasis on teaching and 
research results in increased immediate and direct patient care. 
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3. Amount of funds available in fiscal year 1958: 


For education 


$198, 
88, 581 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurologi 


With insurance ! 
Eligibility category 


Without 
Entitle- | Entitle- | insurance 
ment ex- ment 

not 


(0) For treatment of a service-connected 
condition 

(c) For treatment of a non-service-con- 
nected condition 


26 
45 
60 
51 


1 Any form of prepayment insurance. 
2 Information available indicates no patient’s entitlement has been exhausted. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
ng 1958.) At the time of admission, each veteran is questioned as to whether he 

as any hospitalization insurance, workman’s compensation coverage, or third 
party liability of hospitalization is required because of injury. If there is any 
coverage, power-of-attorney forms are obtained authorizing collection by the VA. 
Bills are submitted when the veteran is hospitalized for a non-service-connected 
condition unless we have information that the insurer will not pay for treatment 
received in a Government hospital. The only change since 1957 is that bills are 
now prepared on the basis of an inclusive per diem rate rather than by an itemized 
billing. The estimated cost for collection during calendar year 1958 was $8,195. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 _ 


Amount billed $500, 625 1, 759 
Amount collected 128, 092 $401, 


Research and train- 
ing (pro- 
gram 8300) 
3. Grants from other sources administered through affiliated medical schools. EE a 
| 
182 6 38 133 
(1) Patient has compensable service- 
) In hospital more than 30 days. 2 17 37 
| 
| 
| 
} 
| 
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m.. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Under provisions of chief 
medical director’s letter No. 56-48 dated December 28, 1956, we give estimated 
length of stay and estimated gross cost in non-VA hospitals in this geographic area. 

8. In your opinion are there abuses of non-service-connected care? The ex- 
perience at this hospital would indicate that abuses of this nature are so infrequent 
as to be essentially negligible. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

31.3 68.7 100 
12.9 87.1 100 

1.0 99.0 100 

0 100.0 100 
81.1 18.9 100 
12.4 87.6 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) A daily patient load -........... 1, 987.0 1, 949.0 1, 933.0 1, 922.0 1, 920.0 
- Full-time equivalent staff aed 3, 033. 9 3, 057.8 2,981.7 2, 953. 2 2, 968. 5 
(c) |$14, 986,050 |$15, 357, 304 |$15, 487, 740 |$16, 752,407 | $17, 640, 696 
d) Salaries of staff ?__...................-. 12, 342,909 | 12,683,858 | 13,753,512 | 14,787,642 
TERIA 81, 785 77, 746 79, 148 79, 936 83, 452 
Communications__.............. 48, 864 54, 588 56, 374 59, 426 59, 833 
Utilities (gas, coal, water, etc.) - 283, 888 300, 459 324, 071 317,990 
| ee et f 894, 346 890, 617 871, 599 878, 115 
Drugs and medicines._...............-. 241, 662 243, 884 260, 950 270, 666 
~ Medical and dental supplies 303, 286 333, 950 338, 820 320, 410 
) Asset acquisitions including equip- 
203, 549 149, 459 194, 869 199, 144 
(D All other.._..- 865, 330 749, 991 869, 224 723, 644 
(m) Cost per discharged patient 1,314 1,392 1,431 1, 581 


1A for common services: Show all costs to nearest dollar of actual cost. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. There has been a gradual constant 
and insidious squeeze placed on the primary fund allocation. Except when there 
has been a statutory pay increase, the primary fund allocation has remained fairly 
static. With the constant expansion of medical procedures and techniques, 
periodic pay increases, rising costs of supplies, equipment, and services, etc., the 
total effective dollars available has constantly been decreased. This has resulted 
in less money for medical personnel, essential maintenance, and services. It is 
possible to maintain an adequate and essential basic diet but only by decreasing 
constantly the variety of foods, i.e., ‘‘more stew, less chops.” 4 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the a length of stay? How or why? Although man- 
agement at this hospital makes every effort to keep the average daily patient load 
from influencing physician’s judgment in admission and discharge of patients, we 
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believe that the allotment of funds based on average daily patient load increases 
the length of stay because it places a dollar value rather than therapeutic results 
on patient days. This is particularly true with respect to the use of average daily 
patient load as an enforcement technique for budget performance. We believe 
that funds allotment should be based on a series of weighted factors such as 
tient turnover, types of beds, physical plant, average daily patient load, num- 
Ge of operating beds, types of hospital, ete. These funds should not be with- 
drawn during the fiscal year except as a result of major change in the hospital 
rogram. 
: 4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? (a) There are 
appropriate but not adequate standards of comparison. Parts of the ceemation 
can be compared by using the monthly VA statistical reports and the D.M. & S. 
controller letters, but this information is old when we get it. (6) Only partial 
comparison is possible because the VA gives total care including professional 
salaries (P.M. & R., special services, etc.) and civil hospitals give partial care 
nerally and exclude these costs. Expenses for personal services are different. 
hysicians are not included in civil hospital costs. (c) Partial only. (d) Closer 
communication between Government and civil hospitals. Devise a basic stand- 
ard for different sized hospitals, 250, 500, 750, 1000 beds, etc., with weighted 
factors to determine differences that should apply in each case. Group hospitals 
by type and send this information to hospitals for self analysis. Speed up the 
dissemination of statistical data and make it more complete. Develop some type 
of qualitative analysis to measure quality of medical care. (e) This has been 
discussed with responsible officials of Government and civil organizations on 
many occasions. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.067. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.755. 

(ec) if all your patients are not on the same ration, what differences are there? 
Why? Medical, surgical, and psychiatric groups receive noruishment to supple- 
ment their diets. The spinal cord injury and tuberculosis patients receive ap- 
proximately 30 percent additional food in the protein group in order to meet the 
nutritional needs created by specific diseases. The primary factor in differences 
in diet is based on medical requirement. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 1 housekeeping, 98 nonhousekeeping (includes 29 vacant beds in double- 
occupancy rooms). 

b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Efficiency apartments as housekeeping quarters are extremely important 
both to recruiting and maintaining shortage category personnel. Many voluntary 
hospitals in the Chicago area have adopted this plan and are offering critical com- 
petition as a result. The one set of vacant housekeeping quarters (6(a@) above) is 
designated for a physician. The one individual whom we are seeking as qualified 
to be chief, pulmonary diseases would not be interested without the availability 
of quarters. Equally important is nonhousekeeping quarters provided they are 
adequate in size and comfort. (Present nonhousekeeping quarters are very small 
and almost totally inadequate for comfortable living.) 

(c) What additional quarters do vou believe would add quality or stability to your 
staff? This hospital needs 40 to 50 additional efficiency apartments to meet 
local competition in recruiting and maintaining staff in critical categories. Quar- 
ters for career employees and their families who are expected to transfer, frequently 
are also needed. 

(d) Could cost of such quarters be a lucrative investment? Such quarters 
would be a lucrative investment to an incalculable amount in terms of patient 
care. However, such quarters should be maintained on a break-even basis without 
regard for monetary profit. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $78,227,600. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. New drugs, new and highly specialized medical 
equipment (cardiac surgery, cardiopulmonary equipment, etc.) increasing costs 
or personal services, spiraling costs of supplies, equipment, contractual services, 

ugs, chemotherapy, and tranquilizing program. Hospital maintenance costs 

ve risen. The constant evolution of medical and paramedical techniques is 


33427 O—59 
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continually increasing the cost of operation through the need for highly specialized 
equipment and additional technically trained personnel. This can be offset to 
a small extent by improved management techniques in some cases. The changi 
length of hospital stay affects this problem also. See item 3, section VIII, aad 
item 3(d), section III. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Following extensive training, operating funds were decentralized 
to each functional activity with responsibility assigned for operating within those 
funds. This training included all chiefs of activities, professional and adminis- 
trative, section chiefs, and key personnel. The objective was to decentralize 
decision making on spending to the lowest level of competence. A climate was 
carefully established for inauguration of a systematic method improvement 
program with a management analyst on the hospital roles as an integral part of 
the program. Serious emphasis has been placed on systematic reviews in all 
activities with special importance placed on the use of all of the tools of manage- 
ment. Comprehensive stationwide training programs in all aspects of manage- 
ment have been initiated and vigorously pursued and in each case, cost con- 
sciousness has been stressed with emphasis on highest quality patient care. The 
objective of all these programs is the highest quality patient care at the least 
practical cost. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


6, 817, 964 9.6 
5, 407, 115 7.6 


Nore.—This laundry provides service for V A research hospital and Westside VA hospital in addition to 
this hospital. 


(b) What was the cost of laundry service during the last 6 months of calendar 


year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the — of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 1 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.034; per pound, $0.042. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.049; per pound, $0.062. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Applicants who do not require 
hospitalization for medical reasons are not admitted. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? In this hospital the admission 
and treatment of patients is and has been based on medical need. The medical 
demand on this hospital is such that no beds can be closed. 

_13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. "Patients retained in this hospital are 
in need of hospital care and could not be adequately treated on an outpatient basis, 
except for those items enumerated in III, 4(a), page 4. 

b. What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $95,557. 
(2) Visits to hospitals by patients on CBOC status: 12,231. 

(3) Cost per visit: $7.81. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given-more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Changes in direc- 
tives. Cite examples. The minimum amount of a formal construction contract 
has been increased to $2,000 thereby permitting more flexibility at the station 
level. The purchase of equipment has been almost entirely decentralized. The 
number of controlled items of equipment has been reduced to about 20. Manda- 
tory administrative procedural practices are continuing a downward trend: 
The manager has authority to make organizational changes below the division and 
service level. This has not always been permitted. 

(b) Has your hospital had an internal audit of its administrative operation? 


0. 
(c) If a fair profetiana} medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Professional medical auditing procedures within 
the VA and from non-Government groups are in existence and are being utilized 
with good results. The VA groups include the special medical advisory group, 
central office consultants, and full-time staff and-the local consultant and attending 
staffs. The non-Government groups include the Joint Commission Accreditation 
of Hospitals, American Medical Association, American Psychiatric Association, 
and the various medical specialty boards. These agencies function actively 
on a current and recurring basis with the hospital. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are Le song 4 visits of the area office 
staff? Professional and administrative assistance by the area medical direc- 
tor’s office has been limited. Visits have been infrequent. 

(2) Of what value would you think these visits are to VACO? The value 
of these visits to VACO would be equivalent to the competency of the repre- 
sentatives making visits to field stations. 

(3) Would less frequent visits be more useful? The frequency of visits by 
the area consultant staff would be of greater value if they occurred on a 
more systematic basis. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. Second and third portions of this 
question not applicable. : 

2. Is the management development program directed toward making good 
employees or good managers? Both. he program is directed toward develop- 
ment of people to hold more responsible positions. At the same time the job 
performance in their current position is enhanced. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? Fiscal year 1959: Project No. 12-5344, replace eleva- 
tors P6 and P7, $86,000. 


Not programed, or under consideration for fiscal year 1962: 


Priority Project description 


838 


ce No. 


— 


' See supplementary letter with reference to long-range construction program. 


| 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Amount 


Tuckpointing building 5 and building 1 bays 

Concrete porches and steps, buildings 12, 13, 14, 16, 18 

Porch roof covering, buildings 12, 13, 14, 17, and 18 

Steel catwalk, building 1, section E 

Dump cage, open pit reconstruction 

Interior painting of buildings 50, 51, 58, and 54 

Concrete sidewalks in selected locations 

12-inch steam main expansion joints between boiler plant 5 and 156 

Floor covering, Mastipave, buildings 53 and 54 

Completion of medical illustration laboratory, F-112, building 1 

Replacement of 12-inch motorized gate valve on station water main, building 5 

Replacement of ash handling equipment and parts, boiler house, building 156 

10, 2-ton air-conditioning units, window-type, for group special rooms, building 1 

ag mee Ad deteriorated telephone posts, wiring, and electrical posts from former Vaughan 

arracks area 

Exterior painting in east and south sections of building 1 and certain other buildings (build- 
ings 12, 13, 14, 23, 24, 25, 26, 27, 28, 29, 31, 32, and building 1, north, south, and east eleva- 
tions only (not including roof eaves and facia) 

Dietetic equipment, oven for building 130 

Cafeteria line, patients’ dining room, section AB, building 1 

Dietetic reorganization in Vaughan section: (1) Closing serving kitchen, wards 129 and 132; 
(2) Revamping TB kitchen and changing to cafeteria line, building No. 53; (3) Establish 
a dining room for positive TB cases 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


Amount 


Exterior painting, buildings 186, T-225, 130, 131, 132, 133, 134, 135, 136, 141, 142, 143, T-200A, 
138, 139, 140, 144, 146, 147, 148, 149, 150, 153, 154, 155, 156, 159, 160, 163, 164, 165, 166, T-208__ 

Reroofing of buildings 

Floor covering, building 1 

Replacement of floor, main kitchen, building 8_- 

Tuckpointing in general 

Parking lots and stri 

Repair of concrete sidewalks 

Landscaping g 

Installation of steel catwalks, sections 3, D, G, building 

Replacement of floor covering boardwalk adjace 

Painting of property line fence 

Painting of and other ward furniture (to be accomplished in increments) 


sk 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exciude items listed in 


question 1 (b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description 


i 


1. Modernization of patients’ treatment rooms in various wards in building 1 

2. Modernization of electrical distribution system, buildings 12, 13, 14 

3. Replacement of deteriorated wood screens on entire hospital 

4. Replacement of boilers and modernization of boiler house, building 5 

5. Removal of road material and replacement with dirt, fill, plow, disk, harrow, rake, and 

seed with dry grass in former Vaughan barracks area 

6. Construction of oxygen storage building adjacent to former central service, building 168_- 

7. Detention screens, building 51 

8. Acoustical tile ceiling, buildings 1 and 2 

9. Acoustical tile ceiling for boardwalk adjacent to mye rey 
10. Replacement of conductive flooring in the surgical suite B-4 
1l. Ultrasonic instrument washer 
12. Operating room lights with built-in camera 
13. Cubicle curtains for patients’ rooms and bathrooms, building 50. 
14. Painting and general repairs and overhaul, kitchen No. 130 
> Overhaul and renovate one 5-ton-capacity compressor, kitchen No. 
17 
18. 
19. 
20 


130 

; | mage walk-in refrigerator doors with plexiglass doors, kitchen No. 130, 13 at $300 each-- 
Paint all refrigeration interiors, kitchen No. 130 

. Overhaul and renovate refrigeration, two 5-ton-capacity compressors, kitchen No. 130... 

. Replace walk-in refrigerator doors 

. Replace fiooring in TB dining room and serving area No. 53 


| 


! See supplementary letter with reference to long-range construction program. 


err 


( 
Inere 
fle 
Con: 
a 
( 
13. | 
15. 
16. 
17. 
18, 
20. | 
21. 
23. 
24. 
25. 
(a) 
Se 
W: 
an 
me 
dis 
sal 
po 
000 
000 
000 
1 1, 000 
500 
000 
000 
000 
000 
000 
000 
000 
800 
000 
500 
900 
200 
000 
000 
200 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Precasting and installation of reinforced concrete automobile bumpers for parking lot 

Increase number of street lighting standards along Tripp Ave. from north side of baseball 
field and golf course to Airmail Rd 

Construct tennis courts and recreation area for personnel in area west of building No. 53 
and south of building No. 50 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


GU clinic: Instrument sterilizer, direct steam heat 
Sterilizer, water, 25-gallon capacity, steam heated 
Central service: Water distilling apparatus (mew) - 
Sterilizer, pressure steam (replacement) 
Building 53 and 54 surgical supply sterilizer cyclomatic control (2) 
Wards 128 and 129—surgical supply sterilizer (1) 
Medical wards, building 1, bedpan sterilizers (rep!acement) 
. Wards, 51D, 50A, B, C, and D bedpan sterilizers (5) 
. Wards E-2, G-2, G-3, G4S bedpan sterilizers (replacement) 
Bedpan washers; (8) 
, a poate machine automatic kitchen No. 8 and No. 130 ($2,200 each; 1, 1960; 1, 
1961 
. Sink, 3 compartment, pan washing with steam injector and greast trap, building 53 
. Mixing machine with 40 and 80 quart bowls Kitchen 130 
. Mixing machine with 60 and 120 quart bowls, bakery 
. Food shaping machine, kitchen No. 130 
Dish machine FT 24, scrapping table and disposal AB kitchen and No. 130 ($15,000 
each; 1, 1960; 1, 1961__.._-- 
. Cafeteria unit, building 51 dining room 
a urns, 8 gallon capacity, EF kitchen and No. 130 and building No. 50 ($1,500 each: 
, 1960; 2, 1961) 


20. 
21, 


£3 


22. 
23. 
2. 
25. 


= 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) A modern hospital plant. This present plant is basically in two_units. 
The first unit was constructed approximately 40 years ago by the Public Health 
Service. The second unit, the former Vaughan General Hospital of World 
War II, cantonment type, is approximately one-half mile from main building 
and was built in the early 1940’s. Sufficient funds have not been available to 
maintain this total plant in first class condition. The obsolescence and wide 
dispersion of the 155 buildings and structures makes it very difficult to render 
good patient care and adds greatly to the operating cost. (b) An adequate 
salary schedule that will enable us to compete on an equal basis in this metro- 
politan labor market for professional and other shortage category personnel. 


Amount 
Ie $1, 800 
1, 700 
1, 900 
Amount 
| 
12 
1 
14 
16 
17 
1 
1 
Garbage disposal, units, 3 horsepower EF kitchen 
atoeatan, radiographic, and fluoroscopic 300 MA complete with generator unit, building i : 
Film changer angiographic biplane complete with generator, 2 platforms, 2 stands for 
Cafeteria line in patients’ dining room in AB section, building No. 1......-.------------ 
| 
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MARION, ILL. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Marion, Ill. 
Type of services: Type of hospital, G.M. & 8. 
ame, qualifications, and tenure of— 
(a) Manager: C. Davee, M.D., appointed May 1957. 
(6) Assistant manager: 8S. H. Birdzell, appointed September 1957. 
(c) Director, professional services: Same as manager. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Total | TB Neuro- | G.M. & 8. 


Psy- 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed capacity 
Operating 


1. 
2. 
3. 
4. In process of activation 
5. Construction 

6 Staff 

7 

rent operating plan regardless of 


staff availability 
8. Other 


9. Patients remaining 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_..._._-- 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number 
(6) Percent of total patients re- 
maining (line 9 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(a) Numbe 
(6) Percent of total patients re- 
maining Jan. 10, 1957 


USE OF TRIAL VISIT 


Calendar year 


14. Number of patients sent to trial visit during year__- 
15. Number of patients on trial-visit status as of Dec. 31. 


1 Not applicable. 


| 
164 1 3 18 149. 
] 
AGE OF PATIENTS 
1955 1956 1957 1958 
t 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 


2, 469 
134 
144 

2,191 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The trend is for 
definite decreased turnover and increased deaths. This indicates a growing load 
of patients suffering from chronic degenerative diseases requiring more profes- 
sional and paramedical care. 

III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & 8S. patients, 31.54 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


Hemorrhoidectomy 

Cholecystectomy 

Subtotal gastrectomy for duodenal ulcer 
Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in hos- 
pital? Regular review of chronic patients by rehabilitation committee. 

(b) What improvements have you made since your last report to this com- 
peor Increasing emphasis on self-care rehabilitation activities for chronically 

atients. 

c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, deseribe.) Chronically disabled 
patients are not discharged until adequate postdischarge followup care is assured. 

(d) Are there any indentifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) See section II, 16(6). 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? None. CBOC 
program in operation shows no noticeable effect. 

5. What would you suggest to further reduce hospital stay without ae 8 | 
care? Development of community facilities for care of chronically disabl 
patients not requiring definitive hospital or rehabilitation care. 

6. What is needed to improve turnover of patients? Proper staffing in relation 
to needs indicated in paragraph 5 above as well as increased staffing on our 
surgical service. However, type of patients is frequently the controlling factor. 


1957 1958 
1, 840 1, 652 
Average 
Cases length of 
stay 
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IV. Waiting lists 


1. Number of eligible applicants not es hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
T f uired Total ae 
ype of care req ota’ connec 
Total In non-VA} Not yet 
hospitals | hospitalized 


ger A many patients are scheduled for admission subsequent to January 12, 
1 ‘ 

3. What system do you use for scheduling admissions from the waiting list? 
Veterans’ Administration priority policy. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 7. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “‘Yes,’’ please describe the circumstances. Yes. Emergency and service- 
connected cases are admitted without placement on waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,271; approved, 1,107; rejected, 164. 


V. Hospital staff 
Cas full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time--..................... 8.0 7.0 —1.0 
3. Physicians, residents and 0 
4. Physicians, consultants and attendings_.___.____.___ 13.2 12.5 -.7 
37.0 38.0 +1.0 
Therapists and technicianst--..................-...-. 10.0 11.0 +10 
10. Office of manager, personnel, and 11.5 ii .. 
12. Other food-service 30.0 
14. Engineering maintenance (excluding laundry) .__.__- 21.0 19.0 —2.0 
15. Engineering operations (excluding laundry) - 12.0 $3.01. 


fIn physical medicine, dentistry, labora , X-ray. 
1 0.1 dental consultant. 


20. What was number of guards on duty December 31, 1958? 3.5. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service----_...__-- 14 18 7 
Average payment per consultant or attending !__........._._- $2, 448 $1, 787 $1, 678 
Total amount paid to all consultants and attendings !_________ $34, 276 $32, 174 $28, 528 
$528 $234 $1, 858 


1 Exclusive of travel. 


~ 


1 
2 
3 


| | | 
( 
( 
] 
I 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would acerue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? Both research and training programs would increase 
the quality of staff which would result in improved patient care. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools. OMG ess 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Eligibilt — With insurance ! 
ty category patients | culos atric | 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | net ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days_- | 3 


' Any form of prepayment insurance. 


Norte.—If a patient receiving care for a nonservice-connected disability may be re’ in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
on job-connected injury: None. 

(6) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no a to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
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estimate of the cost of the collection program to the hospital during calendar year 
1958.) Every patient who thinks he has entitlement signs a waiver. A bill is 
prepared and followed until payment is either received or there is a definite deter- 
mination of entitlement exhausted or nonentitlement. Assistance from chief 
attorney is sought in all doubted cases. Changes since January 1957 include 
potentially liable insurance carriers of workmen’s compensation cases are advised 
that if they admit complete liability such patients will be asked to seek care else- 
where. Estimated cost of collection, calendar year 1958, $680. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Pe Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? If, and whenever practically 

ssible, veterans are counseled as to estimated cost in non-VA hospitals for 
GM. & 8. care including estimated length of stay, total estimated cost, advice 
from our admitting physician if desired. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service _Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
2 hip 1955 1956 1957 1958 1959 

(estimated) 

(a) Average daily patient load..__...____- 161.0 166. 0 167.0 166 165.0 

(6) Full-time equivalent staff_....._._.___ 220.8 221.7 222. 2 221 223.8 

(c) $1, 126,978 | $1, 227,452 | $1, 242,838 | $1,409,738 | $1, 451, 145 

(d) Salaries of staff ?......._......---____. 911, 751 , 000, 1,024, 226 | 1, 133, 891 1, 214, 746 

Patient travel. 12, 570 13, 303 17, 249 12, 494 1, 916 

(f) Communications___.............----- 4, 671 4, 633 4, 553 5, 810 6, 818 

Utilities (gas, coal, water, etc.) .._.___- 30, 074 29, 152 28, 737 30, 989 30, 924 

are A ta, Sle 65, 766 65, 084 68, 233 72, 761 72, 934 

(@) Drugs and medicines. --_.._...._..__- 19, 674 21, 998 21, 564 26, 832 26, 370 

} Medical and ¢ Cental supplies Maar on 8, 328 13, 766 18, 366 23, 059 26, 951 
Asset uisit uding equip- 

16, 077 29, 456 16, 097 39, 762 1, 380 

@ Wie a 57, 067 49, 323 43, 813 64, 140 59, 106 

(m) Cost per discharged patient.._...._._- 577 524 534 783 716 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 


2 uding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Increased cost of operation has placed a 
squeeze on our ability to maintain staffing and facilities. No. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? fastemnen patient stay 
as applied to paragraph 2 above. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. Such 
comparison with civil hospitals is not appropriate because diagnostic procedures 
accomplished here are usually accomplished in civil hospitals prior to admission. 
Also rehabilitation facilities are usually not available in the average civil hospital 
and care for chronic patients is therefore not available. The economic level of 
patients using civil hospitals is much higher. Improvement will depend upon 
research which will tend to prevent development of chronic disease or improve 
its treatment. These matters are continually under discussion with VA area 
and VA central offices. 

5. (a) What is the averag raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.158. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.409. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Approximately 70 percent of the patients are on modified diets as pre- 
scribed by physicians. The rest of the patients receive a normal diet. However, 
all are on the same ration pattern. 

6. (a) As of December 31, 1958, give the number of vacent quarters for per- 
sonnel: No housekeeping, 13 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The housekeeping quarters are especially important in maintaining staff 
and for recruitment purposes because of the extreme shortage of suitable rental 
properties in this area. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? The addition of five permanent housekeeping quarters plus 
conversion of the unused nonhousekeeping quarters to housekeeping quarters. 
In several instances the recruitment of an employee for a shortage category posi- 
tion pecans physicians) has hinged on the availability of housekeeping quarters. 

(d) Could cost of such quarters be a lucrative investment? Yes. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased cost of (1) personnel and other 
services, (2) raw foods, (3) drugs, (4) equipment, (5) supplies, (6) utilities, and 
(7) technical advances and new procedures. Effect of increases in cost of six 
items listed is self-explanatory. Treatment advances and new methods and 
procedures for treatment requires new and expensive equipment, additional 
personnel. 

9. What internal programs have you developed to engender cost consciousness 
at yourstation? Full participation of all division, and service chiefs in the develop- 
ment of the station budget. Regular and frequent reviews by all concerned of 
all expenditures and personnel usages and review of other program activities. 
Installation of management development program extending down to lowest 
supervisory level. 

10. Laundry service: 

cant was the utilization of laundry per patient per day during calendar 
year ? 


Total Number per 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
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services, and which were instituted for the purges of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laungry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.094; per pound, $0.125. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.097; per pound, $0.129. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA sanggese | service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Good. 

(2) Timeliness: Good. 

(3) Cost payment to commercial laundry amounted to $0.064 per piece 
and $0.085 per pound for last 6 months of calendar year 1958. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? In our particular situation it has 
no effect on turnover or admissions of patients. However, this concept of finane- 
ing does not fully provide for increased fixed costs of smaller hospitals, thereby 
limiting money available for maintenance and replacement of equipment. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No effect. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $14,887 (this includes LOA returnees not occupying beds). 
(2) Visits to hospitals by patients on CBOC status: 948. 
(3) Cost per visit: $15.70. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralised operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Training program 
and consultant services. Cite examples. Management development program 
and institutes for manager has increased capacity of managers for decentralized 
operational authority. Availability of area personnel on consultant basis—final 
decision on many problems left with manager. 

(b) Has your hospital had an internal audit of its administrative operations? 

es 


_ (1) Was the team personally experienced with hospital operation? Par- 


tially. 

() Was it apparent whether paramount interest was in good practical ad- 
ministration or in how well central office minutiae of procedures were fol- 
lowed? Toward practical.administration. 

(3) How was the internal audit valuable to your hospital? Pointed out 
and emphasized areas defective, such as use of professional personnel for non- 
professional duties. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? Yes. Discontinued using service discharge 
certificate as evidence of eligibility. A recent change .in FA manual makes 
service discharge certificates one of the items which can definitely be used as 
evidence of eligibility. 

(c) If a fair “professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Any operation should benefit from an evaluation or 
viewpoint given by someone qualified to do so. Could come from any source 
familiar with operational requirements. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Quite helpful. See paragraph 1, section TX. 

(2) Of what value would you think these visits are to VACO? Of definite 
value in evaluating station operations. 
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(3) Would less frequent visits be more useful? No. : } 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Certain reports required by central office 
seem to recentralize operational authority. Certain reports, surveys, or studies 
take many man-hours of station personnel and as yet we are unable to determine 
if the ultimate results will or will not benefit the hospital operation. 

2. Is the management development program directed toward making good em- 
ployees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year P 

1959 | Project 12-5362—flame failure safety control---...........-------.---------------- $3, 350 


Not programed, or under consideration for fiscal year 1962: 4-inch epee 
steamline to building No. 2 (new), $8,500; replacing 56 horsepower boiler wit 
100 horsepower, $15,000. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
None, due to lack of funds. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Building repairs, waterproofing, window and door repairs----........--.-.----------------- 
Repairs, steam distribution lines, waterlines, and sewer. 
Repairs, roads, walks, grounds, tree protection, etc., fertilizing and reseeding-_-.._.........- 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Repair ceramic lining on tanks, building No. 1...........-----------..----.----.2-+-------- $1, 600 
Flooring in surgery, isolation transformer ......._.-_-.-------------------------------------- 8, 500 
pair smoke breeching and flyash hopper.................-.-.-------.----.-.------------- 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Guttering, installation of storm doors, quarters .................-.-------------------------- $600 
Aluminum storm windows, northwest corner, building No. 1.....--.----------------------- 1, 950 


(c) Replacement and new fixed equipment costing over $1,000: 
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Description 


Amount 


Replace on unit, meat storage, and deep freeze_--.............-.-.---.---.-.--- 
Ice cube machine 2d and 3d floor (nursing) dietetic 3 each_.-.............-.----..---.- 


Cabinets, sink, stove, refrigerator, building 8 
Air conditioning units, laboratory, pharmacy, dental service 
Tank, hot water storage, building 2 (replacement) 
Replace refrigeration equipment, dietetic walk-in boxes (change to Freon) 


Replacement balance of bedside lights 
Replacement fluorescent lighting (dietetic department) 
Kitchen equipment, stainless steel shelving, grills, oven, steamer, etc 


Replace flow meters, indicators, controls, boiler plant 


Replace personnel housekeeping ranges and refrigerators..............................-. 


Lights operating (su 


reper eB 


3. What, in your opinion, are the most pressing needs in your installation? 
Necessary funds to: (a) Employ the following additional employees; (1) 2 regis- 
tered nurses; (2) 3 nursing assistants; (3) 1 clerk-stenographer; (4) 1 dictaphone 
transcriber; (5) 1 pinta ace es (assistant chief); (6) 1 food service worker; 


(7) 1 food service supervisor; 


) 1 therapist; (6) complete deferred maintenance 


and repair projects, nonbed betterment projects, minor betterments, and the 
replacement of fixed equipment as listed on this report; (c) replacement of out- 


moded and wornout equipment and furnishings. 


FORT WAYNE, IND. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 1600 Randalia Drive. 
City and State: Fort Wayne, Ind. 


Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 


clinic, no. 
Name, qualifications, and tenure of— 


(a) Manager: R. J. Scott, M.D., 7 years chief, medical service; 4 years director, 


professional services; manager, January 25, 1959. 


(b) Assistant manager: C. M. Turner, supply officer, 11 years; assistant man- 


ager, March 10, 1957. 


(c) Director, professional services: Combined with manager position. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise 


specified) 


chia logical 


Total | TB Psy- Neuro- | G.M. & 8. 


Domiciles 


BED CAPACITY AND PATIENTS REMAINING 


Beds use (unavailable): 


Staff not recruitable: Beds re- 
uired 


2 
3. 
6. 
7. 


8. 


9. Patients remaining................-..- 185. 0 2.0 29.0 23.0 
10. Average daily patient load for 12 
months Dec. 31, 1958_.......- 172. 5 1.5 28.3 18.9 


176, 0 

rent operating plan regardless of 

181.0 

123.9 |..---------- 
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II. Bed capacity and patient load—Continued 


*  Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & S. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
103.0 1 5.0 12.0 Sh 
(b) Percent of total patients re- 
maining (line 55.7 50 17.2 52.2 64.9. 
13. Patients'in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining, Jan. 10, 1957_._.--- 51.3 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__- 18 16 14 6 
15. Number of patients on trial-visit status as of Dec. 31. 4 3 0 1 


16. (a2) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 683 1, 563 1, 370 
(b) If there are trends in any of the components above, _——- describe 
their significance and impact on the activities of your hcspital. Trend over past 


5 years indicates a longer length of stay. 


Although ADP 


has remained more or 


less constant, length of stay has increased while the turnover rate decreased. 


The aging veteran 


pulation is attributable as approximately 50 percent of 


patient load are in the 55-and-over age group. Those in this age group do not 
respond to therapy as quickly and are more susceptible to chronic, disabling 
diseases in contrast to younger age groups. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 42 days. 
_2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 


a 
‘] 
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of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Cases 


5 
Subtotal gastrectomy for duodenal ulcer.-...................-.-----.--------- 2 
Prostatectomy: 

3 


inea! 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital stay reports are prepared monthly and presented to management, 
service chiefs, and the hospi stay committee. These data, coupled with 
periodic analysis of clinical records with emphasis on length of stay, provide an 
excellent source for evaluations, recommendations, and followup. 

(b) What improvements have you made since your last report to this com- 
mittee? Through increased systematic reviews as outlined above, physicians 
have become extremely conscious of the importance of discharge planning. 
Responsibility for continuous program planning has been placed on the ward 
physicians through their respective service chief. Good medical practices require 
a longer hospital stay when the recuperation of the older patient is involved. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increasing age of veteran popula- 
tion and increasing incidence of chronic diseases. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? The length of 
stay would be reduced. 

(6) What effect would such a program have on your cost of operation? There 
would be an increase in cost of operation; however, a greater number of veterans 
could be treated under such a program. 

5. What would you suggest to further reduce hospital stay without impairing 
care? It is believed that es weg stay could be uced without imparing care 
if oe treatment could be provided. 

6. What is needed to improve turnover of patients? Factors which influence 
length of stay are directly related to patient turnover. Outpatient care, while 
increasing costs, would definitely improve turnover of patients. ; 


IV. Waiting lists 


1. Number of eligible applicants ee hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total | connected 

Total In non-VA| Not 

hospitals |hospi 
1, Total applicants. 45 45 45 


2. How many patients are scheduled for admission subsequent to January 


12, 1959? 25—medical, 8; surgical, 13; NP, 4. ; 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheauled from the waiting list when beds are not needed for 
emergency admissions. Beds are offered those persons for whom they are suitable 


Average 
mz length of 
Stay 
14 
% 
21 
45 
56 
87 
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who are listed first in the highest priority group. No person in a lower priority 
group is offered a bed when there is one or more — of a higher priority. 
All service-connected cases are scheduled immediately. 

4. In addition to the persons reported in reply to questions 1 and 2 above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 34, pending applications. 

5. Are patients admitted without placement on the waiting lists? If the an- 
swer is ‘‘Yes,’”’ please describe the circumstances. Yes. Those requiring emer- 
gency hospital care, and service-connected cases. 

6. Number of applications for admission from July 1 through December 31, 
1958; Total, 1037; approved, 838; rejected, 199. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
crease (—) 


de 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
Total_-_- 1 248.3 239.9 —8.4 
2. Physicians, full- and part-time- . 10.0 
3. Physicians, residents and 0 
4. Physicians, consultants and attendings.............. 21.3 
6. Nurses_...- 42.0 40.0 —2.0 
44.0 42.0 —2.0 
8. Therapists and technicians 3%. 10.0 12.0 +2.0 
9. Social 1.0 
10. Office of manager, personnel, and finance............ 11.0 12.0 +10 
12. Other food-service employees 34.8 31.0 —3.8 
14. Engineering maintenance (excluding laundry)-......| 14.0 11.0 —3.0 
15. Engineering operations (excluding laundry) -_-....---| 15.0 16.0 +10 
17. Special services 4.3 
18. All other staff___ 38.9 38.3 .6 


1 Did not include consultants and attendings. 
2 Was number, not FTE. 
3 In physical medicine, dentistry, labaratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. Annual 

wage (average): None. 
. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of — discharged during past 3 months who were given in- 
dustrial therapy: None. . 

22. Number of patients in day hospitalization: Norie. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service..-.-.------ 11 10 13 
Average payment per consultant or attending !_._._-..--.-_-- $1, 3C9 $1, 480 $1, 271 
Total amount to all consultants and attendings 1__..____. $14, 400 $14, 800 $16, 525 
Total for travel. _ 0 0 0 
1 Exclusive of travel. 


334275936 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
Phy x 
Nurses x 
Ancillary. x 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) —_- programs such as medical, para medical, or 
hospital administrative trainees? The presence of medical research and educa- 
tion activities always elevates the level of medical care programs due to the par- 
ticipation of the staff in these activities, and adds knowledge which leads to a 
better overall hospital program. 

3. Amount of funds available in fiscal year 1958: None. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis c 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total_. 5 10 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition 18 5 10 
(1) Patient has com: ble serv- 
ice-connected disability...... 4 2 2 
2) In receipt of VA pension---.--. q 1 3 
In hospital more than 30 days - 1 4 
4) Other-- 3 dha 1 1 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. : 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Veterans admitted for treatment of a non-service-connected 
ability are required to execute a power of attorney and agreement. The insurer 
or employers are advised of the veterans confinement and statement of charges 
is forwarded. When liability is denied, the correspondence, together with the 
insurance policy, if available, is referred to the chief attorney. The veterans 
insurance policy is procured when he is in doubt as to the nature of his insurance 
coverage. 


I 
\ 
J 


| 
| 
A 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1958 


1957 
Amount billed... $104, 405 $64, 155 
Amount collected 19, 858 9, 245 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? When non-service-connected 
veterans applying for hospital care encounter or yee in answering the questions 
concerning ability to pay, they are advised of the probable length of stay and the 
oe daily cost of hospitalization based on prevailing rates in the community. 

8. In your opinion are there abuses of non-service-connected care? In our 
opinion the abuses of non-service-connected are are very minimal. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII, Costs 


1, What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts) 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
f Average daily patient load___.....____ 165.0 170.0 169.0 170.0 170.0 
(6) Full-time equivalent staff........____- 265.7 251.3 248.6 247.6 243.1 
(c) eR $1, 298, 315 | $1,345,841 | $1,343,996 | $1,493,735 | $1,554,390 
a fr 1,009,611 | 1,113, 466 128,438 | 1,249, 184 033 

Communications..................-_- 5, 326 6, 037 6, 510 6, 499 6, 763 
Utilities, (gas, coal, water, etc.)_..___- 24, 563 22, 356 : 21, 685 21, 754 
66, 946 74, 291 
#) Drugs and medicines. _........__-_-- 27, 295 050 81, 115 41, 629 752 
) Medical and dental supplies._.______- 21, 937 21, 507 22, 691 23, 558 

k) Asset acquisitions including equip- 

62, 344 22, 574 12, 485 24,751 7,447 
@  Allother_.___. 76, 872 59, 401 52, 900 54, 600 75, 110 
(m) Cost per discharged patient........__- 715. 90 756. 36 765. 41 957. 67 1, 121.01 


1A for common services: Show all costs to nearest dollar of actual cost. 


2. Do zou believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is believed that the pri fund alloca- 


tion provides an acceptable standard of medical care for the patient load assigned. 
oes the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? e allotment of funds, 


| | 
] 
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on the basis of average daily patient load, does not appear to have any significant 
influence on length of stay at this hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes, there are 
statistical comparisons with other VA hospitals; however, patient demand, 
physical plant variances, and social and economic factors in the community are 
not reflected and must be taken into consideration. Recently, statistical com- 
parisons of costs have been developed between the Veterans’ Administration, civil, 
and municipal hospitals. They have been discussed with responsible officials, 

5.(a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.086. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.133. 

c) If all your patients are not on the same ration, what differences are there? 
pe io All patients are on regular diets with the exception of those on prescribed 

t therapy. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 1 housekeeping, 7 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are essential and without them we would be placed in a disad- 
vantageous position in maintaining and recruiting staff. 

(c) What additional quarters do you believe would add quality or stability to 
your stafft Housekeeping quarters for division and service chiefs would aid in 
recruitment since their length of employment at this small station is oftentimes 
short. This short tenure is due to their frequent transfer and promotion to 
larger stations. 

d) Could cost of such quarters be a lucrative investment? It would not be 
lucrative, but cost studies have proven that income would more than offset 
expenses; therefore, eventually returning the original investment. 

. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $7 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The primary factor in increasing costs 
is personal services. We have been continually reducing employment, but total 
salary costs are still climbing. Materials and supplies are our next largest item 
of cost, and also the next greatest factor increasing costs. For example, our cost 
of subsistence has risen at the rate of about $4,000 per year. The shrinking value 
of the dollar is a problem of deep concern in hospital administration. 

9. What internal programs have you developed to engender cost consciousness 
at to station? e have had two formal training sessions in the last year on 
budget control and policies. This training has been given to all supervisors. 
Results are evident in close relationships between budgets and actual expendi- 
tures. We have further decentralized budget activities, with more delegated 
authority to preparation and in amount of funds controlled. Some services have 
found that instructing employees in the cost of equipment and supplies has made 
for effective cost consciousness. 

10. Laundry service: 

(a) Ay was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient 


Pieces 826, 317 13, 
Pounds 608, 814 9. 


aS 


(6) What was the cost of laundry service during the last 6 months of calendar 
ear 19581 (Ali stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and eavipseenty maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the p se of making VA laundry opera- 


tions comparable with commercial laundries. P hospitals will report only costs 

excluding these memorandum accounts.) ; 

Laundry costs computed on basis of all costs ime to Federal laundries, 
excluding memorandum accounts: Per piece, 


.051; per pound, $0.069. 


h 
v 
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Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.067; per pound, $0.091. Af 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? We do not feel there is an 
relation between this financing plan and either turnover or admissions at this 

tion. 

— How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,483.42. 
(2) Visits to hospitals by patients on CBOC status: 168. 
(3) Cost per visit: $8.83. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples. 
C Funds can be spent more advantageously to meet individual needs of hospital; 

2) decentralization of classification authority provides expedient recruiting as well 
as decision making at the local level. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? The audit would possibly evaluate the hospital as to 
a standard of acceptable medical care; however, local staff, area office. The 
accreditation committee of the AHA, and visiting consultants perform these 
evaluations on a continuing basis. If such professional audit team were estab- 
lished, VACO would be in the best position to gather necessary data. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The area office provides valuable information in coordination of 
roblems between stations. Visits are informative, effective, and stimulat- 
ing, in analyzing and evaluating professional and administrative programs. 
(2) Of what value would you think these visits are to VACO? It is 
paired they provide a close liaison between central! office and the individual 
ospital. 
(3) Would less frequent visits be more useful? The present visits by area 
supervisors are adequate. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Recentralization of classification authority 
of centralized positions has been beneficial in the standardization of positions at 

A stations, resulting in better morale. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program has been 
very beneficial in improving performance within positions presently occupied; 
in addition, it has aided the development of potential managerial personnel. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1961 | U ded electrical m for ical suite... $7, 000 
Project 13-5136 automatic sprinklers, buildings Nos. 1, 2, 3, and 4 6, 000 


542 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


Not programed, or under consideration for fiscal year 1962: (1) Cooling water 
system (cooling tower pumps, controls, and piping) for all air-conditioning and 
refrigeration equipment at this station, approximately 80-ton capacity. (2) Air- 
conditioning system for auditorium, approximately 40-ton capacity. (3) Plastic 
roof for fifth floor sun porches. (4) Piped oxygen system. (5) Access road to 


recreation area. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fisel year 1959, 


Description Amount 

Plant maintenance and repair-_-_-_- $11, 951 
Utility distribution system, maintenance and repair. 
Other engineer maintenance repair. 10, 497 
Laundry maintenance and repair 41 
Motor transportation maintenance and repair 2,771 
Buildings maintenance and repair 56, 584 
Grounds maintenance and repair....- 314 
Special use equipment maintenance and repair. = 675 

Total... 83, 004 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral, 


Description Amount 
1, Repair tile floor of roof » building No. 1... $4, 000 
2. Resurface and seal parking lot 1, 400 
3. Installation of smoke barrier doors, 3d and 4th floors, building No. 1 1, 200 
4. Overhaul central radio system 1,800 


- 2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None. 

(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


1. Installation of conductive flooring in surgical suite, 2 increments of $2,000 each: 
Increment No. 1, fiscal year 1960 $2, 
Increment No. 2, fiscal year 1961 2, 

2. Alteration to pharmacy 2, 


(c) Replacement and new fixed equipment costing over $1,000: Water still or 
water equipment, $1,200. 

3. What, in your opinion, are the most pressing needs in your installation? 
Provision should be made to adjust for increased costs of operation, Present 
workloads are increasing without any change in staffing pattern. Ratio of em- 
ployees to patient load is constantly being reduced as full-time equivalent em- 
ployment becomes less. The restricted annual budget allocation must absorb 8 
variety of increased costs such as (1) high cost of equipment replacement, supplies, 
and drugs; (2) higher average daily base salaries, due to statutory periodic step 
increases; (3) new legislation and regulations require payment of uniform allow- 
ances; Government contributions to employee group life insurance premiums and 
retirement; 2-hour minimum overtime payments; performance awards under 
Federal employee awards program; and, statutory promotions. These costs indi- 
vidually, are not great; cumulatively, however, they represent amounts which 
severely restrict the hospital operational program on the present annual allocation 
and may endanger the quality of medical care. ; 
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INDIANAPOLIS, 


I.- General 


Name of hospital: Veterans’ Administration Consolidated Hospital. 


Street address: 1481 West 10th Street. 
City and State: Indianapolis, Ind. 


IND. 


Type of services: Type of hospital, G.M. & S.; Domicile, no; formal outpatient 


clinic, No. 
Name, qualifications, and tenure of— 
(a) Manager: Verne K. 


Harvey, M.D.; diplomate, American Board Preventive 


Medicine and Public Health; 17 years Medical Director, Civil Service Commission; 
1 month as manager of this hospital, 19 months with VA. 
(b) Assistant manager: Malcolm Randall; master’s degree, hospital adminis- 


tration; ACH A; 3 months at this hospital, 3 years as assistant manager. 


(c) Director, professional services vacant—DPS named manager this hospital. 
II. Bed capacity and patient load 


Item (as of Jan. 12, 1959, unless 


Hospitals—T ype of bed or patient 


otherwise specified) Domiciles 
te Total| TB | Psy- | Neuro- |G.M.&8, 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity. 727 185 91 37 
Beds not in use (unavailable): 

6. Staff not recruitable: Beds _re- 

7. Type of bed not required for cur- 
rent operating plan regardless of 

staff availability... 

9. Patients 669 184 75 36 
10, Average daily patient load for 12 

months ending Dec. 31, 645 187 74 67 


11. Why is staff unavailable with reference to line 6? Vigorous recruitment of 
ychiatrist, a shortage category physician, was not undertaken because of limited 


unds. 
a concerted recruitment effort will be made. 


However, central office has just made funds available for this purpose, and 


AGE OF PATIENTS 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless cm he ot 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M, & 8, 
chiatric | logical 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) 4 patients re- a 
ma. 39 15 
13. Patients in hospital on - 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
Jan. 10, 40 24 58 


| 
| 
d 
of 
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USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during Len 3 0 0 9 
15. of patients on trial-visit status as of Dec. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 5, 894 5, 468 5, 
387 325 322° 
5, 134 4,724 4,051 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. No statistically 
significant trends reflected. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
- sonnery 12, 1959, because they were not required for fiscal year 1959 operating 

n one. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G. M. & S. hospitals: Average mg for G. M. & 8. patients, 28.5 days. 

(b) TB hospitals: Average stay for TB patients, 1U2 days. 

2. (For G. M. & §&. hospitals only) Give the average number of days of 
hospitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations: (Include only the ex- 
perience of patients admitted for the surgery indicated. Exclude the experience 
of any patients with multiple treated conditions.) 


Average 
Cases length of 
stay 
16 12 
erniorrhaphy - 87 19 
Subtotal gastrectomy for duodenal ulcer 19 36 
Prostatectomy: 

0 0 
Perineal___ 4 40 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Committee composed of professional and selected administrative per- 
sonnel conducts semiannual internal audit of patients length of stay. Corrective 
action is taken on any deficiencies noted and recommendations made. 

(b) What improvements have you made since your last report to this com- 
mittee? Program has been formalized through systematic review by committee. 
The matter of reducing length of stay is consistently emphasized to the professional 
staff. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Advanced age of patients and 
chronicity of disease or condition will increase length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It would be 
negligible, based upon the present CBOC program. 

(b) What effect would such a program have on your cost of operation? It 
would be negligible. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestion in light of 3(b) or 4(a). 

6. What is needed to improve turnover of patients? Adequate and careful 
review of charts by hospital stay committee. At this station the continuation of 
the present program of emphasizing reduction in length of stay will help this 
problem. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals [hospitalized 
1, Total applicants... 143 3 140 


BE ey many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 
The er! grouping established by VA Circular 18, dated September 8, 1958. 
4. In addition to the persons — in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 25. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Medical emergencies and service- 
connected veterans are admitted without being placed on waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,605; approved, 2,968; rejected, 1,637. 


| 
1 
f 
2 
9 
5 
0 
0 
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V. Hospital staff 


peg ue full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty ! Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 19562 | Dec. 31, 1958 to 1958 

1. 869. 6 848.1 —21.5 
2. Physicians, full- and part-time. -..-........--..----- 20.7 16.7 —4.0 
3. Physicians, residents and interns._-_.........--.---- 8.5 13.0 +4.5 
4. Physicians, consultants and attendings............-- 15.8 19.8 +4.0 
Nerees. 138.8 140.9 +2.1 
7. Hospital aids.........-.- 171.0 164.0 —7.0 
8. Therapists and technicians 3... 49.9 44.0 —5.9 
10. Office of manager, personnel, and finance... 26.0 25.0 -1.0 
12. Other food-service employees... 122.0 116.0 —6.0 
13. Leundry......-.-.---------------------------------- 24.0 22.3 -L7 
14. Engineering maintenance (excluding laundry) -..-_-. 54.0 50.3 —3.7 
15. Engineering operations (excluding laundry) - ---....-.. 10.0 8.0 —2.0 
17. Special services... 10.0 11.0 +1.0 


1 Total full-time equivalent smatermpent of 970 reported last survey in error as part-time employees, 
consultants and attendings erroneously reported without conversion to full-time equivalency. 

2 Dec. 31, 1956, employment low by approximately 30 — as a result of low patient load and employ- 
ment freeze due to consolidation of West Tenth Street and Cold Spring Road Hospitals. 

3 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 6. Annual 
wage (average), $815. 

(b) What is the value of this program to the member and to the hospital? This 
program valuable to patients no longer needing definitive medical treatment but 
needing rehabilitation in a protected work environment and equally valuable to 
the hospital as they are placed in positions where regular employees would not be 
fully utilized but where duties require 8-hour coverage. 

20. What was number of guards on duty December 31, 1958? 8. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 5. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 6. 

(c) Average days of hospitalization of patients reported in (6): 150. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service_......----- 85 87 74 
Average payment per consultant or attending: ! 

Total amount paid to all consultants and attendings !_...._-.- $156, 923 $142, 413 $135, 000 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


' 


Consultants and attendings.._- 

Therapists and 
Social workers. 

Engineering maint 

services - 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(a) It keeps the staff abreast of current trends in diagnostic and therapeutic 
techniques and procedures. It makes available to the staff, through medical 
school affiliation, the best that is available in American medicine. (6) It attracts 
to the VA, and retains in the VA, many highly skilled, exceptionally well-qualified 

rofessional personnel who otherwise would not be interested in VA employment. 

t keeps the interest. among all VA professional personnel high because they can 
participate in the academic as well as the practical, in terms of the latest develop- 
ments in scientific medicine. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools_. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
, All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total__ 105 9 3 0 8 85 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
103 2 0 8 85 
(1) Patient has compensable serv- 
(2) In receipt of V.A pension... __ 29 3 
(3) In hospital more than 30 days.- 14 1 


' Any form of prepayment insurance. 
Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 


1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


) 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 7. 

me) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: 3. 

3. What action do you take to collect pemet for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include ap. 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Patients admitted to the hospital, who are not service connected for the 
condition uiring hospitalization, stating they carry hospitalization insurance 
are requested to sign powers of attorney and agreement. ter discharge, state- 
ments of charges are prepared and submitted to the insurance companies, request- 
ing reimbursement. Sixty- and ninety-day followups are made. If no response 
received, or payment refused, matter is turned over to chief attorney for action. 
Estimated cost of collection program, calendar year 1958, $4,770. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar | Calendar 
year 1957 | year 1958 


Amount billed - 149 $191, 073 
Amount collected 507 49, 074 


wan Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the ngregy of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. Last case submitted in 
November of 1957. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Approximate cost for the 
average number of days of hospitalization for the condition for which the veteran 
seeks admission is given to the veteran. This information is also placed on the 
10-P-10a. This average cost was obtained by survey of per diem charges in 
local voluntary hospitals. . 

8. In your opinion are there abuses of non-service-connected care? There may 
be abuses in isolated cases. However, we are not aware of any abuses, and betieve 
that the great majority of non-service-connected admissions involve no abuse. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


Korean. 23 7 100 
World WarI 3 97 100 
Peacetime. 17 83 100 
All patients 7 93 10 
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VIIT. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Ju 
‘Why 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load-_-..-..-...- 651.0 636.0 630.0 628 0 649.0 
(bo) Full-time equivalent staff--..-..-.-..- 907.7 867.6 844.1 852 8 847.6 
() Total cost !. $4, 574,991 | $4,755, 769 | $4, 661,723 065,822 | $5,311,853 
Salaries of staff ?. 3,681,578 | 3,792,860 | 3,720,652 038, 4, 304, 463 
REE Ee ee 22, 022 18, 903 20, 229 16, 915 18, 840 
Communications.................-...- 23, 24, 469 24, 26, 514 27,008 
Utilities (gas, coal, water, etc.).......- 154, 117 159, 452 162, 154 164, 670 174, 717 
279, 275 257, 451 256, 569 262, 285 6 
(@) Drugs and medicines. .........--..... 135, 950 115, 552 111, 361 129, 397 147, 232 
Medical and dental supplies_-......... 96, 576 104, 422 95, 318 104, 134 111, 225 
)» Asset acquisitions including equip- 
70, 704 48, 336 42, 523 78, 865 11, 342 
@ = Allother_........- 111, 363 284, 354 228, 583 244, 378 233, 399 
(m) Cost per discharged patient: 
) au 585 585 569 673 4877 
TB? 4, 257 2, 900 3,006 
} Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
41955 and 1956 data are based on tabulations of 25 percent sample of d records; 1957 data based on 
20 percent’sarhple; these samplings are for calendar years, and were-applied to year cost figures through 
fiseal year 1958. 1959 data based on 100 percent sample. 


4 Fiscal year 1959 cost based on consolidated G.M. & 8. and TB hospital. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is difficult to provide the standard of 
medical care which we believe acceptable, in view of the rapid advances being 
made in medicine. Steadily rising costs mean that there is a constant squeeze on 
funds available. This leads to reduction in personnel, curtailment of certain 
service, and deferment of maintenance and repair and equipment replacement. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? as no bearing 
on length of stay. Patients are discharged as soon as medically feasible. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? As such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have feisty 
adequate cost and employment comparisons with VA and non-VA hospitals. It 
must be remembered, however, that each hospital presents its own unique prob- 
lems and that mere statistical comparisons do not present the total picture. It 
is felt that VA hospitals are operating as effectively and efficiently as any hosvitals 
in the country. For example, a study made for 1957 showed that the number of 
employees per 100 patients in nonprofit voluntary hospitals averaged 218; govern- 
ment (non-Federal), 197; VA G.M. & 8S., 139; VA Hospital, Indianapolis, 133. 
In 1957 this same study showed that per diem cost in voluntary hospitals averaged 
$26.81; government (non-Federal), $24.23; VA G.M. & S., $20.70; VA Hospital, 
Indianapolis, $19.79. It is felt that the gap between VA and non-VA hospitals 
in terms of staffing and costs would be further widened this year. Comparative 
figures have been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.056. 

(6) What is the cost per served ration for all other food service activities from 
0 1, 1958, through December 31, 1958? $2.01. 
c) if all your patients are not on the same ration, what differences are there? 

? Patients in an acute, convalescent or rehabilitation phase of an illness 


(other than psychotic) receive additional foods, 10 to 30 percent above the basic 
ration as necessary to meet the greater nutrient requirements. For example, 
patients who are paraplegic or have tuberculosis require 30 percent additional 

the highest cost group. In addition, many patients are 


protein foods, which are 


| 
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required to be on a modified diet, as prescribed by a doctor as an integral part of 
treatment. This also requires higher cost foods. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 13 nonhousekeeping. (Housekeeping quarters tempo- 
rarily vacant due to transfer of manager). 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Exceedingly important. It would not have been possible to have 
employed as many physicians and other key staff without quarters. uarters 
have also been a valuable asset for new key employees, enabling those who wish 
to live off the station to become adjusted in the community and better locate 
housing in the community. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? An additional apartment building containing four housekeeping 
apartments. 

(d) Could cost of such quarters be a lucrative investment? It is doubtful 
that such quarters would provide a lucrative return in terms of dollars, if rentals 
were to remain at a reasonable level. They would certainly be a lucrative invest- 
aE ere in terms of recruiting and maintaining staff. 

7.. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $21,258,795. ' 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Rising costs of personal services, sup- 
plies, utilities, equipment. In addition the rapid advances in medical science 
requires more complicated and costly procedures, tests, and techniques. This 
tends to increase the requirements for personnel. 

9. What internal programs have you developed to engender cost consciousness 
at your station? ivisions and Services review statistical analysis cost com- 
parisons, and compare their own costs with other VA hospitals. These are re- 
viewed with management as a part of the program of systematic review and 
appraisal. The management development group also reviews cost factors of 
the divisions and services, as a part of the management improvement program. 
Divisions and services participate in budget planning. Funds are allocated to 
each service and division for control and expenditure. , 

10. Laundry service: 


(a) What was the utilization of laundry per patient per day during calendar. 
year 1958? 


Total Number per . 
number patient-day 


1, 459, 422 


1, 078, 572 


(b) What was the cost of laundry service during the last six months of calendar’ 
year 1958? (All stations other than NP hospitals will report costs separately to: 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on’ 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal’ 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs. 
excluding these memorandum accounts.) ' 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.038; per pound, $0.051. y 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.047, per pound, $0.064. ‘ 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No. 

11. What import does the average daily patient load concept of financing’ 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? None. Admission and dis- 
charge of patients is based solely on medical indications. ? 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. Patients are admitted 
only on the basis of need for hospitalization, and are promptly discharged when 
maximum hospital benefit has been reached. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually nooting hospitalization? The assumption posed by this 

uestion is that theoretically the operating bed requirements would be reduced. 
owever, as of now this would not be true at this hospital, since the stay is low 
for G.M. & S. patients, the turnover is high, and there is a waiting list. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $40,158. 
(2) Visits to hospitals by patients on CBOC status: 3,443. 
(3) Cost per visit: $11.66. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Most important, 
by the attitudes of central office. Cite examples. (1) Primary fund concept 
with wide latitude for use of funds; (2) VA manuals and directives have been 
reduced to broad basic guidelines, eliminating detailed instructions and permitting 
managers maximum flexibility in operating the station; (3) increase in decentral- 
ized classification authority; (4) authority to make organizational changes 
below division and service level; (5) wider latitude in accomplishment of mainte- 
nance, repair, and betterment projects; (6) decrease in number of positions 
centralized to central office. 

(ec) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? It is questionable if a valid professional medical 
audit could be devised which would provide more positive benefits than the 
eam system of self-inspection, and the inspections by the area medical staff. 

owever, should such an audit be devised, it is felt it should come from VA 
central office. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The visits of the area office staff have been most helpful. 

(2) Of what value would you think these visits are to VACO? It would 
seem that these visits keep central office more closely in touch with the field 
stations. This liaison is necessary in order to keep central office abreast of 
trends, status of operation, and problems in the field. 

(3) Would less frequent visits be more useful? Visits of area office per- 
— have been helpful. Therefore, less frequent visits would not help the 
station. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. It is our opinion that the intent of 
central office directives has been to decentralize operational authority. 

2. Is the management development program directed toward making good 
employees or good managers? It is directed primarily to the improvement of 
work performance and the development of all employees. Since employees at 
many levels have an opportunity to exercise either good or bad management 
practices, it is important to the effective operation of VA to develop these people 
at all levels. A broad based program such as this will inevitably develop better 
managers at the top. 
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X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year (estimated) 
1959 | None. 

1960 | 1. Convert visitors’ alcove A-328 to offices, building 1, West 10th division. ...--..- $2, 500 
2. Smoke barrier doors, building 1, West 10th Division.......-.....-. 2-22.22. 4, 200 
3. Animal research laboratory, west 10th division. (Project No. 13-5138) __...___- 100, 000 
4. Smoke barrier doors, building 8, CSR division................-.....-.-----...- 3, 000 
5. Air conditioning, central service department, CSR division............._.._..- 2, 500 

1961 | 1. Consolidate regionai office medical division with hospital, west 10th division 

2. Automatic sprinklers for auditorium stage, building 11, CSR division (project 
3. Air conditioning for auditorium, west 10th division. .... 6, 000 
4. Air conditioning for comatose ward, west 10th division. 5,000 

Not programed, or under consideration for fiscal year 1962: 
Description Amount 

1. Pave area to incinerator and linen exchange building, CSR-_........-.........-......... $7, 000 

2. Modernize X-ray facilities, building No. 1, OSR division...........-.......---.-.---_-- 35, 000 

3. Renovation of corridors in wards, building 1 and building 8, installation of acoustical 

drop ceiling, lighting fixtures, floor covering, vinyl fabric wall covering, plastering, 
4. Conversion of dayroom on wards 6 and 7 to 6-bed ward and convert 8-bed ward to day- 
5. Gymnasium and occupational therapy building, west 10th division.--..............--- 125, 000 
6. Additional construction to expand clinical area by building over 1-story wing of present 
engineering office area rooms B-18, 19, 20, 21, 22, and 23, west 10th division............ 35, 000 
7. Shower stalls, installation of additional shower stalls in patients’ area on wards, west 
9. Enclose 3 roof gardens, 7th and 8th floors, building 1, west 10th division_...............- 20, 000 
10. Oxygen and suction outlets; installation of piping and outlets in private patients’ rooms, 
11. Conversion of room A-535 to students’ laboratory, west 10th division. ___......-....-.-- 4,000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Description Amount 
1, The hardware on a fire-escape door was changed to the panic type to conform to the 
2. The pressure-reducing valve, on the high-pressure 8-inch line supplying the hospital at 
West 10th St. with steam, burst. It was replaced with a new valve..........-....--- 1,000 
3. The brick walls of the hospital at West 10th St. were tuckpointed- ...............------ 3,175 
4. The ba oy — in wards 6 south, 6 west, and 5 west were covered with plastic to pro- 1,900 
5. Toilet, room 314, building 1, CSR, is being remodeled; new tile walls, painting, plumbing pret 
Installed new bearings on hoist motor of No. 6 elevator; adjusted all elevators at West : 
7. Repaired roofs of buildings 1, 2, 8, and 9, CSR... --..--........-..-....-...22--2---s---- 1, 


8. Replaced elevator cable, CSR-.__._.-.-- 
9. Replaced 9 door closers, CSR......_.-... 
10. Replaced soot blower in boiler, 2... 
11. Installed new plates for oil burners in oil fired boilers, CSR-- 
12. Replaced soot cleaner in boiler, CSR-.........-...---.------.. 
13. Installed new linoleum flooring in north end, building 7, CSR. 
14. Replaced porch roof at north end of building 7, CSR.....-.....-.....-----.-.---------- 
15. Replaced the 6-inch pressure-reducing valve in steam-heating line, West 10th street_.__- 
16. Replaced steam heater coil assembly in laundry, CSR._..........-.-...------ ee. 
17. Installed new hot-water tank in tankroom, building 2, CSR...........-..----.---..----- 
18. Material to fabricate screens for building 1, West 10th St...........-_.....-.----.------- 
19. Replacing doors in building 1, West 10th St_................-..---.--------------.- 2... 
21. Refurbishing castroom, room A-665, West 10th St_....-.....---....---.-.-------.------ 
22. Installing new doors, paving driveway and other incidental work for the east delivery 
entrance to the supply warehouse, building 1, West 10th St__.._..._..--...--.----_--- 
2B. —— notion-picture screen, revamped projector room and other incidental work, 
24. Converted visitors’ alcove to 2 office rooms, room A-325, building 1, West 10th St____.-- 


| 


250 
130 
824 
300 
214 
500 
600 
800 
600 
500 
102 
400 
180 
140 
600 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
West 10th St.: 
1. Masonry repairs and calking nurses’ quarters, building $1, 000 
2. Repair shower stall in Male Quarters, Building No. 5.........------------ wucwcleds Jc 1, 200 
3. Replacement of window screens, Hospital Building No. 1......-......--------------- 13, 000 
CSR division: 
4. Repair and resurface road north of housekeeping quarters area_................------ 7, 000 
6. Replacement of steam return lines from building 8 to building 7- -- 3, 000 
7. Protective treatment with Jennite of parking lot and main road___-.- 3, 000 
Deferred equipment, West 10th division: Laboratory glasswasher__._.......___________-_-. 2, 925 
Deferred equipment, CSR: 
3. Replacement of sterilizer autoclave 36 by 20 inches, central service... .........-.....-- 5, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


. Renovate patients’ bathroom, wards 2, 3, and 4, building 1, CSR division. ............. 
. Modernization, passenger elevators 1 and 2, building 1, CSR division_.................. 
Renovate nurses’ stations, wards 5, 6, and 7, building 8, CSR division____._-.........-- 
Replacement of garage doors, personnel garage, building 10, CSR division----.......--- 
. Exterior painting, building 1, West 10th division......................-..--2-.---------- 
. Interior painting, building 1, West 10th division and CSR division_._.............-.-..- 
. Nurses’ intercom call system, building 1, West 10th division.......................--.-.. 
. Improve street lighting, West 10th St. division 


S22 


. Replacement of window screens, building 1, West 10th St. division____- a 
. Tuckpointing and calking approximately 13,680 square feet stonework, building 1, 

12. Replacement of floor covering in patients’ rooms, wards 1 and 2, building 1, CSR division. 
13. Replacement of floor covering in patients’ rooms, wards 3 and 4, building 1, CSR division- 


$ 


= 
PAP 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


y 

7. Radioisotope, building 19, West 10th: Install dual-zone heat-control system_..._.......- 
8. Grounds: Additional planting, east entrance, building 1, West 10th....._...-...-_------ 
Ambulance entrance: Install aluminum canopy, building 1, West 10th division. .......-. 
0. Theater building 1, West 10th division: Install 2 shower stalls backstage and relocate 


Zz 
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1, Installation of new floor and base in bakeshop, dietetics, building 2, CSR division_..._. $1, 000 
2. Changing rinse spray from hand-operated to foot-pedal type in dishwashing units in 
3. Clinical laboratory, room B-330, building 1, West 10th division: Installation of 2 addi- | 
tional soapstone sinks and installation of acid resistance floor in glass-washing room___| 1, 600 
4. Fiscal division, building 1, West 10th division: Removal of wall and installation of | 
hew partitions and flooring to expand area....................-.........-...-.---.-...| 1, 200 
5. Canteen, building 1, West 10th division: (a) Install partition, room A-151; (6) remove | 
partitions, rooms B-145 and B-144; (c) remove entrance door from present position and . 
Place at juncture of rooms B-144 and B-148; (¢) remove existing swinging door at en- 
trance hallway; (e) enclose the hall leading to the kitchen with a doorway__.....-.__- 2, 
6. Main lobby, building 1, West 10th: Cut opening and install door between main 
a commu of automatic door operator and control, surgery entrance doors, building 1, 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

1. Replacement of glass washers, kitchen, building 1, west 10th division._.................. $1, 200 
2. Installation ice cube machine, ward 5, building 8, CSR division. _.................-.-... 1, 100 
3. Replacement of coffee urn battery, patients’ dining room, building 1,West 10th St________ 1, 200 
4. Automatic controls for autoclave, central service, CSR division ._......._...-.-..-..--- 1, 500 
5. Replacement dishwashing machine and table, building 8, CSR division. ._............_-. 2, 500 
6. Replacement dishwashing machine and table, building 1, CSR division. __...........__. 2, 500 
7. Installation new laboratory glassware washer, electric, complete with water still, building 

8. Laundry, building 33, CSR division, installation of new press, adjustable trouser leg form _ 1, 800 
9. ca nmap of sterilizer, pressure, steam, dressing with automatic controls 36 by 20 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing need of this station, as we are sure of many stations, is the need 
for additional funds. The cost of hospital care has risen steadily. This has been 
occasioned not only by the rising cost of supplies, services, and salaries, but also 
by the rapid advances made in medical science. The services provided in the 
hospital field a few short years ago can no longer be considered good medical care 
in light of present practices. Central office has provided this station with all 
funds possible within the appropriation. However, necessary fixed costs mean 
that personnel must constantly be reduced. The number of personnel in VA 
hospitals has been reduced at the same time that the number of personnel in 
voluntary hospitals has been increased. It is felt that maximum utilization of 
personnel is being made, and that further reductions will seriously affect the 
quality of medical care. 


MARION, IND. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: East 38th Street. 

City and State: Marion, Ind. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 

Name, qualifications, and tenure of — 

(a) Manager: Harry G. Hockett, MD., 3 years. 

(6) Assistant manager: Gordon ron Buhler, 5 years. 

(c) Director, professional services: William A. Sandy, M.D., 1 year. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 19 0 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
rent opera’ regar: 
10. Average daily Patient for 12 
months ending Dec. 31, 1958......._. 1, 559 72 > 3 5 


! Member-employees. 
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II. Bed capacity and patient load—Continued 


* Hospitals—Type of bed or patient 
Item (as of Jan. 12, 1959, unless 


otherwise specified) Domiciles ! 
TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


A PATIENTS 


12. Patients in hospital on Jan 12, 1959, 
who were 55 years of age or older: pip 


55.1 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 

(a) Number 944.0 é 867.0 

(0) Percent of total patient re- 

maining Jan. 10, 1957 59.0 i 59.0 


14. Number of patients sent to trial visit during year--- 229 
15. Number of patients on trial-visit status as of . 31. 76 78 89 169 


1 Member-employees. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 


' Includes transfers: 1956, 21; 1957, 36; 1958, 58. 


_ (b) If there are trends in any of the compénents above. please describe their 
significance and impact on the activities of your hospital: The continued upward 
trend in number of patients placed on trial visit and discharged, is in direct ratio 
to the number of persons in the medical service who are directing their efforts 
toward getting patients out of the hospital. This includes the use of tran- 
quilizing drugs. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how fnany TB beds (rated capacity) were 
converted to other than TB use? 137 NP-TB beds were changed to NP beds. 


| | | 
| 
USE OF TRIAL VISIT 
all Calendar year 
[mm 
! 
1956 1957 1958 
0 
0 
6 
5 
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IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 


during the 6 months ending December 31, 1958: 


(ce) NP hospitals: What is the length of time in hospital since admission of 


those patients reported on item 9 in category II (total column) 


January 12, 1959? 


as in hospital on 


Length of time since admission Number of Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Weekly staff reviews to determine present status of patients. Investiga- 
tion of home situations and employment is recommended at these weekly con- 
ferences. Continuous alertness on the part of the medical service to recognize 
the potentialities of patients to adjust outside the hospital. 

(6) What improvements have you made since your last report to this com- 
mittee? Our ability to recruit more doctors during the past year has contributed 
greatly to the improvement in getting patients out of the hospital. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) No. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Expanding our 
activities to provide posthospital followup care would require more psychiatrists; 
we are already suffering a shortage of this type of personnel for inpatient care. 
Therefore outpatient followup care cannot be considered in the for seeable future. 
In view of the above, with our present force, outpatient followup care would be 
at the expense of inpatient care. 

(6) What effect would such a program have on your cost of operation? It 
would increase our cost of operation a considerable amount in both professional 
and administrative cost. 

5. What could you suggest to further reduce hospital stay without impairing 
care? More doctors; recruitment of psychiatrists in sufficient quantity to meet 
the full requirements of this hospital. 

6. What is needed to improve turnover of patients? Under the circumstances, 
we feel that we have reached a maximum of turnover at this hospital with the 
professional staff available. However, it could be increased in proportion to 
whatever increase could be realized in recruitment of psychiatrists as outlined 
in paragraph 5 above. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not vet scheduled for admission and not VA patients: 


Nonservice connected 
vice 
Type of care required Total | connected 


Total |Innon-VA| Not yet 
hospitals hospitalized 


1. Total applicants: 134 66 68 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 17 patients are authorized for admission. F 

3. What system do you use for scheduling admissions from the waiting list? 
Cases are reviewed periodically by the registrar and chief of professional] services, 
with letter to veteran or person requesting admission regarding present status of 


] 


= 


— 
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veteran. Acceptance depends upon availability of beds for type of patient. All 
cases on the waiting list are nonservice connected with no service-connected 
disability. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? There are three on the waiting list from other vA hospitals. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances: Yes; all service-connected cases are 
authorized. All active service cases referred to us by central office, all emergency 
cases requiring hospitalization for humanitarian reasons, and short term G.M. 

S. emergency cases, who cannot be admitted elsewhere, are authorized also. 

6. Number of applications for admission from July 1 through December 31, 

1958: Total, 393; approved, 392; rejected, 1. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of oshes 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1 1,101.8 1, 098. 0 —3.8 
2. Physicians, full- and part-time--_-.............-.---- 12.0 13.0 +1.0 
3. Physicians, residents and 0 
4. Physicians, consultants and attendings_......_...-.- 4.2 2.7 1-1.5 
8. Therapists and technicians ?........................- 65. 0 69. 0 +4.0 
10. Office of manager, personnel, and finance 28.0 29.0 +1.0 
12. Other food-service 158.3 163.0 +4.7 
14, Engineering maintenance (excluding laundry) --.-.-- 44.3 49.3 +5.0 
15. Engineering operations (excluding laundry) - -------- 58.0 50. 3 —7.7 
164. 2 132.2 1—32.0 


' The loss was due to transfer of psychology trainees and consultants to VA Center, Dayton, Ohio. 
In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 6; annual wage 
(average), $414.20. 

(b) What is the value of this program to the member and to the hospital? 
Patients placed on the member employee program are usually those who have 
been hospitalized for extended periods of time and have lost contacts with family 
and community and must relearn many of the simple skills of adjustment, develop. 
self-confidence in the handling of personal problems, finances, and need to rees- 
tablish new work habits if he is to remain outside of the hospital. We have found 
our program providing experience and training in these areas and have been 
pleased that the large majority of those admitted to the program have remained 
out of the hospital. The hospital has not only benefited in terms of the work 
done by member-employees, but in terms of the morale boost among those who 
work with member-employees and feel themselves a part of the treatment program. 

20. What was number of guards on duty December 31, 1958? Seven. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
nemo Group industrial work therapy, 99; individual work therapy, 94; total, 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: From group industrial therapy, none; from individual work therapy, 


13; total, 13. With 4 to trial visit; 3 to family care; and 1 to member employee 
program. 
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(c) Average days of hospitalization of patients reported in (6): The average 
number of days hospitalization for the 13 patients discharged to trial visit, foster 
home care, and member employee program was 2,032 days each. 

22. Number of patients in day hospitalization: 1,570. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 ! 
Number of different persons who provided service ____..__.__-- 16 16 13 
Average payment ne consultant or attending ?_____.._______- $1, 895 $2, 041 $1, 138 
Total amount to all consultants and attendings ?...___- a $30, 325 $32, 650 $14, 800 


Ist half. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
This hospital does not have a director of research and education and does not 
receive funds designated for research purposes or education beyond those funds 
distributed by the area medical office, Columbus, Ohio, for visiting lectures or 
interstation personnel details for purposes of orientation and training of brief 
duration and on an irregular basis. his station participates in a social work 
service and a psychology training cooperative program with Indiana and Purdue 
Universities. Funds for the social work service trainees are allocated on special 
request by VA central office. Funds for the psychology training program in this 
area are administered through the VA hospital, Dayton, Ohio. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? Research and training programs would contribute to 
our patient care as follows: (a) Provide a focus of interest promoting continued 
study of new developments and findings in the field and keeping professional staff 
up to date; (b) promotes interdisciplinary communication pt cooperation in 
training and research and through this inpatient care and program development 
(c) would permit continuing evaluation of diagnostic and therapeutic procedures. 
Since research and training proceed hand in hand, separating the benefits to be 
derived from each individually is difficult if not impossible. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and — 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general None |..------------ 
3. Grants from other sources administered through affiliated medical schools. None |-..------------ 


! Through area medical office. 


| 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on-November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- | 
(3) In hospital more than 30 days-- 


1 Any form of prepayment insurance. 


Note,—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing fist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of admis- 
sion indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 2. 

(b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) The finance office follows up on insurance claims as follows: (1) Tracer 
60 days from date of original statement of charges (by agent cashier); (2) tracer 
90 days from date of original statement of charges (by agent cashier) ; (3) referred 
to chief attorney 120 days from date of original statement for such action as he 
deems appropriate (by fiscal officer). No recent change has been made in this 
routine which is in accordance with II 10-424 dated May 3, 1957. Cost of collec- 
tion program during calendar year 1958: $74.54. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? None, by reason of the fact 
that this is an NP hospital. 

., 8: In your opinion are there abuses of non-service-connected care? Very few, 
if any, for the reason that NP care in private or profit-sharing facilities is so 


expensive that only a very few veterans can afford it. This leaves the non- 
service-connected veterans with an NP diagnosis to be treated either in a VA or 
State hospital at public expense. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


Spanish-American War. 6.7 93.3 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_._________- 1, 594.0 1, 601.0 1, 601.0 1, 594.0 1, 545.0 
(6) Full-time equivalent staff. ______- oo 1,119.1 1,099.3 | 1, 095. 0 1, 055. 6 1, 099.8 
(c) i eb $5, 218,029 | $5,474,321 | $5, 555, 428 $5, 875,075 | $6, 294, 585 
(d) Salaries of staff ?___ 4, 230,229 | 4, 487,427 4, 520, 717 4, 804, 662 5, 281, 009 
le ey eee 373 | 282 2 | 743 1, 189 
RO 9, 354 | 9, 346 9,718 9, 783 11, 000 
(g) Utilities (gas, coal, water, etc.).._____- 101, 756 108, 348 106, 036 128, 529 134, 891 
549, 414 518, 197 520, 883 536, 778 514, 892 
(i) Drugs and medicines.................- 16, 773 28,179 45, 344 60, 311 69, 735 
(j) Medical and dental supplies__.......-. 34, 754 56, 749 63, 824 54, 309 58, 925 

(k) Asset acquisitions including equip- 
ment... TE 94,892 | 77, 759 111, 019 100, 024 36, 800 
261, 290 254, 935 241,775 245, 088 254, 529 
(m) Cost per discharged patient..._____... 14, 137 14, 738 14, 989 16, 459 | 18, 465 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Not at this hos- 
pital. We experience very little difficulty in operating at full capacity: 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistical data 
for purposes of comparison appear to be adequate. Hospitals are notable for the 
extent to which they share their moneysaving and economy developments. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0,892. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.148. ; 3 

(c) If all your patients are not on the same ration, what differences are there: 
Why? During the period July 1 to December 31, 1958, a total of 277,964 patient 
rations were served. _Of this number 79,410 29 percent) were modified diets 
prescribed by the patients’ doctors. In addition, approximately 1,200 nourish- 
ments (fruit juices, milkshakes, ete.) are served each day at a cost of approximately 
$1,440 per month. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: One housekeeping, five nonhousekeeping. 2 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Extremely important in recruiting professional staff who require house- 
keeping quarters. Nonhousekeeping accommodations are not too important at 
this hospital. 
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(c) What additional quarters do you believe would add quality or stability to 
your staff? An apartment building for six to eight families—two and three bed- 
rooms. 

(d) Could cost of such quarters be a lucrative investment? Yes, based on past 
experience. 

_ What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $28 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Change from custodial care for mental 
illness to dynamic treatment programs. Increased labor cost is a dominant 
factor forcing hospital costs upward. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralized fund controls; more staff participation in budget 
preparation; emphasis on incentive awards; retraining in work simplification ; 
wider use of cost information; committee to study and approve equipment pur- 
chases. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Nuimberper 
number patient-day 


5, 580, 170 9.74 
3, 724, 217. 92 | 6. 43 
| 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laund- 
ont eons memorandum accounts: Per piece, $0.0244; per pound, 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Question has no application at this 
hospital. Few patients want to be in hospitals or stay in a day longer than neces- 
sary. Actually, there are far greater pressures working to keep patients out of 
the hospital except when they truly need care, than there are for needless ad- 
missions. 

12, How many operating beds could be closed if we were not foreed by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

18. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: None. 
(2) Visits to hospitals by patients on CBOC status: None. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 


(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite exam- 
per fosition classification authority; less restrictions imposed in utilizing oper- 

1g funds. 


N Me Has your hospital had an internal audit of its administrative operations? 
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(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
These visits are extremely beneficial in appraising and reporting the effective- 
ness of field operations. 

(2) Of what value would you think these visits are to VACO? A means of 
bringing about a closer liaison with the field station; firsthand information of 
condition and problems in the field. 

; (3) ¢rep less frequent visits be more useful? More frequent visits are 
esired. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? There has been no recentralization of 
authority. 

2. Is the management development program directed toward making good em- 
ployees or good managers? The objectives of our program are to improve the 
day-to-day carrying out of assigned duties and to help meet the agerncy’s need for 
skilled, responsible personnel. We want to reach all employees interested in their 
personal development and future with this or other VA facilities. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1959 | 1, Project 07-4199, stair towers, buildings Nos. 15, 16, and 17. Specifications have 


been prepared and submitted for bidding---.-_-_.........----.--...------------ $83, 000 
1961 | None 


Not programed, or under consideration for fiscal year 1962: The following non- 
bed betterment projects are not programed or under consideration to the best 
information available at this time. 

1. New storm sewer trunkline. 
2. Detention screens, buildings 15, 16, and 17. This is listed also as a deferred 
maintenance project. 
3. Replace nonfireproof buildings 19, 20, 21, and 22, with continued-treatment 
buildings 143 and 144. 
4. Headquarters building. 
5. Automatic sprinklers for warehouse, shops, and for 11 other buildings. 
6. Raze buildings 3 and 6 and construct continued-treatment building 141. 
7. Raze buildings 7, 11, and 60 and construct continued-treatment buildings 
145 and 146. 
8. Raze buildings 2 and 5 and construct treatment building 140. 
9. Raze buildings 10, 18, and 24, and construct infirm building 142. 
10. Raze buildings 1 and 4, and construct continued-treatment building 139. 
11. Raze theater building 47, and construct recreation building 149. 
12. Construct gymnasium building 147. ; 
13. Construct linen exchange and executive housekeeper headquarters, building 
154. 
14. Construct warehouse building 153. 
15. Therapeutic exercise clinic building and pool. 
16. Construct garage and fire station building 152. 
17. Construct manager’s quarters No. 151. 
18. Replace nurses’ quarters. 
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XI, Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
Any repair job that required $300 or more of materials or services was considered 
as a major item of maintenance. The items listed include the cost of labor and 


materials. 


Description 


Installation of condensate return line, buildings 7, 10, 18, 24, and 60 
Furnish and install covers and padding on American 8-ro]l ironer 
Dressing tables, with mirrors, for patients, B-23__..................... 
Refrigerator, stove, sink for kitchen for patients’ use, B-23___ 
Cement and lumber for station sidewalks 
Cables, —* for lighting rear buildings 124, 17, 16, 15, 138, and 23 and for transformer 
10. Service: Appraisal of quarters 


14, Pipe and repair parts for fireplugs and heating system 
15. Floor tile and felt lining for corridor, B-12 
16. Boiler blowdown instrument 


18, Repesr parts for coal elevator, B-76 

Valves, pressure regulating, for buildings 1, 2, 3, 5, and 6 
Punch and register in switchboard 
Material to reroof quarters 102 A and B 
Tables, with sink and disposer, kitchen 
Fencing and material for sidewalk between Buildings 124 and 138__...___._._- 
Service: Furnish and install covers and padding on Troy 6-roll ironer 
Service: Resurface roads 


Drainage pump for building 2 
Lawnmowe 


a 
a 
8 


Oe 
: 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


Amount 


alterations and betterment projects. It is very urgent that this elevator be replaced, 
being very time consuming and somewhat hazardous to operate 


depot. It is difficult to obtain repair parts for this piece of equipment. At this time 


5. = installation of a vacuum system in the boiler plant to facilitate cleaning of the plant 
removing dust from within the plant. There is not an adequate system in the boiler 

t at this time for this purpose 


$9, 500 
1, 050 


9, 000 


13, 000 


1,000 


{ 
| 
| 
| 
} 
| 
ll. R juarters 34 
17. Shit 13 
| 
ratory, personnel and fiscal divisions..................----- 
system, steam turbine and pump.......-..-.-.-.-.-...-.- 
1. Replacement of manually operated freight elevator located in building No. 51 which 
was installed in the year 1918 with an oil electric elevator. Please refer to director, 
2, Repiace lignes in the liDrat y, building 49. The lights in the patients’ library are very old 
and obsolete. The present foot candle rating is 9, and it should be between 30 and 50- 
ably be necessary to start additional shifts in the laundry just to dry clothes to stay 
4. The zeolite water softening plant was installed in 1927. It is in need of extensive re- ; 
pairs such as repiacement of valves and repairs to the shell or tank. This plant has 
4 capacity of 400 gallons a minute. It is our desire to replace it with one of about the : 
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Description Amount 


6. Installation of detention sereens in building 15. The windows are presently equipped 
with diamond mesh wire guards on the inside which provide facilities to detain pa- 
tients with suicidal tendencies. These screens are little better than bars at the win- 
dow and are not pleasant in appearance. They have been bent and distorted to such 
an extent where now they present an unsightly $10, 000 

7. Installation of detention screens in building 16. he windows are presently equipped 
with diamond mesh wire guards on the inside which provide facilities to detain pa- 
tients with suicidal tendencies. These screens are little better than bars at the win- 
dow and are not pleasant in appearance. They have been bent and distorted to such 
an extent where now they present an unsightly appearance_................--.-.------ 14, 000 

8. Installation of detention screens in building 17. he windows are presently equipped 
with diamond mesh wire guards on the inside which provide facilities to detain pa- 
tients with suicidal tendencies. These screens are little better than bars at the win- 
dow and are not pleasant in appearance. They have been bent and distorted to such 
an extent where now they present an unsightly appearance... .-...........--.----.---- 10, 000 

9. Major repairs to stained glass windows in the chapels. The chapel windows are multi- 
colored glass woven together with a fine weblike installation of lean mullions. Some 
individual panes are broken, others are cracked and the windows as a whole are warped 
inward and outward. Repairs are necessary due to fair wear and tear__....._...-.-.-- 3, 700 


The above listed deferred maintenance and repair requirements were submitted 
to the Veterans’ Administration central office June 6, 1958. Central office is not 
sure of the funds they will have available for transfer to the stations for completing 
deferred maintenance requirements; therefore, they could not tell us, at the time 
the list was submitted, for how many of these items we could expect to receive 
funds to accomplish. 

Item No. 3, covering a drying tumbler for the laundry, was purchased from 
station funds. This was done because the old tumbler was in such condition that 
extensive repairs had to be made and parts were difficult to obtain. Laundry 
services for the patients had to be maintained. 

Central office had advised us, in Circular 10-1, dated January 2, 1959, that 
funds to accomplish items 1, 2, 3, and 5 will be made available in fiscal year 1960 
and possibly the last quarter of fiscal year 1959. We are going to request central 
office to permit us to substitute the funds they have allotted to us for item 3 for 
another item on this list. 

In all probability the deferred maintenance requirements list will be much larger 
in the fiscal year 1960 than the list submitted in fiscal year 1959. The reason it 
will be larger is that it has been the practice, generally, to make available to the 
stations only the amount of money they have received in previous years. In 
account 8417 it is tentatively established that we will ask for $127,150 plus the 
$20,550 allowed to us by Circular 10-1 dated January 2, 1959, making a total of 
$147,700 for fiscal year 1960. We received $94,044 in 8417 for fiscal year 1959. 
This leaves a deferred maintenance requirements difference of $53,656, the 
difference between $147,700 and $94,044 which we can expect in fiscal year 1960. 
The estimated value of the deferred maintenance list in fiscal year 1960 is $53,656 
plus items 4, 6, 7, 8, and 9, valued at $50,700, equaling $104,356. As can be 
seen from the above, in the matter of 2 fiscal years, 1959 and 1960, the estimated 
deferred maintenance list increased from $71,250 to $104,356. If things stay as 
they are at the present time, the deferred maintenance list for fiscal year 1961 will 
be greater. The cost accounting center, 8417, should receive not less than 24% 
to 3 percent of the total station hospital budget every year. If this amount of 
money was received each year for supplies and materials, a list known as deferred 
maintenance requirements would, in all probability, not need to be maintained. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


The following amounts are not broken down by fiscal years, but are items which we feel 
should be accomplished in fiscal years 1960 1961: 


6. Repair ceiling, 1st floor, building 1, 500 
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Description Amount 
The following amounts are not broken down by fiscal years, but are items which we feel 
should be accomplished in fiscal years 1960 and 1961—Continued 
7. Install new electric cable on street lights__-.................--.---------.---.------- $9, 000 
8. Rewire and install new lights, circuit breakers in boiler plant------.....-.-....-..--- 5, 000 
9. Rewire and install new circuit breakers in housekeeping quarters. -__...........-..-- 10, 000 
11. Replace condensate return line from building 124 to steam tunnel with a 4-inch line_. 10, 000 
12. Replace floors in buildings 1, 2, 3, 4, 5, 6, 7, 11, 18, and 24. ......-.--...-------.----- 15, 000 
14. Repair roof on building No, 8 2, 200 
18. Repair downspouts and gutters, all buildings... 2, 500 
20. Replace condensate return line in building 23_-.-._......-..--.-----..-------------- 10, 000 
21. Replace steam line from tunnel to building 122. Steam line too small---.--_-....--- 12, 000 
22. Repair hot water circulating steam turbine and pump, unit No, 2. ...---...-.------- 4, 000 
New furnace walls in bolter NO. 1, 500 
27. New grates for boilers, as required 2, 000 
%, Repair ash conveyor in bollerroom.... 3, 000 
31. Repoint boiler plant stack and check lightning rods__.-...........--..------------ An. 2, 500 
34. New lights for offices in buildings 1, 2, 3, 4, 5, 6, 7, 11, 13, 15, 18, 19, 30, 60, and 76. ._.-- 6, 000 
35. New concrete floor in basement, building 3__- --..-..............-.--------.-.-.----- 2, 000 
36. Replace lights in dayrooms in buildings 1, 2, 3, 4, 5, 6, 7, 18, amd 24._.....--.....-.-- 15, 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
1. Install new hoods and ventilating system in kitchen, briilding 25... ..............--.--- $600 
2. Install new hood and ventilating system in kitchen, building 124...............-------- 600 
4. Cover walk between buildings 124 and 198._...........-..-.--------.es-eeneswtn- scenes 1, 800 
7. Ventilation of patients, musicroom, building 47......-...---..-.------------------------- 500 
8. Employees’ locker and showerroom, building 16. -....--...-.-.--..--------------------- 2, 000 
15, Install heat and lights in finished basement areas, building 138_.................--.---- 2, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Service sinks for the following: Buillding T-515, building T-516, refrigeration plant in 
Replace dumibwelters, butldiste 96... 2, 500 
5. Replace dumbwaiters, building 24.__...__-------..--.---------- 2, 500 
6. Larger codensate return pump, building 122._-.-....-..---------------- 2, 000 
10, Condensate return pumps in boiler plant (2 each)_..........-----.------------------ 4, 000 
. New draft fan turbines in boiler plant (2 each)... _.....-...---------------------------- 6, 000 
Paint spray booth for 1, 000 
15. Dryer for laundry (2d 9, 000 
18. Pipe-threading machine 1,000 
Radial arm saw for carpenter IL LIE ALL 1, 000 
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3. What, in your opinion, are the most pressing needs in your installation? 
One of the most pressing needs of the station is a new storm-sewer trunkline, 
Consideration should be given to accomplishing this work soon. If an extensive 
replacement of the old ward buildings, which date back to the 1890 period at 
this station, is contemplated, a serious flooding condition of the existing buildings 
might well be expected. Since the newer buildings usually have a larger runoff 
area than the ones that will be replaced, the present storm sewer which is now not 
adequate will only be less adequate in the future. Consideration should be given 
to an extensive replacement of the present antiquated ward buildings. This 
will aid greatly the treatment of neuropsychiatric conditions. 


CLINTON, IOWA 


I. General 


Name of hospital: Veterans’ Administration Domiciliary. 

Street address: 2604 North Fourth Street. 

City and State: Clinton, Iowa. 

Type of services: Domicile, yes. 

Name, qualification and tenure of— 

(a) Manager: C. T. Jackson (lay manager), 8 years. 

(b) Assistant manager: Robert J. Ryan, 1 year. 

(c) Director, professional services: John 8. Walsh, M.D., 10 years. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


In process of activation 
Construction 
Staff not recruitable: Beds re- 


9. Patients remaining 
. Average daily patient load for 12 
months ending Dee. 31, 1958 


. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


| 
Beds not in use (unavailable): 
6. 
¥. Type of bed not required for cur- 
rent operating plan regardless of 
1 
AGE OF PATIENTS 
(6) Percent of total patients re- . 
13. Patients in hospital on Jan. 10, 1957, ‘ 
who were 55 years of age or older: 
6) Percent of total patients re- 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


14. Number of patients sent to trial visit during year--. 
15. Number of patients on trial-visit status as of . 31. 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


1 Not available. 
IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required connected 


Total In non-VA| Not yet 
hospitals |hospitalized 


2. Domiciliary care: Total applicants 16 16 16 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 17 domiciliary members. 

3. What system do you use for scheduling. admissions from the waiting list? 
Domiciliary admissions are scheduled in accordance with instructions contained 
in Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to — 1 and 2, above, how 
many additional persons were known to you on January 12, 1958, who were 
potential admissions? None. 
_ 5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Ours being a straight domiciliary 
with only a 25-bed infirmary and limited professional personnel, we are not equip- 
to operate on a routine G.M. & S. hospital operation. We admit immediately 
or domiciliary care eligible patients from other VA hospitals, particularly our 
NP hospitals, since we have the planned living program and our domiciliary 
a is conducive to good rehabilitation for NP patients. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 450; approved, 402; rejected, 48. 


| 
Calendar year 
Item 
1955 1956 1957 1958 q 
q 
Type of discharge 1956 1957 1958 PS 
ll 13 ll 
| 
500 
0 
0 
0 
0 
304 
% 
442 
87 
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V. Hospital staff 


Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

189.1 185. 5 13.6 
2. Physicians, full- and part-time--._................... 4.0 3.0 —1L0 

3. Physicians, residents and interns.................._- 0 0 0 
4. Physicians, consultants and attendings. ._. 1.5 1.6 +.1 

Js] 2.0 2.0 0 
7.3 6.3 —-10 
8. Therapists and technicians '_........._.............- 4.0 4.6 +.6 
10. Office of manager, personnel, and finance.._._.__.___ 11.0 12.0 +1.0 

12. Other food-service employees........................ 42.4 41.9 -.5 
13. Laundry--_-_- ss 2.0 0 —2.0 
14, Engineering maintenance (excluding laundry) .....__ 43.3 42.7 —.6 
15. Engineering operations (excluding laundry) __.._.._. 11.3 12.9 +1.6 


' In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 91. Annual 
iy (average), $815. 

(6) What is the value of this program to the member and to the hospital? 
Member employment contributes greatly to the rehabilitation and resocialization 
of our members. We find that members are happier when gainfully occupied, 
their morale is more positive and they are not disciplinary problems. heir 
efforts have greatly enhanced the beauty of our grounds. he interior of our 
buildings are above average through the efforts of our members. Members take 
justifiable pride in our operation and they are just as pleased and proud as our 
civil service personnel when we are commended for our operation. 

20. What was number of guards on duty December 31, 1958? 10 firefighter 
guards and 2 member guards. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

24. For consultant and attending physicians, show below the required data: 


| Total (fiscal years) 


From July 1 through June 30 eenie 

| 1957 1958 1959 
Number of different persons who provided service. __......._- 4 4 4 
Average payment per consultant or attending |__.....---.---- $25 $25 $25 
Total amount paid to all consultants and attendings !_.._..___ | $8, 375 $8, 575 $8, 900 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? Station needs are amply met at this time. 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? We believe there is a fertile field for training 
of hospital administrative trainees in the field of personnel and domiciliary 
activities. 

3. Amount of funds available in fiscal year 1958: None. 
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VII. Eligibility and ability to pay 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industri 
or job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injurv at no expense to the veteran: None. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar vear 1958? None. 

9. Percentave of members as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean... 25 75 100 
War. 0 100 100 
Peacetime -. 100 0 100 
gn 37 63 100 


VIII. Costs 


1. What were your net costs for member care after adjustments for common 
services (including 85-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_._......__- 520 515 477 499 500 
(0) Full-time equivalent 198.7 192.8 186. 3 183.5 183.2 
(¢) Total cost !__ $1, 140,012 | $1, 194,193 | $1,197,929 | $1,274,135 | $1,318, 818 
748, 609 787, 697 782, 080 852, 014 915, 533 
e) Patient travel . 689 1,991 2, 366 2, 148 1, 108 
Communications. _...........__.___. 5, 422 4,379 4, 307 4, 595 4, 907 
Utilities (gas, coal, water, etc.)........ 62, 620 61, 099 61, 656 79, 957 77, 248 
PSOE Ns cehcngnenbatciopaankistesce 158, 365 154, 701 142, 130 152, 575 153, 190 
8 Drugs and medicines. __...._...__-__. 10, 437 13, 162 9, 666 12, 881 13, 193 
) Medical and dental supplies. _........ 3, 183 3, 416 3, 227 4, 292 4,149 

(k) Asset acquisitions including equip- 

t 51, 530 64, 379 77, 657 45, 996 

99, 157 103, 429 114, 840 119, 677 118, 520 
(m) Cost per discharged member__....__-- 3, 878 4, 132 4, 006 4, 290 4, 396 


: Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 

2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, the primary fund allocation is suffi- 
cient to provide an acceptable standard of domiciliary care for domiciliary mem- 

rs. When a member’s illness is such that more extensive treatment is required, 
steps are immediately taken to transfer the member to a VA hospital that is 
designated to handle his illness. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? It is difficult to 
establish suitable comparisons with the other two straight domiciliaries. Factors 
such as varied average daily member loads, physical plant layout, geographic 
location, varied work rates, are just a few of the factors that make for difficult 
comparisons. 

5. (2) What is the average raw food cost per served ration fromm July 1, 1958, 
through December 31, 1958? $0.878. 

} (6) What is the cost per served ration for all other food service activities from 
uly 1, 1958, through December 31, 1958? $1.020. 


334275938 
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(c) If all your patients are not on the same ration, what differences are there? 
Why? We serve approximately 140 special diets, consisting of diabetics, blands, 
low salt, and high and low calorie. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 4 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The morale factor is most important in maintaining these quarters. We 
believe that having quarters for our department heads has helped us in keeping 
them and at the same time must be considered as an important factor when 
recruiting. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None at the present time. 

(d) Could cost of such quarters be a lucrative investment? Not at the present 
time. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $11 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. The domiciliary care program has increased 
along with other VA stations in the areas of increased salary costs and increases 
in Whe cost of supplies and materials. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Regularly scheduled staff conferences, an active budget com- 
mittee, a personnel control board, the incentive awards program, and utilization 
of work simplification techniques have served to develop a wholesome concept 
of cost consciousness at this station. In addition we have developed a program 
in the fiscal division for disseminating cost information to responsible officials. 
When areas of operation appear high or out of line fiscal studies are undertaken, 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
gr excluding memorandum accounts: Per piece, $0.1049; per pound, 

.1394. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.1201; per pound, $0.1596. ; 

(ce) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Satisfactory. 
(2) Timeliness: Satisfactory. 
(3) Cost: $18,119.71. 
(4) Other: This station has always utilized contract laundry service. — 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen pier 

12. How many operating beds could be closed if we were not forced b 
average daily patient load concept of financing just to maintain an average 
patient load so funds would not be withdrawn? None. 


No. 
y the 
daily 


Total Number 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry ovt his responsibilities for operations. Has the decentralization been. 
more increased than diminished? By what methods? Cite examples: It is 
felt that there is room for a considerable reduction in the overall number of reports 
that are submitted by this station. 

(b) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? They 
were gaining experience for this type of program. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The team was very cooperative. 

(3) How was the internal audit valuable to your hospital? They reviewed 
all phases of our program and gave us the benefit of their impartial thinking. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Our medical activities at this straight domiciliary 
are limited. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
They have helped us on a number of occasions. 

(2) Of what value would you think these visits are to VACO? Some of 
these visits should be helpful. 

(3) Would less frequent visits be more useful? Visits as in the past are 
suitable to this station. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? It is felt that present requirements on 
the number of reports could be reduced. 

2. Is the management development program directed toward making good 
employees or good managers? We have brought all of our staff officers into our 
station management development program in order to enlarge their capacities 
for work, which in turn will tend to improve their operating programs and make 
for better employees. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 


Not programed, or under consideration for fiscal year 1962: None. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: No 
major M. & R. projects are programed. Funds are available for all M. & R 

(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral: 
None at this time. 

.2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiseal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None. 

_(b) Minor betterments costing less than $2,000, excluding equipment: No defi- 
nite plans at this time. 

(e) Replacement and new fixed equipment costing over $1,000: None. 
mn hat, in your opinion, are the most pressing needs in your installation? 

long as we are able to operate within our fiscal plan we hope to be able to meet 
the normal recurring needs of the station. 
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DES MOINES, IOWA 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 30th and Euclid. 

City and State: Des Moines, Iowa. 

sane of services: Type of hospital: G.M. & 8.; domicile, no; formal outpatient 

clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: W. B. Nugent, 40 years with VA, 19 rar as manager. 

(6) Assistant manager: G. A. Bingham, 15 years with VA, 14 years as assistant 
manager. 

(c) Director, professional services: H. G. Decker, M.D., certified, American 
Board of Neurological Surgery, 4% years’ administration, U.S. Medical Corps, 25 
years’ private practice, with VA since October 1958. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 

Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1, 
2. 
3 
7 


Staff not recruitable: Beds re- 
Type of bed not required for cur- 
rent operating plan regardless of 


10. Average daily patient load for 12 
months ending Dec. 31, 1958_______- 339 1 25 4 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(b) Percent of total patients re- 


13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


6) Percent of total patients re- 
maining Jan. 10, 1957. 4.2 0. 27 


Item 


14. Number of patients sent to trial visit during year-_..|_...........|---------.--|------------|---------"" 
15. Number of patients on trial-visit status as of Dec. 31_|_-..........|-------.----|.-----------]--------"" 


| 
staff availability | = 
AGE OF PATIENTS 
USE OF TRIAL VISIT 
Calendar year 
1956 1957 1958 
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16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
nn 4, 253 4, 559 4, 836 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Our number of patients 
discharged increases each year. We are treating more veterans with a resultant 
increase in cost. The demand for care increases and our average daily patient 
load has increased during the 3-year period. We plan to increase average daily 
patient load further for the forthcoming year, from 335 to 340. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. Foy amen Average stay for G.M. & 8. patients, 24.2 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
stay 
Cholecystectomy 10 43 
9 20 
4 33 
3 28 
2 32 
37 32 
Roster of operations 
Number 
Diagnosis Date of birth | inpatient 
days 


| 
5 
May 23, 1927 
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Roster of operations—Continued 


Number 
Diagnosis Date of birth —o 
ys 


28, 1888 


10 
10 


| 
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Roster of operations—Continued 


Number 
Diagnosis Date of birth | inpatient 
days 
den Feb. 22, 1894 31 
Prostatectomy, transurethral Dee. 26, 1886 


_3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We have a hospital stay committee which meets regularly, with informal 
subcommittee meetings as required. This committee reviews all aspects of pa- 
bn care as related to length of hospitalization. A planning for patients’ p 
. arge committee is organized to formulate plans for discharge for patients needing 

urther care outside the hospital. A rehabilitation committee headed by a 
physiatrist plans for care outside the hospital of patients, mostly those nandiing 


| 
7 Prostatectomy, perineal. ..............-...----..-----.--..---------.-------| Feb. 14, 1896 
Subtotal gastrectomy for duodenal ulcer__.........-.......--------------.--| Jam. 1, 1897 
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prosthetic assistance. This planning makes possible the discharge of patients 
who are incapable of doing their own planning. 

(6) What improvements have you made since your last report to this com. 
mittee? There is increasing interest in shortening length of stay and committees 
are more active. The director of professional services personally visits ward 
physicians and nurses ten ower to encourage early discharge of patients. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Patients are aging and requiring 
further care as evidenced by a growing trend in readmissions. "Phe disabilities 
of the older veterans are ones that require longer hospitalization. Although this 
hospital has not been materially affected as yet, we are well aware of the coming 
need for long-term care. 

4. (a) What would be the effect on length of stay if you were able to provide post- 
hospital followup care, as needed, on an outpatient basis? Length of stay could 
be reduced, but not to a great extent. In certain instances it would be possible 
to carry out definitive treatment and perform laboratory examinations without 
actually admitting the patient to the hospital. 

(b) What effect would such a program have on your cost of operation? In 
theory, hospital cost should be less. In practice, the overall picture probably 
would. not be altered, since a new department would be organized, probable Te- 
quiring additional administrative and professional employees. With our growing 
trend of admissions it is felt that anything that makes beds more readily available 
results in our admitting more patients. his assumption is based on the concept 
of a straight hospital OP clinic. If any program similar to the out-patient pro- 
gram now provided for <artsnctnkeed veterans is contemplated costs would 
rise appreciably. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Outpatient care for non-service-connected disabilities, 

6. What is needed to improve turnover of patients? Outpatient care for non- 
service-connected disabilities should reduce length of stay and thereby improve 
turnover. Turnover will be hard to improve unless some means is provided 
for the care of long term cases in other than G.M. & 8. hospitals. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 
There is usually a waiting list at this hospital. On this particular date there were 
no yor on the waiting list. 

2. How many patients are scheduled for admission subsequent to January 12, 
1959? None. 

3. What system do you use for scheduling admissions from the waiting list? 
Veterans are called in by ees groups established by directive (service-connected 
veterans are first priority). The most medically urgent or oldest application is 
called in first in each priority group. 

4. In addition to the persons ee in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. Yes. Patients that appear 
at the hospital without having been called in and are emergencies are admitted. 
Patients whose condition is more urgent than any on the waiting list are admitted. 

6. Number of . for admission from July 1, through December 
31, 1958: Total, 4,101; approved, 3,351; rejected, 750. 


a 
if 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

532.0 520.0 —12.0 
2. Physicians, full- and part-time. 28. 2 26.3 -1.9 
3. Physicians, residents and interns _....... “i 7.5 7.0 —.5 
4. Physicians, consultants and attendings ___- ‘ 6.4 4.9 —15 
72.0 74.0 +2.0 
8. Therapists and technicians 40.0 GING 
10. Office of manager, personnel, and finance .........-- 53.0 52.0 —1.0 
12. Other food-service employees-.............-.----....- 48.0 46.0 —2.0 
14. Engineering maintenance (excluding laundry) ..-.--- 16.0 14.0 —2.0 
15, Engineering operations (excluding laundry) --_._.--- 30.0 28.0 —2.0 
17. Special services 6.8 
18. All other staff_._. 81.0 86.0 +5.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? No 
members employed at this hospital. 

20. What was number of guards on duty December 31, 1958? 3. . 

24. For consultant and attending physicians, show below the required data. 


Total (fiseal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service. _.-----.-- 27 24 21 
Average payment per consultant or attending: ! 

$762. 50 $550 $243. 75 

Total amount ‘ae to al) consultants and attendings !.-....... , 975 $24, 575 $11, 725 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time /| Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to poet care in your hospital? 


here are in progress 20 projects in surgery an 


4 in medicine which provide 


positive information for the current care of patients in the hospital. The pro- 
grams stimulate the professional personnel to give better care. The presence of 
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the programs is a definite aid in interesting professional personnel of ability and 
help retain them in the service after employment. 
. Amount of funds available in fiscal year 1958: ! 


(1) VA appropriation 
(2) 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 
Eligibility category 


Entitle- 
ment 
not ex- 


(a) Total. 


(0) For treatment of a service-connected 
condition 


pension 
(3) In hospital more than 30 days. 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

(6) Number of patients in (a2) whose employer-had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) All patients admitted are questioned as to whether or not they have hos- 
pital insurance. Policies are studied; billing is rendered whenever it appears that 
hospital insurance exists. The approximate cost of the collection program for the 
year was $5,371. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar year 
1957 = 1958 


$119, 949 $97, 967 
12, 925 12, 564 


I 
For edutcatiin 
or 
Research 
ro- 
gram 8300) 
deposited in general post 
(3) Grants from other sources administered through affiliated medical schools_ 1 
Without. | 
Entitle- insurance 
ment ex- 
hausted 
hausted 
(ec) For treatment of a non-service-con- 
(1) Patient has compensable 
| 
1 Travel, $295. 
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5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 15. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans are given an estimate 
of length of time that they will be in the hospital, and are informed of the approxi- 
mate cost of the service in other hospitals in the community. 

8. In your opinion are there abuses of non-service-connected care? We have 
dianireok with certain non-service-connected patients’ statements of their inability 
to defray the cost of hospitalization, and have forwarded some of these statements 
to central office for consideration or investigation. Some veterans have had a 
bill rendered and have paid for their hospitalization as a result of these disagree- 
ments; however, we feel that the veteran’s decision to accept hospitalization has 
always been a matter of personal judgment rather than an abuse of non-service- 
connected care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service- 
ted 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiseal year— 


1955 1957 


Average daily patient load 296. 0 < ‘ 319.0 
Full-time equivalent staff 458.4 q 460.8 


Total cost ! $2, 493, 925 $2, 753, 864 
2, 016, 916 2, 161, 814 
5 

8, 988 
50, 036 
137,971 


129, 161 
61, 210 
Asset acquisitions including equip- 
ment 29, 058 56, 500 20, 502 
All other 62, 342 119, 251 
483 550 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The experience of this hospital, 
which has a high turnover rate, has been that the bulk of funds allotted has been 
used for personnel, food, drugs, medical supplies and blood, all items directly 
related to the immediate care of the patient. Funds remaining have been utilized 
as well as possible for upkeep, procurement and repair of equipment. The funds 
Peg after immediate care of the patient have been inadequate. It will be. 

ifficult, for us to continue our standard of care without additional funds since 
our equipment is becoming old, also, if our present trend of servicing more patients 


d 
| 
0 
| 
War Non-service- Total 
a 
. 
: 
Item 
1958 1959 
(estimated) 
(a) 336.0 335.0 
| (b) 457.7 461.8 
(©) $2, 962,327 | $3, 021, 624 
(@) Salari 2,413,962 | 2, 501, 736 
(e) Patier 13, 149 9, 384 
({) Comr 9, 792 9, 792 
(9) Utilit 50, 831 50, 232 
(h) Raw f 139, 629 140, 929 9 
| (k) J 
| 16, 371 
@ 101, 515 
(m) 4 559 
| 
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continues, we will need to increase our professional employees. We have already 
reached a point where it is difficult to obtain physicians on a full-time basis because 
remuneration offered by State institutions and private practice is far greater 
than we are able to pay. 

3. Does the allotment of funds on the basis of average dailv patient load increase 
or decrease the patient’s length of stay? How or why? We have not increased 
our length of stay to maintain average daily patient load. We are experiencing 
increasing turnover with resulting increased cost. 

_ 4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
porsitey Have they been discussed with responsible officials? We are supplied 

y our central office with studies of manpower utilization and costs in nonprofit, 
governmental non-Federal, other VA and private hospitals. We believe that 
these studies are quite detailed, however, we do not believe they offer sufficient 
comparison between any two VA hospitals, for instance, number of buildings and 
size of grounds which are a cost factor, would be difficult to present in overall 
comparative studies. Comparisons with civil hospitals are not appropriate since 
so many do not furnish professional services as a part of their cost. Generally, 
the matter of comparisons has been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.0656. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? TB and paraplegic patients require supplementary feeding. Basic ration 
allowances are computed using the following factors: G.M. & 8. patients, $1.10; 
TB and paraplegic patients, $1.30; psychotic patients, $1. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping, 29 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for reeruit- 
ment? We consider the five housekeeping quarters on this station very important 
in maintaining our present staff and for recruitment. 

(c) What additicnal quarters do you believe would add quality or stability to 
your staff? Additional housekeeping quarters would enable us to secure residents 
and junior staff more easily. We receive frequent inquiries from prospective 
personnel who desire quarters. One member of our professional staff has just 
transferred to another station because quarters were available. 

(d) Could cost of such quarters be a lucrative investment? Our local county 
hospital has had good success in obtaining interns because they furnish house- 
keeping quarters. That organization feels that the investment in quarters is 
quite worthwhile. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $9,250,000. ; 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The cost of food, drugs, supplies and 
equipment has increased. The cost of wage administration labor has increased, 
general salary costs have increased. More things of a professional nature are 
being done for each patient. Medications are being introduced which are more 
expensive. More hours of nursing care are required because of increasing numbers 
of treatments necessitated by advances in medical knowledge (shots, tubes, 
enemas, oxygen), there is more extensive use of intravenous injections. These 
factors shorten patients stay and provide empty beds which are filled immediately 
since we are constantly increasing in turnover. : 

9. What internal programs have you developed to engender cost consciousness 
at your station? Budget preparation is distributed to service and division chiefs 
who are directed to establish communication to all employees for the purpose of 
acquainting them with the current financial condition of the station. The sug- 
gestion program, which includes money-saving suggestions, is emphasized. 
Budget problems are often discussed at middle management meetings where 
attendance consists of lower grade supervisors. A portion of each weekly man- 
ager’s staff meeting is devoted to the budget. All personnel at this station are 
well aware that purchases other than for immediate daily needs cannot be made 
without extensive planning well in advance. 

10. Laundry service: 


— 


i 
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(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


Pounds....--.-- 1, 149, 572 10 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.390; per pound $0.052. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.053; per pound $0,072. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actuallv do not require hospitalization, ete.? None at this station. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of qgerating bene required to meet the needs of veterans 
actually needing hospitalization? here would be no effect at this hospital. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $44,248.21. 
(2) Visits to hospitais by patients on CBOC status; 4681. 
(3) Cost per visit: $9.41. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more Jecuntralised operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Delegation. Cite 
examples. The manager has been given increased operational authority to man- 
age the station within the limitations of funds allotted by the VA central office. 
Funds allotted are determined by appropriations availa rather than by the 
manager’s request for his estimated needs. 
¥ (6) Has your hospital had an internal audit of its administrative operations? 

es. 


: i, Was the team personally experienced with hospital operation? No. 


( 

(2) Was it apparent whether parmount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The team obviously was interested only in how well this station 
carried out central office minutiae procedures. 

(3) How was the internal audit valuable to your hospital? This station 
was visited in the very early days of internal audit, in 1954. A number of 
minor suggestions were presented which have proved valuable. We under- 
stand from other stations who have had current audits, that improved 
techniques in conducting audits have resulted in increased value of the 
teams to the hospitals. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? Attempts were made to pressure some 
operational changes, but these matters were presented to our central office 
and resolved satisfactorily. 
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(c) If a fair byte medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? We believe that VACO should conduct the audit. 

(d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The area offices inject an unnecessary step between the manager 
and the chief medical director. Area office officials state on their arrival at 
the station “‘We want to be helpful. Any corrective measures to improve 
operations will have to be referred to central office for decision.”’ 

(2) Of what value would you think these visits are to VACO? It may be 
that these visits provide central office with some information not routinely 
reported through the station manager. 

(3) Would less frequent visits be more useful? Visits to any one division 
or service do not seem to be too frequent. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Administrative authority, particularly as 
it concerns budget, has had a great deal of decentralization. Restrictions placed 
on the station by the advance primary allocation really recentralize budget 
spending within the allotment of funds. 

2. Is the management te mg program directed toward making good 
employees or good managers? es. It is directed toward that end. Our expe- 
rience is limited as we are not acquainted with the final placement of any trained 
employees. 

X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Modernization of flame failure controls in boiler room, in process...-.......-...--- $6, 607 


1960 | Proposed modernization program is now under consideration in central office ___._|......-------. 
1961 | Modernization program applies here as well--.--.-.......---.------.----------------|-------------- 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


Elevator and alteratigns, recreation building (central office project) _..........-..-.-..-..---|-----.-----++ 

Expand warehouse and garage 

Automatic sprinklers, various locations 


The above work is bemg considered by central office in the final phase of 4 
remodeling program. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Replace and adjust AC control circuits... 
Replace refrigeration condensing 5, 
Replace brine tank, water treatment plant 600 


! 
} 
] 
I 
( 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 583 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 

Replace overhead doors in garage_-_-..--...------------------------------------------------- 3, 500 
Modernize kitchens in housekeeping quarters-_- ----..--.....------.------------------------ 8, 000 
Replace hotwater heater, administration building --..-.............--------.--------.----.-- 400 
450 
Wainscote main dining room-.-.--......---.- ‘ 3, 000 
Replace blowdown valves on boiler. - 800 
Repair auxiliary pumps in boiler room_ ---- 1,000 
Repair and replace sidewalks___-_.._...--.- 1,000 
Install additional lighting im paint ehop. - 250 
Replace existing wood screens with aluminum, all buildings_......................--.------ 22, 800 

Replace condensate pump in housekeeping quarters_.................-.-.-..-----+...------ 1, 200 


1 Estimate not available at present. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Replace buildings and grounds equipment (mowers, tractors, sprayers, etc.)_.......-..----- $7,000 


(6) Minor betterments costing less than $2,000, excluding equipment: Minor 
betterments cannot be listed individually at this time. Items of this character 
have been submitted in a remodeling program for the hospital. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

Replace drinking water condensing units __................................-..eeeee 5, 000 


an What, in your opinion, are the most pressing needs in your installation? 
omplete modernization as contemplated by the VA central office, including 
construction of additional medical facilities. 
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IOWA CITY, IOWA 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Highway 6 West. 

City and State: Iowa City, Iowa. 
in” of services: Type of hospital, G.M. & S8.; domicile, no; formal outpatient 

ic, no. 

Name, qualifications, and tenure of — 

(a) Manager: L. E. Stilwell, M.D., FACHA, 7 years. 

(6) Assistant manager: R. H. Denning, master of science, hospital adminis- 
tration, member ACHA, 3 years. 

(ec) Director, seobenionel services: H. C. Conn, M.D., 7 years. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless a si 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ca’ 484 40 75 39 
484 40 75. 39 
Beds not in use (unavailable): 
3 5 
4. In process of activation ...........- 
5. 
6. fag not recruitable: Beds re- 
7 Type of bed not ‘for cur-— 
rent opera’ lan regardless of 
9. Patients remaining.................... 444 29 59 36 
10, Average daily patient load for 12 
months en Dee. 31, 1958........- 422 35 52 34 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
200 7 9 12 $723 
6) Percent of total patients re- 
maining (line 45 24 15 33 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 59 35 30 06 
1 Combined with psychiatric. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__. 0 9 49 72 
15. Number of patients on trial-visit status as of Dec. 31- 0 4 17 19 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
4, 277 4, 092 4, 096 
Irregular discharge... 86 97 86 
NG ee 3, 996 3, 732 3, 708 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Hospitalization of 

orld War I veterans decreasing and World War II veterans increasing accounts 
for the decreasing aged. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, becuase they were not required for fiscal year 1959 operating 

lan? None. 

P (b) During the past 12 months, how many TB beds (rated capacity) were con- 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M: & 8. hospitals: Average stay for G.M. & 8. patients, 33 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations: (Include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions.) 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer-_-_.........--.._..----.----.----.--- ll 29 
tatectomy: 


_3. (a) What system of control do you have to insure a minimum stay in hos- 

ital? Length-of-stay committee consists of chiefs of services who are alert to 
importance of rapid bed turnover. Matter is discussed frequently with hospital 
staff. Subject is mentioned at least quarterly. The director of professional 
oo as chairman is keenly aware of this aspect of hospitalization and super- 
Vises it. 

(6) What improvements have you made since your last report to this committee? 
Early referral of cases to social work service by ward doctors is stressed so that 
prev at planning can be accomplished by the time maximum hospital benefit is 

ained. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Increasing age of patients. Pres- 
pt i neurology, psychiatric, and TB patients. Large number of cancer patients 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? It might reduce 
ength of stay to a significant extent. 


33427—59——39 
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(b) What effect would such a program have on your cost of operation? It 
would significantly increase cost of operation. More staff would be needed 
and cost of drugs would increase, but would be materially less than cost of full- 
time hospitalization. 

5. What would you suggest to further reduce hospital stay without impairi 
care? Provision of nursing homes to care for elderly patients who have reach 
maximum hospital benefit. : 

6. What is needed to improve turnover of patients? Continual effort by 
hospital staff to improve efficiency of operations, and greater acceptance of patient 
responsibility by relatives. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals hospitalized 

132 0 132 0 132 
0 0 0 0 0 

114 0 114 0 114 


ms A many patients are scheduled for admission subsequent to January 12, 
1959? 3 

3. What system do you use for scheduling admissions from the waiting list? 
Selection of applications is made from priority groups shown in VA circular 18. 
The earliest date of recipt is used for applications within the same priority group. 
The number and type of patients to be scheduled is determined by the admitting 

hysician. 
4 1 In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 26. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes. Majority of cases are bona 
fide medical emergencies. On occasion admission of a nonemergent veteran may 
be necessary as the condition was represented as emergent by the referring 
physician through telephone contact. These cases are frequently with ambulance 


transportation and necessitate admission if hospitalization is required regardless 
of emergency classification. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,782; approved, 2,268; rejected, 514. 
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V. Hospital staff 


Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Corrected data Hospital staff on duty Increase (+) or 
program 8400, decrease (—) 
Dec. 31, 1956 from 1956 to 
Dec. 31, 1956! | Dee. 31, 1958 1958 
1 ans 624.2 638.9 611.2 —13.0 
2. Physicians, full- and part-time ?__-- - 35.0 35.0 31.5 —3.5 
3. Physicians, residents, and interns - 16.0 16.0 
4. Physicians, consultants and attend- 

5.6 6.4 4.2 —14 
< 114.0 114.0 109.0 —5.0 
8. Therapists and techniciansf-_.. ----- 135.0 39.0 39.5 +4.5 
9. 3.0 3.0 4.0 +1.0 
10. ce of manager, personnel, an 

finance 3___ a 15.0 15.0 17.5 +2.5 
12. Other food-service employees 73.5 73.5 75.0 +1.5 
19.0 19.0 17.0 —2.0 
14. Engineering maintenance (exclud- 

15. Engineering operations (excluding 

29.0 35.0 27.5 —1.5 
16. Supply .---.--.-- 15.0 15.0 14.0 
17. Special services 7.0 7.0 
1116.1 126.0 110 —6.1 


! Previous report included program 8200 employees. 

2 — 2, Dec. 31, 1956, ineludes.32 full-time physicians.and 3 full-time equivalent for a total of 35 full-time 
equivalent. 

3 Line 10, Dee. 31, 1956, and Dec. 31, 1958, includes medical manager, not included in line 1. 

46 employees shown in line 15 previously. 

5 Line 18, “All other’’ includes 1 physicist, 1 bacteriologist, 1 biochemist, 1 clinical psychologist, total 4 
full-time equivalent not included in line 8. ’ 

tIn physical medicine, dentistry, laboratory, X-ray. 


19 (a). Number of member employees as of January 12, 1959: None. Annual 
wage (average): None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


~ 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. __.___.-_-- 56 59 49 
Average payment per consultant or attending !________--_--_- $872 $792 $480 
Total amount paid to all consultants and attendings |...______ $48, 824 $46, 749 $23, 525 


1 Exclusive of travel. 


a 

| 

| 

| 
{ 

| 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? In 
an average year 25 major medical papers are published in professional literature 
as a result of research accomplished in the area of general medical research. This 
indicates 25 major steps in new and improved care for patients. The opportunity 
for research activity also attracts and holds professional staff of high caliber at 
this hospital. 

3. Amount of funds available in fical year 1958: 


Foreducation 

Research and train- 

ing (Pro- 

gram 8300) 
2. Gifts and donations deposited in general post ae 
3. Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability to pay 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
OP 1 0 20 87 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition... 1 0 20 57 
(1) Patient has compensable serv- 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability mag reported in more than one 
of the categories in c above, show him only in that category appearing first in t listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 2. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. : ; 

What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since annarv 1957? (Include an 
estimate of the cost of the collection program to the Fospital during calendar year 
1958.) Procedures as stated interim issues 10-424 and 10-434 are carefully 
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adhered to. Power of attorney and agreement VA form 10-2381 are signed at 
the time of admission if the veteran believes he may be entitled to hospitalization 
by reason of statutory, contractual, or other relationships with third parties. 
Within 24 hours after admission or as soon as possible the notice of hospitalization 
is released to the employer, insurer, or other parties believed to be liable. Billing 
is prepared by the registrar and released by fiscal officer. Followup letters for 
collection are sent after 60 days. <A second letter is sent at the end of 30 days. 
Thirty days after the release of the second letter, the file is forwarded to the chief 
attorney for action he deems appropriate. Cost of collection program for the 
calendar year 1958: $3,730. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 40. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Estimate of the cost of hos- 
pitalization for like service in this community is computed on the basis of rec- 
ommendations of admitting physician as to approximate number of days of 
hospital treatment. The veteran is informed of this estimated cost and asked 
to review his statement of inability to pay the cost of hospitalization before the 
oath is signed. 

8. In your opinion are there abuses of non-service-connected care? There are 
a few, but those cases are forwarded immediately to our central office. I believe 
these few abuses could practically be eliminated if rapid followup action and 
prosecution if indicated were taken. Surveys involving this hospital and others 
with which we have been affiliated have indicated that more than 96 percent of 
all applicants are complying with eligibility requirements. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


30 80 100 
9 91 100 

2 98 100 

0 100 100 
100 0 100 
7 93 100 


q 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiscal year— 


(a) Average daily patient load 
(6) Full-time equivalent staff 


22, 313 


118, 489 

86, 593 

) Asset acquisitions including equip- 
ment 32, 803 873 

(@) All other 254, 272 211, 599 


(m) Cost per discharged patient 827 918 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 ding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Due principally but not entirely to within- 
grade promotions, Civil Service Commission upgrading of positions, Wage Ad- 
ministration increases, advancing cost of drugs, more expensive medical equi 
ment, there has been a steady inexorable increase in cost of operation. For the 
United States as a whole this has amounted to 5 percent per year or 20 percent 
for the last 4 years. This is equivalent to one-fifth less operational funds in the 
same period of time. Ratio of employees to patient beds has lessened, hours of 
nursing care per patient has been reduced, purchase of equipment postponed— 
all of which leads to decrease in quality of patient care, which while still acceptable 
is borderline and leaves much to be desired. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? ere is no & 
preciable effect on length of stay at this hospital because we always have a wait- 
ing list. This pressure tends to reduce the length of stay. I wish to point out 
that insufficient funds allocated on any basis will increase patient length of stay 
because redutved .personnel cannot keep the work current and a backlog con- 
tinues to build up. Inability to purchase labor-saving equipment forces resorting 
to more time-consuming methods. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
pepe? Have they been discussed with responsible officials? During the past 

years we have had good cost comparative figures with other hospitals, however, 
they are not as detailed as we would like to have them. Occasionally staffing 
patterns are compared with civilian hospitals, many other comparisons are not 
appropriate unless quality of patient care can be measured. Improvements which 
have been discussed with responsible officials include more detailed breakdown of 
comparative data by type of patient treated, etc. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.054. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.872. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? There are 15 to 30 different types of diets included in the rations depend- 
ing on the physicians’ prescriptions. There are always from 45 to 50 percent of 
all patients on a modified diet. The remainder are on the regular diet ration. 

6. (a) As of Deeember 31, 1958, give-the number of vacant quarters for person- 
nel: 6, nonhousekeeping: 


Item 
1955 1956 1957 1958 1959 

(estimated) 
606. 3 634. 2 626.9 612.5 609. 2 
Total cost $3, 188, 998 | $3, 384, 458 | $3, 487, 955 | $3, 764, 861 | $3, 883, 003 
(d) Salaries of staff ?__._._......------.----| 2,340,455 | 2,635,726 | 2,688,636 | 2,976, 944 3, 143, 607 | 

26, 176 30, 174 21, 921 21, 698 
(f) Communications. -............-.---... 14, 941 14, 631 14, 709 15, 349 15, 860 | 
g Utilities (gas, coal, water, etc.) --.....-- 92, 068 98, 914 96, 931 104, 381 105, 218 ; 
165, 712 168, 173 176, 490 184, 277 190, 727 
112, 769 
90, 691 | 

19, 381 
183, 052 | 

| 
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(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are a material asset in recruitment and maintaining staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Housekeeping quarters for married residents would aid materially in 
recruiting desirable doctors and meet competition of civilian institutions. 

(d) Could cost of such quarters be a lucrative investment? Could be self- 
sustaining. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12 million. . . 

8. What factors have operated to ag the costs of hospital operation? 
Please explain the effect of these factors. igher classification standards, wage 
board increases, lowering of nurse qualification standards, increasing costs of 
equipment, drugs, subsistence, utilities, fuel, supplies and material. Replacement 
of equipment now necessary due to age of hospital. It is estimated these factors 
increase hospital operation cost from 5 to 7 percent per year. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralization of budget control to chiefs of services and divi- 
sions, budget committee meetings, maximum utilization of funds program which 
disseminates comparative data with previous periods and other hospitals, main- 
taining line charts on many cost items. Utility and fuel conservation. Con- 
tinual stimulation of work simplification and incentive award programs, middle 
management meetings, training at all levels in the organization. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Number per 
patient-day 


14 
10 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issne 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) - 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0245; per pound, $0.0356. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0427; per pound, $0.0629. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
ara not require hospitalization, ete.? None at this hospital, always have a 
waiting list. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None at this hospital as explained 
in answer to question 11 above. 

13. (a) If CBOC program would be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? A certain number of patients could leave the 
hospital sooner, thus freeing beds for the treatment of more veterans without 
additional construction. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $75,909. 
(2) Visits to hospitals by patients on CBOC status: $4,467. 
(3) Cost per visit: $16.99. 


Total 
number 
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IX+ Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations, Has the decentralization been 
more increased than diminished? Increasing. By what methods? Written 
directives and conferences. Cite examples. Budget control and utilization of 
funds; centrally controlled supply items are now on decentralized contracts; field 
stations can now make personnel contracts with Canadian citizens for medical 
residonen training; establishment of supply fund system permits better inventory 
control. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? It would raise quality of medical care by calling 
attention to weaknesses in methods being cle It could be used as a basis for 
providing a more uniform standard of care in VA hospitals. It should be con- 
ducted by field teams composed of VA physicians nominated by the deans’ 
committees. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. They are able to look at operations of field stations 
and see deviations which have unconsciously developed locally. They bring 
work simplification devices from other stations, interpret central office direc- 
tives and explain any changes in policy affecting the hospital. 

(2) Of what value would you think these visits are to VACO? Central 
office can be presented with frequent up-to-the-minute objective evaluation 
of the operation of field units. Potential trouble areas can be detected and 
prophylactic measures instituted. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Tt is directed toward locating and developing 
potential supervisors whose capacity for managership is enlarged by training 
courses and management experience. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.1.R.) over $2,000 are 
scheduled at this station? 


Description 


Converting refrigeration room to freezer storage room, project 14-5133 
Alterations to building 2 for animal laboratory, project 14-5127. 
Modernization of flame failure controls 8 
Project 14-5136 automatic spr , buildings 1 and 2-__.-.-.. 


Not programed, or under consideration for fiscal year 1962: 


Description 


Conversion of 9-W to P. M. and R. ward... 


Conversion of elevators to automatic operation. 


Unknown. 


Fiscal Po Amount 
year 
1959.... $13, 300 
10, 000 
1960_... 6, 000 
Amount 
8, 000 
Air-conditioning systems to include laboratory and patient treatment rooms, and other pa- ® 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Clean grease and air-conditioning ducts 
Air compressor for emergency operation of boiler plant 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


Dishwashing machine, main dish room --. 
Interior painting 

Evai tive condenser for refrigeration system 
Replace tumbler in laundry 

Repair of'present parking lot 

Repair drains to steam kettles in main kitchen 
Recaulking coping stone, buildings 1, 2, and 3 
Replacement of heating coils in ventilating system 


88 


on 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description 


Fiscal year 1960, outside painting to building 1 
Cleaning and fireproofing duct system throughout hospital 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Conversion of endoscopic room to laboratory, medical service 
Alteration to Auth doctors’ paging system 
ee system for engineering division, admission section, and radiology serv- 


3. What, in your opinion, are the most pressing needs in your installation? As 
& relatively new station (7 years) our greatest need is for increase in budget 
allocation sufficient to meet it) within-grade promotions, (2) Civil Service Com- 
Mission upgrading of positions, (3) increase in cost of drugs, food, utilities and 
increasingly complex and costly equipment, (4) restore ratio of employees to 


Bievater door interlocks (safety "706 
461 
Amount 
Amount : 
| 
Amount 
$1, 000 
680 
1,700 
Improvement of ventilation system in laundry_--..-.........--.---..------.--.-+-----+------ 1,000 
(c) Replacement and new fixed equipment costing over $1,000: ; 
Description Amount 
Edison Dictaphone transcribers and recorders..........---------------------+------------- 16, 000 
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average daily patient load to a minimum of 1.5to 1. Standards of care established 
at this hospital 3 to 4 years ago cannot be maintained without providing for the 
The only alter- 
natives would be either decreasing number of patients treated or quality of care, 
neither of which would seem compatible with our mission. 


above-enumerated unescapable increases in cost of operation. 


KNOXVILLE, IOWA 


I. General 


Name of hospital: Veterans’ Administration Hospital. 


City and State: Knoxville, 


Iowa. 


Type of services: Type of ‘hospital, NP; domicile, no; formal outpatient clinic, 


no. 


Name, qualifications, and tenure of— 
(a) Manager: A. L. Olsen, M.D., 1 year 3 months as manager. 
(b) Assistant manager: A. N. Chandler, 6 years 6 months as assistant manager. 


(c) Director, professional 
10 months 


services: W. QO. 


II. Bed capacity and patient load 


Regnier, M.D., acting capacity, 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
sf Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily ——, har for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year -- 130 155 115 140 
15. Number of patients on trial-visit status as of Dec. 31- 70 88 69 102 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 21, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 
1 year and less than 123 8.5 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A report on patients’ stay is made on a monthly basis to all concerned 
in the treatment of patients. There is also a review by the professional personnel 
of completed hospital records to analyze each patient’s stay. 

(b) What improvements have you made since your last report to this committee? 
A patient stay committee has been appointed in conjunction with the medical 
records committee. This committee is delegated the responsibility of reviewing 
cases and recommending necessary steps to reduce to a minimum the patients’ 
stay in this hospital. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length. of stay or which may be 
of importance in the future. (If so, describe.) In the treatment of the mentally 
ill there is definitely differences in the characteristics of patients and their par- 
ticular requirements for care. The treatment program consists of the treatment 
of the young, acute mentally ill cases to the treatment of the chronic, long-term 
patient, particularly the long-term patient with physical disabilities. The aging 
veteran population in need of nursing care is going to impose a problem in the 
very near future. The mentally ill patient who is also physically incapacitated 
requires a great deal of care and usually there are no facilities available for this 
patient other than the Veterans’ Administration. ‘ 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Posthospital 
followup care of the mentally ill on an outpatient basis would definitely have 
merit and would without a doubt reduce the length of stay of a small percentage 
of our patients. Because of the distance between the homes of the majority of 
our patients and the hospital, treatment on an outpatient basis would be impossible 
if the treatment were to be given by our staff. 

(b) What effect would such a program have on your cost of operation? If 
outpatient treatment for the mentally ill were given at this hospital, it is felt that 
the cost of operation would be increased. The additional cost would be in trans- 
portation and personal services. It must be understood the mentally ill patient 
must have the proper supervision if he is to be maintained outside of the hospital 
surroundings. 
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5. What would you suggest to further reduce hospital stay without impairing 
care? It is the objective in the treatment of the mentally ill to render the whole- 
man treatment. This is a treatment given to the veteran to get him back into 
his community as a useful citizen and to keep him there if at all — Every- 
thing is being done to reduce the patient stay at this hospital in keeping with 
good treatment. 

6. What is needed to improve turnover of patients? In the treatment of the 
mentally ill, turnover of patients cannot be overly stressed. The objective is to 
return the patient to his home and to his community and to eliminate as much as 
possible his need for returning to the hospital. If more trained hospital physi- 
cians were available and could be recruited, increased turnover of patients, would 
result. Special allotment funds were furnished for such recruitment this year, 
however, there is an extreme shortage of psychiatrists throughout the United 


States. 
IV. Waiting lists 


1. Number of eligible applicants os hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
y of ired Total 
care requ connec 
Total Innon-VA}| Not yet 
hospitals |hospitalized 
ee eee 0 0 49 34 16 


FF ae many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admfssions from the waiting list? 
Patients are scheduled from the waiting list in the identical order in which the 
formal or informal application for hospitalization is received. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 7. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. Veterans in need of psychiat- 
ric treatment for a service-connected psychiatric disability. Also cases of a 
bonafide psychiatric emergency. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 158; approved, 151; rejected, 7. 


V. Hospital staff 


(Report full-time equivalent. employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 

decrease (—) 

from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 

1 Total... 1,013.0 975.2 —37.8 
2. Physicians, full- and part-time---..............-.--. 10.0 12.0 +2.0 

3. Physicians, residents, and interns__................- 0 0 0 
4 Physicians, consultants, and attendings[F.T.E.( )]_| (4) 39.0 | (2) 19.0 | (—2) —20.0 

6. Nurses.... 51.0 55.0 +4.0 
8. Therapists and technicians ! 23.0 26.0 +3.0 

workers......- 6.0 6.0 0 
10. Office of manager, personnel, and finance... ...-..- 25.0 23.0 —2.0 

12. Other food-service employees...............-....--.. 0 123.0 +10 

. Eng - 

15. Engineering operations’(excluding laundry) 42.0 34.0 —8.0 
17. Bpecial 19.0 18.5 
18. All other staff. 176.4 178.1 +17 


1 In physical medicine, dentistry, laboratory, X-ray. 


& 
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19. (a) Number of member-employees as of January 12, 1959: 8. Annual wage 
(oversge) $725. 
(b) What is the value of this program to the member and to the hospital? The 
member-employee program is a treatment process given patients to assist in 
rehabilitation, socialization, and an opportunity to earn their own way. Such 
atients are permitted to remain as a member-employee a maximum of | year. 
Reversi have rehabilitated in less than 1 year and have been discharged. There 
are occasions when a patient is tried as a member-employee but the experience 


proves unsuccessful, and they are reverted to patient status. 
20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program: 298. 


(6) Number of patients discharged during past 3 months who were given 


industrial therapy: 15. 
(c) Average 


ays of hospitalization of patients reported in (6b): 1,578. 


24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 

1957 1958 1959 
Number of different persons who provided service--...-..-..-..- 33 12 13 
Average payment consultant or attending !__..........--- $51. 52 $54. 17 $53. 85 
Total amount paid to all consultants and attendings !___.._._- $36, 730 $22, 750 $23, 800 
1, 739 $714 

1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 


allotment. were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
—— and education programs contribute to patient care in your hospital? 

one. 

2. For hospitals without approved research and education activities: What 
benefits ee accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, para medical, or 
hospital administrative trainees? None. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research = train- 
(pro- 
gram $300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered ugh affiliated medical schools 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological ! 
All Tuber- | Psychi- | With insurance ? 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service connected 
(¢) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days- 


1 Does not apply. 
? Any form of prepayment insurance. 


Note,—If a patient receiving care for a non-service-connected disability may ber eported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) No collectible cases experienced. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitaliation during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? No abuses 
of non-service-connected care encountered at this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


World War II 69 31 100 
World War I____- 39 61 100 
Spanish-American 0 100 100 
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VIII. Costs 


1. What were your net costs for. hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___.._..._.- 1, 498 1, 495 1, 471 1, 459 1, 425 
(6) Full-time equivalent staff__._.......-- () 959 985 917 933 
(c) $4, 443, 800 | $4, 625, 895 | $4,972,787 | $5,142,225 | $5, 506, 089 
(a) of 3, 479, 316 | 3,723,497 | 3,939,018 | 4, 159,336 4, 530, 834 
(e) Patient travel...............-....-...2 4, 862 3, 746 4,477 3, 725 3, 818 
f) Communications. . -.......-..--.-.--.- 10, 113 9, 856 9, 647 9, 647 9, 730 
) Utilities (gas, coal, water, etc.) _..._..- 101, 005 95, 332 95, 308 95, 439 102, 096 
506, 421 428, 321 423, 995 435, 779 421, 442 
(i) Drugs and medicines. - ___-.....-.-.-- 27, 981 46, 431 54, 155 63, 348 63, 452 
) Medical and dental supplies_--_.-..._- 17, 708 47, 227 63, 037 48, 009 69, 989 

(k) Asset acquisitions including equip- 
68, 609 70, 276 77, 726 102, 224 122, 247 
227, 685 201, 209 305, 514 224, 718 182, 481 
(m) Cost per discharged patient..........-. 10, 555 13, 390 11, 933 12, 815 14, 138 


1 Not available. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. The primary fund originally given 
did not provide for acceptable standards of medical care; however, additional 
funds were given for the special purpose of increased care for psychiatric patients 
which did provide enough for an acceptable standard of care. 

3. Does the allotment of funds on the basis of average daily — load 
increase or decrease the patient’s length of stay? How or why? Allocation of 
funds on average daily patient load has no effect whatever on patient stay. 
This station has always had more than sufficient applications for needed psychi- 
atric treatment to meet the average daily patient load assignment. Patients are 
discharged as quickly as they are well enough to return to their communities. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? The Veterans’ 
Administration central office publishes monthly, quarterly, and annual statistics 
for other Veterans’ Administration hospitals and we are able to compare our 
operations from a statistical viewpoint with other stations within the VA. We 
subscribe to various hospital magazines and medical journals which includes 
studies made by competent persons throughout the United States. Many of 
our staff belong to State and national organizations, and from all observations 
and reports psychiatric care given by the VA is far superior to that given by other 
services. his opinion does not cause our staff to be complacent in any way. 
We constantly seek ways of giving better patient care thereby shortening the 
length of stay of the psychiatric patient. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.781. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.876. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Psychotic patients receive 100 percent of basic ration. Patients classified 
as “other psychiatric’”’ receive 110 percent of basic ration. Additional calories, 
protein and vitamins are required due to their physical condition. 

6. (a) As of December 31, 1958, give the humber of vacant quarters for per- 
sonnel: 2 housekeeping, 21 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The 21 nonhousekeeping quarters shown vacant on December 31 is be- 
cause at the end of the quarter, December 31, our affiliate nurses completed their 
training just before Christmas; a new group arrived on January 2, and all non- 

keeping auarters are now occupied. noxville is a small town of approxi- 
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mately 7,000 population with no industry. \Construction has not kept pace with 
larger cities inasmuch as there is a small turnover in the town population which 
makes it difficult to recruit employees in shortage categories unless a certain 
amount of housing is available on the station. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Our present availability of quarters is considered sufficient. Within 
a few years replacement will be necessary for some. 

(d) Could cost of such quarters be a lucrative investment? No. This is an 
isolated station and lack of quarters would make recruitment of hard-to-fill posi- 
tions more difficult. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $50 million (estimated). Current records valua- 
tion: $4,177,883. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Continued rising cost of salaries. Con- 
tinued rising cost of equipment, maintenance, and supplies of all types. Food 
costs go up and down from time to time but on an allover basis has risen slightly. 

9. What internal programs have you developed to engender cost consciousness 
at. your station? We have decentralized budget operations to various operating 
department heads with controls established through the budgetary advisory 
committee and the fiscal department. From time to time staff discussions are 
held concerning budget, and each department is furnished comparative costs of 
other similar VA hospitals for review and comparison as to their expense. Budget 
planning is also now accomplished at the department head level which makes 
them fully aware of anticipated costs before they submit request for items. 

10. Laundry service: 

(a) What was the utilization of 'aundry per patient per day during calendar 
year 1958? 


Total Number 
number Patient y 
Pieces. 4, 076, 963 7.7 
Pounds, r 3, 105, 118 5. 88 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0,023: per pound, $0.031. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? The average daily patient load 
concept of financing this hospital in no way affects the admission or discharge of 
patients. All patients admitted to this hospital are determined medically 
eligible and in need of hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a2) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of vet- 
erans actually needing hospitalization? It is not practical to pursue the CBOC 
program at this hospital because of the distance that patients would have to travel 
to participate in any mental health program. During the past year there were 
no CBOC discharges. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was givén more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples: Decen- 
tralized authority has been increased rather than diminished. Budgetary planning 
within primary fund allotments. This permits determination of number of em- 
ployees, priorities for supplies, equipment, etc. 

(6) Has your hospital had an internal audit of its administrative operations? 
1955. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Interest shown more in good practical administration. 

(3) How was the internal audit valuable to your hospital? Due to their 
experience and ideas observed at other stations they are able to make many 
suggestions from a practical viewpoint. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? It is believed a professional medical audit by VACO 
would result in more benefits as they better understand the VA program, desired 
objective, and are more sympathic with care of the veteran patient. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
The supervisors visiting from the area office are first of all selected because 
of their recognized ability in their individual occupations. They visit many 
stations and they bring to our staff many helpful suggestions for improvement. 

(2) Of what value would you think these visits are to VACO? Visitors 
from VACO also bring many new ideas and furnish approaches to problems 
experienced on a nationwide basis. Such visitors are also important to the 
morale of the staff. 

(3) Would less frequent visits be more useful? No. It is believed the 
present schedule of visits are sufficient from a station viewpoint and it is 
assumed they are sufficient to keep the area and central office advised as to 
the program and the problems at the station. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? e believe it nesessary for VACO to 
establish directives, circulars, manuals, etc., in order to obtain a certain amount 
of consistency in the handling of similar veteran problems throughout the United 
States. It is very rare and usually of a minor nature when we find a regulation 
that hampers our operation. 

2. Is the management development program directed toward making good 
employees or good managers? his program is directed toward making good 
employees, if successful, the end result should automatically develop good super- 
visors, good department heads, good assistant managers, and good managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description | Amount 
year | 


Not programed, or under consideration for fiscal year 1962: Not programed: 
Laundry building; elevators, buildings Nos. 81, 82, and 85; administration 
building; connecting corridors; walk-in deep freeze refrigeration; PMR building; 
theater; and therapeutic pool. 


33427 O—59——40 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Completed: 

Step replacement, building No. del 
Replacement of radiator traps, building No. 67_.............-......--.-.---.-------..-- 
Urinals for building No. 3_...........-- 

Extension of storm sewer... 
Repairs for coa! handling equipment 
Pump repairs, powerplant - 
Stoker repairs, powerplant - 
Smokestack repair... 
Grab bars for toilets and showers, buildings Nos. 101 and 68_._..............-.-_-.-..-- 
. eo of pits and safety belt and rope for sewage plant safe operating practices_____. 

ending: 

Relining incinerator 
Reducing valve, 
Door closers for fire protection program . 


38 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replace grill-type screens with detention $10, 900 
Replace 28 detention windows with conventional type, building No. 1_.....-.----.-.-.--.-- 11, 456 
Replace condensate return lines, buildings Nos. 1, 3, and 9. _...........-.-.---------------- 6, 000 
Replace sidewalks, porches, and steps, buildings Nos. 9-10. .__........-.-.-..-------------- 2, 000 
Additional toilet facilities, occupational therapy shops, building No. 101_...-.......-----.-- 600 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Fiscal year 1960: 

Insulation and repair of walls, gar refrigeration, building No. 4.......-..----------- 2, 000 
Asphalt repair for parking area, south half, approximately 1,000 square yards... --.-._-- 4, 000 
Seal coating of all asphalt covered streets._...._.___......_._.......-..--.--------------- 5, 352 
Alterations to temperature controls, hot water relief valves___.........----------------- 1, 875 
Replacement of fire extinguishers and fire hose_____.._._.__....-.---------------------- 1, 600 
Replacement of radiator traps, buildings Nos. 9 and 3__....-....------.---------------- 1, 400 
Return line repairs, steam tunnel, buildings Nos. 4 and 5.........--..-.---------------- 1, 000 
Return line replacement, building No. 6, 000 
Vacuum return line replacement, building No. 3_...........-..------------ MURS Be 4, 000 
Vacuum return line replacement, building No. 67.__.....-..--....--..-..-.------------ 1% 
Conventional type windows and dentention screens, ward 1D _...._.........----------- 7, 
Replacement of concrete manhole covers with steel covers..........-.-.-------------- a 1,40 
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Fis 
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Description Amount 
Fiscal year 1960—Continued 
Fluorescent lights for classrooms, offices, nurses’ stations, ete. _...............-.-.---.-- $1, 750 
Heating coils for main kitchen, building No. 4-..............--...--.-..------..-----.-- 1, 500 
Fiscal year 1961: 
Replacement of fire extinguishers and fire hose standpipe, and valves throughout the 

Replacement of hangars and covering on steam and return lines, building No. 102_-__._- 2, 000 
Replace return lines and expansion joints, main steam tunnel, building No. 4 to build- 

Vacuum return line replacement, building No, 1._.....-..----------..---.------------- 6, 100 
Fluorescent lights for classrooms, offices, nurses’ offices, ete ..._..._-...-..--.----------- 1,750 

(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amnuot 
Fiseal year 1960: 
Standpipe and hose cabinets for fire protection, building No. 8_.-................------ $1, 000 
Installation of exterior exits to building No. 74..........-..---.--------------------.---- 1, 500 
Additional fire hydrants, north of buildings Nos. 67, 68, and 101 A 1, 500 
Fiscal year 1961: 
Sectionalizing water distribution system _ _.-................-.---------------.--------- 1,000 
Replacement of present natural Zeolite with synthetic type, water softening plant... _- 3, 400 
Exterior exit to transformer vaults, building No. 81_.............-..-------------------- 1, 500 
Temperature controls for heating systems, buildings Nos. 10, 11, 12, and 13...........-- 1, 700 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Fiscal year 1960: 
3 section sink, w/steam jet, for building No. 4, stainless steel____--- ongthereiay $1, 


Salvajectors and tables for kitchens, building Nos. 4, 101, 102, 67, 82, and 85, due to diseon- 
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3. What, in your opinion, are the most pressing needs in your installation? 
This hospital is in need of an overall modernization program. All buildings need 
modernized by installing elevators where they do not already exist, provid- 


to be 


f 
Exhaust fans for hydrotherapy clinics, classrooms, ete. 
’ Dishwarming cabinet under coffee urn, building No. 101 
Sitz bath, hydrotherapy clinic, buil : 
Extractor, 48 inch, to replace war su 
Washer, size 42 x 96 inches, to replac 
Waste gas burner for digester___. : 
ube ice maker, building No. 4- 
Replacement of bedpan and utensil 
Cyclomatic pressure type sterilizer, 
"i Roasting oven, 3 tier, for building N 
Y) Dishwasher, building No. 82 kitche1 
Dishwasher, building No. 85 kitche! 
i) Tray slides, buildings Nos. 82 and 
5 Sitz baths for building No. 102 hyd 
0 
0 
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ing larger shower rooms and toilet facilities, new cafeteria on the buildings and 
other general improvements of this nature. We need a new and larger laundry 
building as the present one is totally inadequate in size and facilities. Wen 

a new physical medicine and rehabilitation building which includes an indoor 
swimming pool and a canteen. At present we do not have a swimming pool of 
any type and our canteen is in a quonset building and it is inadequate to handle 
the needs of the patients of a 1,500 bed psychiatric hospital. In modernizing 
the hospital we need to install electric lines underground. As cf the present time, 
electric wiring is carried overhead for approximately half of the entire hospital, 
In modernizing the hospital the main kitchen where the food is cooked and dis- 
tributed to the outlying cafeterias needs to be expanded in size and to include 
walk-in deep freeze refrigerators in order that we will be able to purchase frozen 
foods in quantities sufficient for a hospital of this size. 


TOPEKA, KANS. 
I. General 


Name of hospital: Veterans’ Administration Hospital, Station No. 5266. 

Street address: 2200 Gage Boulevard. 

City and State: Topeka, Kans. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of — 

(a) Manager: R. G. St. Pierre, M.D.; 25 years Federal service. 
(6) Assistant manager: Harry Urban; 28 years hospital administration, 19 
years Federal service. 

(c) Director, professional services: D. W. Hammersley, M.D., 2 years profes- 
sional director, 12 years Federal service. 


II. Bed capacity and patient load 


| Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. .................. 1,011 3 783 67 198 
1,011 3 783 67 198 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining...................- 972 2 783 59 
10. Average daily patient load for 12 
months ending Dec. 31, 1958__.....- 971 3 1 809 56 108 
! During 7 months of 1958 we occupied station 5154 with 1,173 operating beds. 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
6) Percent of tota! patients re- 
maining (line 9) 9B 12 2 8 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 16 3 8 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year___ 221 251 200 156 
15. Number of patients on trial-visit status as of Dec. 31- 170 157 103 88 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 730 2, 507 1, 944 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. he increasing age of 
the hospitalized veteran indicates that a greater amount of chronic long-term 
illness is the outlook of the future, which will reflect itself in a reducing turnover 
rate and increasing per diem rate out of proportion to civilian and military hos- 

itals. 
. 17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 


_3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital stay committee meets each 6 months to survey 50 general 
medical and surgical consecutive discharges. To assist the committee, this 
hospital submits a special monthly statistical report to the professional staff. A 
daily control procedure is also maintained, consisting of a review of VA form 2593 
referring to discharged patients. The registrar furnishes the manager a monthly 
Statistical average length of stay by service, which renders management an 
effective control. 

(b) What improvements have you made since your last report to this com- 
mittee? The registrar furnishes the manager a monthly statistical average length 
of stay by service, which renders management an effective control. 

(c) Are there any identifiable administrative practices or # ow: that may 
contribute to increasing length of stay? (If so, describe.) oO 
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(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Yes. The average age of the pa- 
tients on the ill and infirm service is 62 years. Two-thirds of these patients are 
incontinent; one-third must be fed on the ward and require complete nursing care, 
including feeding, bathing, and shaving, because they are totally bedfast. The 
families are unable to render service of this type, and, therefore, patients must 
remain in the hospital. Nursing and foster homes will not accept this type of 
patient. This group comprises about 12 percent of our patient load. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? The length of 
stay for selective patients such as general medical and surgical might be reduced 
if these selected non-service-connected patients were authorized outpatient 
treatment. 

(6) What effect would such a program have on your cost of operation? Un- 
determined, but presumed to be a negligible factor. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No specific recommendations except those previously mentioned. 

6. What is needed to improve turnover of patients? Research. There exists 
very limited domicile facilities for female veteran patients. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Non-service-connected 
Service 
Type of care required Total connected 
Total Innon-VA}| Not yet 
hospitals (hospitalized 
573 0 573 129 444 


ea many patients are scheduled for admission subsequent to January 12, 
1959? 

3. What system do you use for scheduling admissions from the waiting list? 
Priority system as outlined in VA Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on Yandary 12, 1959, who were 
potential admissions? 73 veterans hospitalized in VA hospitals awaiting ad- 
mission as transfers. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “‘Yes,’’ please describe the circumstances. Yes. Emergencies, and patients 
are admitted from the waiting list if one exists for the types of patients involved. 
In certain services where beds are immediately available admissions are authorized 
without placement of the veteran on a waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,451; approved, 1,135; rejected, 316. 
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V. Hospital staff 


(Report full-time equivalent empleyment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital pablenta.} 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
| 

1 1, 307.3 | 1, 108.5 —198. 8 
2. Physicians, full- and part-time. 26.0 27.6 
3. Physicians, residents and interns__..._........._.__- 39.5 31.0 
4. Physicians, consultants and 16.0 
8. Therapists and technicians ?__._.__.___._.._________- 61.7 61.0 
10. Office of manager, personnel, and finance___._________ 30.0 28.0 
12. Other food-service employees___._................_.. 146. 5 118.0 
14, Engineering maintenance (excluding laundry) .__-__. 55.0 63. 0 +8.0 
15, Engineering operations (excluding laundry)_.______- 43.0 22.0 —21.0 


' In 1956 this was reported as fee basis only. 
?In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member-employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 9. 

21 (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: 220. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 55. 

(c) Average days of hospitalization of patients reported in (6): 619. 

22. Number of patients in day hospitalization: 13. 

23. Number of patients in night hospitalization: 3. 

24. For consultant and attending physicians, show below the required data. 


Total (fiseal years) 


| 
From July 1 through June 30 
| 1957 1958 1959 
| 
Number of different persons who provided service.___________ 47 49 48 
Average payment per consultant or attending!__.....- $1, 217.12 $1, 127. 65 $1, 271. 87 
Total amount paid to all consultants and attendings !._______- $57, 205.00 | $55, 255. 00 $61, 050. 00 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
By motivating and maintaining scientific and professional interest and activity 
and by creating an atmosphere that stimulates and induces professional personnel 


608 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


in accepting career appointments. This type of climate and opportunity improves 
the quality of patient care. 
3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
3. Grants from other sources administered through affiliated medical schools. iy PS 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted not ex- 
hausted 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has we serv- 
(2) In receipt of VA pension... ... 10 


1 Any form of prepayment insurance. 
Norte.—If a patent receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 


admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Estimated cost for calendar year 1958, $560. Each veteran is asked 
at the time of his admission if he has a hospitalization insurance plan. If he does, 
a VA form 10-2381 is completed and the veteran’s signature obtained, unless it is 
known that the plan will not reimburse the Veterans’ Administration. A card 
file is maintained showing the insurance plans which are known to prohibit pay- 
ment to the Veterans’ Administration. When it is not known whether the com- 
pany will reimburse the Veterans’ Administration the company is immediately 
notified of the veteran’s admission by use of VA form 10-98. After 30 days of 
hospitalization or at the time of the patient’s discharge from the hospital, which- 
ever occurs sooner, VA form 10-2381 and a statement of charges are forwarded 
to the company. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


1, . 24 $4, 775. 47 


561. 00 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 4. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Each applicant with non- 
service-connected disability is first examined by a physician for a determination 
of how much hospitalization is indicated. With this information we advise the 
veteran of the estimated cost in private hospitals. We have secured this cost 
estimate by visiting each hospital in the community. The veteran makes his 
decision following our counseling and assistance. 

8. In your opinion are there abuses of non-service-connected care? We are 
required to report all suspected cases of abuse. During the calendar year 1958 
there were 513 non-service-connected admissions and 4 cases were reported as 
suspected abuses. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonser vice Total 
connected | connected 


Korean... 23 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? =’ 


Fiscal year— 
Item 
1955 | 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load........___- 041 1,044 1, 046 1, 030 
(6) Full-time equivalent staff_.......____- 1, 369 1, 350 1, 344 1, 258 1, 118 
$6, 252, 950 | $6, 506,418 | $6,576,045 | $6,892,940 | $6, 736, 717 
(@) Salaries of staff ?_............-.-____-- 5,342,341 | 5,605,118 | 5,693,186 | 5,975, 803 5, 911, 005 
18, 159 15, 937 21, 100 14, 993 15, 665 
Yj) Communications. ...............-..-. 21, 439 20, 970 21, 284 21, 159 21, 087 
(9) Utilities (gas, coal, water, etc.)....___- 122, 144 123, 986 133, 280 136, 819 119, 999 
359, 533 351, 271 350, 177 352, 512 320, 614 
(i) Drugs and medicines .. . ..------------ 76, 753 74, 451 97, 399 92, 247 104, 985 
(j) Medical and dental supplies. ........- 55, 599 55, 538 51, 934 51, 006 59, 983 
(k) Asset acquisitions including equip- 
22, 906 41, 023 19, 392 12, 618 1,072 
234, 076 218, 124 188, 293 235, 783 182, 307 
(m) Cost per discharged patient. __.......- 1, 871 2,014 1, 939 2, 167 2, 762 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


| 
| 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. The primary fund allocation does 
provide this hospital sufficient funds for an acceptable standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? It might have 
a tendency to increase the patient’s length of stay if the hospital did not have a 
waiting list for admission. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons eaprepennn What improvements seem 
possible? Have they been discussed with responsible officials? Yes, but the 
comparisons are not considered appropriate because the mission and climate of 
each hospital differs even though the main objective and authority is similar 
within the VA system. Comparison with civil hospitals is not appropriate either 
because per diem costs generally do not include doctors’ salaries. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.892. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.479. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters are a factor in maintaining or recruiting some professional 
personnel, particularly career oe pe teen occupying centralized positions and the 
younger doctor who is a potential career employee. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $17,779,086. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The rising cost of living, higher cost of 
drugs, new therapies. The effect is a rising per diem cost. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Active participation of division and service chiefs on budget 
committee; management staff attitude; group and individual conferences; repeti- 
tive reminders through the medium of memorandums and daily bulletin; exercise 
of fund control by allotment and suballotment; participation in formulation of 
station fiscal plan. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


3, 914, 474 ll 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.03; per pound, $0.04. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None at this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 


t 
a 
f 


| 


gO 


I 

. i 

f 

I 

re 

b 

a 

8) 
— te 

be 

hi 

| — m 

sc 

F 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 6]1 


13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,029. 
(2) Visits to hospitals by patients on CBOC status: 269. 
(3) Cost per visit: $7.54. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentrtlized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Delegation of 
authority. Cite examples. Station engineer may now act as resident engineer 
for central office, negotiate formal contracts, and draw specifications. Stations 
may accomplish minor betterments costing less than $2,000. 

‘ (b) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Good practical administration. 

(3) How was the internal audit valuable to your hospital? They offered 
many suggestions which were valuable to the hospital, including pointing 
out a few deficiencies, with positive suggestions for corrections. They 
further suggested in some areas a method of improving manpower utilization. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It should improve patient care. It should be 
accomplished by individuals who are qualified and thoroughly familiar with the 
system and its objectives. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Generally speaking, supervisory visits from the area office are helpful 
and yield positive effects. 

(2) Of what value would you think these visits are to VACO? They 
render factual reports of field operations, following evaluation of the field 
station by technical specialists. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. To the best of our knowledge, they 
have been beneficial, but the time element is sometimes considered insufficient to 
meet deadlines. 

2. Is the management development program directed toward making good 
employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


Installation of ornamental fountain __ - 

Relocation of greenhouse. 
Altitude valves at water tower. _____- 


| 


Flame failure safeguard controls, boilers 
Installation of psychiatric door signals, 4 buildings 


Not programed, or under consideration for fiscal year 1962: Chapel building; 
golf course; sports and picnic area; further development of patient’s exercise yards. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscai year 1959. 
None scheduled because of new hospital. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 
None. 

2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None because of new 
hospital construction. 

if De i betterments costing less than $2,000, excluding equipment: None 
planned. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description 


Replacement of laundry equipment: 
2 washing machines 
3 garment presses 
2 tumblers 
t flatwork ironer (120-inch) 
1 30-inch extractor 


3. What, in your opinion, are the most pressing needs in your installation? 
Air conditioning and the construction of a chapel. The development of an 
outdoor patient recreational area on the new hospital grounds 


WADSWORTH, KANS. 
(Excelsior Springs) 
I. General 


Name of hospital: Veterans’ Administration Consolidated Center. 

Street address: Excelsior Springs division. 

City and State: Wadsworth, Kans. 

Type of services: Type of hospital, TB; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of: Assistant manager trainee, 2 years, 
director of homes, VACO, 3 years, appointed manager, July 1, 1957. 

(a) Manager: Marvin A. Chapman, assistant manager, 5 years. 

(b) Assistant manager: None. 

(c) Director, professional services: Laszlo 8. Arany, M.D., appointed director, 
professional services, December 14, 1958. 


Amount 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 


otherwise specified) 


TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


In process of activation 
Construction 


uired 
Tos of bed not required for cur- 
rent operating plan regardless of 
staff availability 
Other 


. Patients remaining 


. Average daily patient load for 12 
months ending Dee. 31, 1958 


A 


. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number 
(6) Percent of total patients re- 
maining (line 9) 
. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(a) Number 
(b) Percent of total patients re- 
maining Jan. 10, 1957 


USE OF TRIAL VISIT 


Calendar year 


1957 


14. Number of patients sent to trial visit during year 
15. Number of patients on trial-visit status as of 31. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: "There are indications 
on a small scale, that the steady decline in demand for TB beds may be leveling 
out expecially in our area. 

17 (a) What is the number of TB beds (rated capacity) which were unavailable 
_ January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? 74. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


= 
P| Domiciles 
1. Rated bed capacity. 209 209 pone 
Beds not in use (unavailable): 
6. Beds _re- 
HGE OF PATIENTS 
12 
13 
Item 
1955 1956 1958 
0 0 0 0 
Type of discharge 1956 1957 1958 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(b) TB hospitals: Average stay for TB patients, 211 days. 

3 (a) What system of control do you have to insure a minimum stay in hos- 
pital? Regular and scheduled review of length of stay by length-of-stay com- 
mittee and medical records committee. Subject is frequently discussed with 
professional staff, chiefs of services and allied services. 

(b) What improvements have you made since your last report to this com- 
mittee? Utilization of professional staff particularly surgical staff at Wadsworth 
division of this consolidated center on a consultant basis will have noticeable 
effect on patient stay and patient care. This practice means the TB patients at 
Excelsior Springs now have the full range of medical and surgical technique and 
abilities immediately available when required. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) None. 

4. (a) What would be the effect on length of stay if you were able to provide 

sthospital followup care, as needed, on an outpatient basis? Followup eare 
is currently being furnished TB patients by local health agencies in the majority 
of cases. If VA were permitted to pay necessary travel costs for repeated out- 
patient care, then the number whose medical needs could be satisfactorily met 
under the program would definitely increase and thereby reduce the overall length 
of stay. 

(b) What effect would such a program have on your cost of operation? Such 
a program would definitely increase the daily costs of operation because of in- 
creased turnover rate. 

5. What would you suggest to further reduce hospital stay without impairing 
care? In nonemergent cases, preadmission workup to conduct routine tests and 
examinations prior to bed occupancy would save patient-days. 

6. What is needed to improve turnover of patients? The procedure described 
in No. 5 above would assist to a limited degree in increasing turnover of TB 
patients. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
seneeay 12, 1959, and not yet scheduled for admission and not VA patients: 
‘None. 

2: ad many patients are scheduled for admission subsequent to January 12, 
1959? 5. 

3. What system do you use for scheduling admissions from the waiting list? 
Strictly according to priority groups set forth by central office directives. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the an- 
swer is ‘‘Yes,’’ please describe the circumstances. Yes. Service-connected cases 
and acute emergencies are admitted immediately. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 94; approved, 81; rejected, 13. 


V. Hospital staff 


poy full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
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Hospital staff on duty Increase (+) or 


Dec. 31, 1956 Dec. 31, 1958 


. Physicians, full- and part-time 
. Physicians, residents and interns 
. Physicians, consultants and attendings 


> 


. Nurses 

. Hospital aides 

. Therapists and technicians ! 

. Social workers 

. Office of manager, personnel, and finance 

Other food-service employees 

. Laundry 

. Engineering maintenance (excluding laundry) 

. Engineering operations (excluding laundry) 

. Special services 

. All other staff 


Sp 
@ 


| 


Sw 


| 


1 In physical medicine, dentistry, laboratory, X-ray. 

19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958: 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 2. 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: 4. 

(c) Average days of hospitalization of patients reported in (b): 213 days. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


Number of different persons who provided service_ - 
Average payment per consultant or attending !_ ____ 
Total amount to all consultants and attendings 
Total for trave 


! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? None. 


VI. Research and education 


2. For bosses without approved research and education activities: What 


benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or hospital 
administrative trainees? This hospital is too small to profitably support for- 
malized programs such as these. 

3. Amount of funds available in fiscal year 1958: 


For education 


fund 
rough affiliated medical schools. 


- from 1956 
to 1958 
4 -.9 
5. D 1.0 
6 6.0 
7 | 
8 
9 | 
10 | 
1] 
12 
13 
14 
| 15 
16 
17 | 
| 
| 
1957 1958 1959 
14 16 10 
$868 $720 $825 
. Rods ie $12, 150 $11, 525 $8, 250 
? 
Py 
| 
es 
Research and train- 6 
ing (pro- 
gram 8300) 
2, Gifts and donations deposited in 
3. Grants from other sources administered t 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 
Eligibility category 


Without 
Entitle- | Entitle- 
ment ex- 


(c) For treatment of a non-service-con- 
nected condition 


(1) Patient has serv- 
i nected 


ce-con isability 
(2) In receipt of VA pensi 
a In bospital more than 
4) Other 


! Any form of prepayment insurance. 


Note.—If patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the coilection program to the hospital during calendar 

ear 1958.) All patients admitted with any type of hospitalization insurance are 
nterviewed by a designated employee for compiling necessary data for collection 
efforts. The.insurance forms, correspondence and billings are prepared by this 
employee, thereby assuring that all potential collections are properly pursued. 
Estimated cost, $30. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year 
1958 


$5, 710 
498 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The admitting physician fur- 
nishes estimate of length of stay for condition requiring admittance. The ad- 
mitting clerk then computes an estimate of similar care in non-VA hospital from 
cost data obtained from local hospitals and VA catalog No. 5. This counseling 
takes place before the oath is signed. 

8. In your opinion are there abuses of non-service-connected care? To all 
reasonable, practical, and economical purposes, no. 


hausted | not ex- 
hausted 
(6) For treatment of a service-connected 

: 
| 
( 
a 

Calendar year 

in 
th 
Ju 
; 
he 
me 
yo 
| 
bas 
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9. Percentage of —— as of January 12, 1959, in hospitals for treatment of 
service-connected of non-service-connected conditions: 


VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 


1959 
(estimated) 


Average daily patient load , 125.0 
Full-time equivalent staff. . .6 179.9 


$1, 189, 331 


Medical and dental suppli 
Asset acquisitions including equip- 


ment 
(m) Cost per discharged patient. 


TA ed for common services: Show all costs to nearest dollar of actual cost. 
3 juding all payroll analysis accounts. 


NorTE.—1955 and 1956 data are based on tabulations of 25-percent sample of discharge records, and 1957 
data are based on tabulations of 20-percent sample of discharge records. " 


2. Do you believe that the poms, fund allocation is sufficient to provide an 


acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average Golly, patient load in- 
crease or decrease the patient’s length of stay? How or why? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? Data furnished 

by VACO is received frequently and in sufficient detail to obtain a fair comparison 
in most instances. 

5. (a) What is the averag raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.186. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.059. 

(c) if all your patients are not on the same ration, what differences are there? 

hy? All on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 4 housekeeping, 40 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Important to recruitment and stabilization of staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

- What, in your opinion, is the capital value of this installation (all buildings) 

based on a replacement cost? $7,700,000. 


33427—59—— 41 


War Service Nonservice Total 
connected connected 
25 75 100 
| 100 0 100 
1955 1956 1957 1958 
(ce) Total cost !._.................-.} $1, 299, 249 $1, 321,099 | $1, 279,839 | $1,236,573 | i 
f (@ Salaries of staff ?_.....................| 1,018,829 | 1,074,728 | 1,073,653 | 1,098, 643 996, 983 
\ 2, 991 3,324 3, 339 2, 214 1,721 
1 Communications... 3,971 3.704 3,691 3, 504 3, 419 
) Utilities (gas, coal, water, etc.) .......-. 29, 367 32, 141 32, 491 32, 912 32, 938 
t RL BL eel 99, 490 91, 305 83, 904 72, 213 60, 014 
| (i) Drugs and medicines __............... 14, 168 10 828 11, 197 12,372 10, 524 
r [es bed! 55, 490 33, 549 21, 391 22, 047 36, 529 
du wabebin’ 65, 745 56, 870 36, 421 26, 969 35, 271 
le 
iT ee 3, 856 3, 300 3,007 3, 823 5, 363 
re 
is 
| 
ar a 
710 
498 
d? 
ere 
of 
als 
ur- 
om 
ng 
all 
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8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. age board and classified employees 

y increases. Increase in purchase price of supplies, equipment, and services. 

ese factors have the effect of increasing cost of operation at this installation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Established cost control points in using and operating divisions 
and services and allocated funds to these points. Constant review of status of 
each allocation is made by management and division and service chiefs. 
Strict adherence to internal control principle has instilled cost consciousness at all 
operating levels. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


347, 935 7.5 
Pounds. 278, 348 6.0 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry 
operations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.042; ber pound, $0.052, 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $y.043; per pound, $0:053. 

11. What import does the average daily patient load concept of financing 


hospital opera fons have on the turnover of patients, the admission of patients 


who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load seen of financing just to maintain an average daily 

tient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meed the needs of veterans 
actually needing hospitalization? If the CBOC program were expanded to 
include full outpatient treatment including travel for non-service-connected 
veterans, a reduction in length of stay would be expected. With the tremendous 
increase in veteran population in the greater Kansas City geographical area, 
which. will, probably continue to increase over the next 25 years, as well as the 
increasing average age of World War I veterans, it is felt that there would be no 
reduction in demand for present rated capacity of operating beds. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: None. 
(2) Visits to hospitals by patients on CBOC status: None. 
(3) Cost per visit: None. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Procedural 
revision. Cite examples. Although budget decentralization represents. by far 
the largest example of decentralized operational authority, there is evident a 
continuing trend of revised procedures allowing greater latitude in the exercise 
of the manager judgment to meet local conditions. These adjustments have 
been of a minor nature but of a considerable volume and in total have constituted 
a considerable shift of authority. 

8 (b) Has your hospital had an internal audit of its administrative operations? 
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(c) If a fair F Aghicvasyrm medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? A medical audit should be able to point out areas 
of professional care which need revision; assure adherence to high standards; 
better utilization of personnel; suggest revisions in medical administration having 
a direct bearing on patient care and comfort. Recommend joint team with 
outside, VACO, and area representation plus at least one local professional staff 
mber. 

md) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits made are helpful but due to limited staff and travel funds for 
area offices visits are too far apart and not of sufficient duration to provide 

the help that they are potentially able to offer. ‘ 
(2) Of what value would you think these visits are to VACO? The chief 


medical director is on record many times as declaring the functioning of the 
area Offices as indispensible to him. 


(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? In sum total yes, specific instances very 
little. There is no evidence that VACO ever acts in any manner other than in 
the best interests of the Veterans’ Administration and those it serves. 

2. Is the management Copslenepens program directed toward making good 
employees or good managers? It is not feasible to have one without the other, 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


one 
New Boiler plant 


000 
However, recent correspondence indicates that there will be only a renova- — 
tion of existing plant. The extent of renovations is unknown at time. 
, Includes rooms 10 12, 122, 122A, 211, 205, 207, 305A, 306A. 
1961 | Replacement of dumbwaiter with service elevator. 13,000 
Consider this project no longer necessary under revised mission. 


. Not programed, or under consideration for fiseal year 1962: Sprinkler system 
buildings 5, 6, 28, 33, T34, 35 12, and 13; building No. 5: Rooms 1, 1A, 2A, 8, 
13, 17, 19, 20, 101, 103, 105, 109, 130, 132, 145, 216A, 305B, 334, 354; building 


No. 12: Rooms 2, 5B, 5C, 109, 110; building No. 13: Rooms 3, 6, 7, 15, 16, 17, 103, 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


1, Housekeeping quarters: Repairs, redecorating, and remode 


2. Conversion of porch into dayroom, educational, and occupational therapy rooms 
3. Install 5 metal overhead doors on station garage 


(b) In-addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 


Description Amount 


1. Building No. 5, major porch repair....................-.--.--..----------------------+- $17, 900 
2. Repair 2 hospital elevators 000 


| 
= Description Amount 
g ond 
ly 
Id 
ns 
to 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and RNIN, 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Fiscal 
Dupl juarters 23 and 24: end painting $2, 
Remodeling o cottage quarters 1, 2,3, 4: Remodeling include painting, installation 
lumbing fixtures, kitchen fixtures, 8, 


3. ment floor tile in basement of building 12 and educational 

4. Underpinning of quarters 24 
Fiscal year 1 
1. Paint buildings 5, 12, 13 5, 
Replace roof on building 3, 
3. Replace approximately 400 seeeian with aluminum screens. 4, 

4 Replace approximately 30 doors throughout the hospital 1, 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Fiscal year 1960: 

2. Install suspended ceiling in 2d floor dayrooms, occupational and educational therapy 
rooms 1,720 square 1,040 
ap roximately 70 fixtures with fluorescent 1, 400 
Fiscal year 1961: tall suspended ceilings in offices and bedrooms, Ist floor, building 5... 1,900 


(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal year al year 1 960: 
is cabinet in $1,000 
2 Hot water storage tanks- 6, 000 
3. Refrigerated serving counters 3, 000 


3. What, in your fie prone are the most pressing needs in your installation? 
Renovation of physical plant to modern standards. 


WADSWORTH, KANS. 
(Wadsworth Division) 
I. General 


Name of hospital: Veterans’ Administration Consolidated Center. 

Street address: Wadsworth Division. 

City and State: Wadsworth, Kans. 

Type of services: Type of hospital, G.M. & §.; domicile, yes; NP, yes; TB, yes; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Man anager: Marvin A. Chapman, assistant manager, 5 years; VACO, 3 years; 
O87 manager trainee, 2 years; director of homes; appointed manager, July 
1,1 

fe Assistant manager: None. 

c) Director, professional services: Joseph N. Plumer, M.D., Board of Internal 
Medicine Certification, November 1951; subspecialt pulmonary diseases, April 
1954; date of appointment as director of professional services, June 1, 1958. 


500 
1000 
800 
500 
500 
000 
800 
1000 

Description Amount 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless mt _ 


otherwise specified) Domiciles 


Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


L 
Beds not in use (unavailable): 


In process 
Staff not recruitable: Beds required __ 
Type of bed not required for cur- 

rent operating plan regardless of 


verage y lor 
months ending Dec. 31, 1958_...._-- 766 48 285 


AGE OF PATIENTS 


) 
18. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
maining Jan. 10, 1957......-- 


& 
3 
28 


@ 
e8 a 


Item 


1955 1956 1957 1958 


M. Number of patients sent to trial visit during ra () 
15, Number of patients on trial-visit status as of . 31. ® 


st 
RS 


41 
20 


1 Unknown. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total me 2, 639 2, 440 2, 408 
Unknown, 


(6) If there are trends in any of the components above, please describe their 

ificance and impact on the activities of your hospital: None of major signifi- 
cance. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 


on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 


O44 77 295 65 507 1, 080 
836 77 295 65 399 1, 080 : 
40 433 945 
| 43 390 927 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) N 
(b) Pe 
USE OF TRIAL VISIT 
Calendar year 
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(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharsing hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 96 days (includes 
neurological, medical, and surgical.) 

(b) TB hospitals: Average stay for TB patients, 152 days. 


Length of time since admission Number of | Percent of 
Patients Patients 


2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for peters discharged during the period April 1, 1958, through 
October 31, 1958, for the amet operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 


Hemorrhoidectomy-- 4 
1 
2 
2 


Subtotal gastrectomy for duodenal ulcer... 
Prostatectomy: 
Perineal. 


Transurethral __ 


8 


8 


3. (a) What system of controls do you have to insure a minimum stay in 
hospital? Regular and scheduled review of length of stay by length-of-stay 
committee and medical records committee. Subject is frequently discussed 
with professional staff, chiefs of services and allied services. 

(b) What improvements have you made since your last report to this committee? 
Increase in professional staffing has resulted in increased turnover. Critical 
analysis of medical records to detect cases whose length of stay may be ques- 
tionable. Any such cases are then discussed personally with the ward physician. 

(c) Are there any identifiable administrative practices or policies that —_ 
contribute to increasing length of stay? (If so, describe.) Inability to establis 
a satisfactory penne plan for certain patients who have received maximum 
hospital benefits. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Increase in average age of 
patients plus a greater ratio of patients with chronic diseases. 

4. (a) t-would be the effect on length of stay if you were able to provide 
pean followup care, as needed, on an outpatient basis: If the post- 

ospital care program permitted payment of necessary costs for repeated out- 
patient care, then the number whose medical needs could be satisfactorily met 
under this program would definitely increase and thereby reduce the overall 
length of stay. 

(6) What effect would such a program have on your cost of operation? Such 
. program could definitely increase the daily costs of operation because of in 
urnover rate. 
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5. What would you suggest to further reduce hospital stay without impairing 
care? In nonemergent cases, preadmission workup to conduct routine tests and 
examinations prior to bed occupancy, would save patient days. 

6. What is needed to improve turnover of patients? Increase in number of 
qualified professional personnel, plus the procedure described in No. 5 above. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required connected 


Total Innon-VA}| Not yet 
hospitals |hospitalized 


1. Total applicants: NP 38 38 2 36 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? Hospital, 37 cases; domiciliary, 19. 

3. What system do you use for scheduling admissions from the waiting list? 
Strictly according to priority groups set forth by central office directives. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? Hospital, 16 informal, telephone inquiries. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please describe the circumstances. Yes. Service-connected cases and 
acute emergencies are admitted immediately. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 1,471; approved, 1,159; rejected, 312. 


V. Hospital staff 
rt full-time equivalent employment for both full- and part-time employees 


(Re 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 


‘| Dec. 31, 1956 | Dec. 31, 1958 


Physicians, full- and part-time 

. Physicians, residents and interns 

Physicians, consultants and attendings 

urses 

. Hospital aids 

. Therapists and technicians ! 


10. Office of manager, mnel, and finance 

Dietitians 

12, Other food-service employees 

13, Laundry 

14. Engineering maintenance (excluding laundry) 
15. Engineering operations (excluding laundry 


18. All other staff 


Bor 


Sor 


! In physical medicine, dentistry, laboratory, X-ray. 


_ 19. (a2) Number of member employees as of January 12, 1959: 68. (Does not 
include members charged to other than hospital program.) Annual wage (aver- 
age) : $775.29. 

(6) What is the value of this program to the member and to the hospital? The 
gainful employment of the member is an essential and desired factor in the pro- 
gram to restore him to a productive and satisfying life. In numerous cases this 
employment has given the member renewed confidence in his ability to hold a full- 


Increase (+-) or 
decrease (—) 
from 1956 
to 1958 
| 
—25.3 
+2.2 
—6.0 
—22 
+1.0 
+9. 2 
-LO 
—2.0 
—6.6 
+5.6 
—4.3 
—3.8 : 
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time job. In other cases it has brought to light definite limitations in his capacity 
and abilities which prove helpful in making future plans. 

In some cases, members have special skills that can be used to extend and 
enhance our services to the patient beyond that possible with our regular staff. 

20. What was number of guards on duty December 31, 1958? 11. 

21. (a) : — of patients on January 12, 1959, who are in industrial therapy 
program: . 

(6) Number stagione discharged during past 3 months who were given indus- 
trial therapy: 2 NP. 

(c) Average days of hospitalization of patients eee in (b): 152 days. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


From July 1 through June 30 


Number of different persons who provided service. ........--.| 39 43 40 
Average payment dod consultant or attending '___.......-.... $2,117 $1,714 $1, 850 
Total to all consultants and attendings $82, $73, $74, 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


Physici 
Paramedical personnel 


VI. Research and Education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
As a group, physicians engaged in research and educational activities are pro- 
fessionally superior to others not so engaged. This is true because the demands 
of research and education require that individuals therein engaged must have a 
well developed motivation in their professional field; possess more extensive 
training, and ability to meet superior intellectual requirements. The stimulation 
of these programs attracts and helps retain better qualified personnel. This, in 
turn, is reflected in improved patient care. 

3. Amount of funds available in fiscal year 1958: 


1. VA appropriation 777 $692 
2. Gifts and donations deposited in general = 0 


fund .. 
3. Grants from other sources administered t 'h affiliated medical schools_| 0 


Total (fiscal years) 

For education 

Research and train- 
ing (pro- . 

gram 8300) 
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VII. Eligibility and ability to pay : 
1. Patients admitted to hospita] on November 30 through December 6, 1958: 


General medica! and surgical 
and neurological 


Psychi- | With insurance! 
Eligibility category atric 


Entitle- | Entitle- 
ment 
not ex- 
hausted 


(a) Total 

(0) For treatment of a service-connected 
condition . 

(c) For treatment of @ non-service-con- 
nected condition 


(1) Patient has compensable serv- 
iee-connected disability 

(2) In roortes of VA pension 

3 In hospital more than 30 days. 

(4) Other... 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (¢) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial. disease or 
injury at no exnense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) All patients admitted with any type of hospitalization insurance 
are interviewed by a designated employee for compiling necessary data for col- 
lection efforts. The insurance forms, correspondence, and billings are prepared 
by this emmloyee, thereby assuring that all potential collections are properly 
pursued. Estimated cost $1,179.52. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed. 088 488 
Amount collected ber 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M 8. care required before oath is signed? The admitting physician 
furnishes estimate of length of stay for condition requiring admittance. The 
admitting clerk then computes an estimate of similar care in non-VA hospital 
from cost data obtained from local hospitals and VA Catalog No. 5. This counsel- 
ing takes place before the oath is signed. 

8. In your opinion are there abuses of non-service-connected care? To all 
reasonable, practical, and economical purposes, no. 


Without : 
insurance 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service 
connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services including 84-8 accounts)? 


Average daily patient load 
Full-time equivalent staff. 


ions 
Utilities (gas, coal, water, etc.)_.....-- 
Raw foods 

oe and medicines 

Medical and dental supplies 

Asset acquisitions including eq 


(m) Cost per discharged patient 


1 Not available. 
Show all costs to nearest dollar of actual cost. 
: uding all payroll analysis accounts. 


Nore.—1955 and 1956 data are based on tabulations of 25-percent sample of discharge records, and 1957 
data are based on tabulations of 20-percent sample of discharge records. ay 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Compared to the average standard of medi- 
eal care of all VA G.M. & 8. hospitals our primary fund allocation is not sufficient 
to maintain care at the average level. 

3. Does the allotment of funds on the basis of average one patient load in- 
crease or decrease the patient’s length of stay? How or why? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons Sgr ates What improvements seem 

ible? Have they been discussed with responsible officials? Data furnished 
y VACO is received frequently and in sufficient detail to obtain a fair comparison 
in most instances. 

5. (a) What is the av raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.972. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.848. 

(ce) if all your patients are not on the same ration, what differences are there? 
Why? TB patients receive 1.3 times the standard ration allowance on meat, 
milk, and butter food groups. They receive 1.1 times standard ration allowance 
on bread, other fats and miscellaneous food groups. Medical, surgical, and 
neurological patients receive 1.1 times the standard allowance on all food groups. 
Nutritional needs are greater for above types of patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 4 housekeeping, 18 nonhousekeeping. 


War Nonservice Total 
connected 
Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
859. 4 829.5 828.0 $29.1 
© Total cost ?.__..................] $4, 147, 898 | $4, 304, 021 | $4, 404, 648 | $4, 676,279 | $5, 066, 014 
d) Salaries of staff 3......................| 3,423,121 3,620,714 | 3, 644, 557 3, 929, 167 4, 182, 859 
. Patient travel 16, 677 13, 965 11, 563 9, 286 8, 685 
12, 657 12, 436 12, 262 13, 194 14, 921 
61, 868 70, 044 60, 811 56, 223 81, 206 
) 281, 542 281, 314 283, 397 299, 528 300, 444 
i) 93, 880 85, 022 91, 450 110, O11 121, 590 
‘ 69, 148 80, 743 84, 807 69, 022 94, 817 
93, 253 79, 853 78, 831 79, 599 62, 959 
95, 752 149, 930 136, 970 110, 249 198, 523 
ee 1, 108 1, 232 1, 159 1, 365 . 1,552 


' 
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(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Not being located in a metropolitan area, quarters are indispensable in 
recruitment and stabilization of key professional personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Eight additional housekeeping quarters for physicians. 

(d) Could cost of such quarters be a lucrative investment? From a financial 
standpoint a very positive ‘‘no.”’ 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $27 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. age board and classified employees 

y increases. Increase in purchase price of supplies, equipment, and services. 

ese factors have the effect of increasing cost of operation at this installation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Established cost-control points in using and operating divisions 
and services and allocated funds to these points. Constant review of status of 
each allocation is made by management and division and service chiefs. Strict 
adherence to internal-control principle has instilled cost consciousness at all 
operating levels. 

10. Laundry service: 

(a) ng was the utilization of laundry per patient per day during calendar 
year 19 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and os maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.028; per pound, $0.035. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.0361; per pound, $0.0454. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

_13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and fends specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? If the CBOC program were expanded to include 
full outpatient treatment, including travel for non-service-connected veterans, a 
reduction in length of stay would be expected. With the tremendous increase in 
veteran population in the greater Kansas City geographical area, which will prob- 
ably continue to increase over the next 25 years, as well as the increasing average 
age of World War I veterans, it is felt that there would be no reduction in demand 
for ‘_—> rated capacity of operating beds. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $12,288.80. 
(2) Visits to hospitals by patients on CBOC status: 1,010. 
(3) Cost per visit: $12.17. 
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IX. Miscellaneous 
1. The Department of Medicine and Surgery was reorganized in 1953. 


(a) The hospital manacer was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Procedural 
revision. Cite examples. Although budget decentralization represents by far 
the largest example of decentralized operational authority, there is evident a con- 
tinuing trend of revised procedures allowing greater latitude in the exercise of the 
manager judgment to meet local conditions. These adjustments have been of a 
minor nature but of a considerable volume and in total have constituted a consider- 
able shift of authority. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally texperienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Good ctical administration. 

(3) How was the internal audit valuable to your hospital? Audit was 
completed soon after arrival of new manager and provided him with an 
excellent review of areas which needed attention, particularly pointing out 
where reductions in personnel were indicated. It is the consensus of manage- 
ment and staff that a very fair and constructive audit was performed. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
Gperationnl changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should. it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A medical audit should be able to point out areas 
of professional care which need revision; assure adherence to high standards; better 
utilization of personnel; suggest revisions in medical administration having a direct 
bearing on patient care and comfort. Recommend joint team with outside, 
VACO, and area representation plus at least one local professional staff member. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to-the hospital are supervisory visits of the area office 
staff? Visits made are helpful but due to limited staff and travel funds for 
area offices visits are too far apart and not of sufficient duration to provide 
the help that they are potentially able to offer. 

(2) Of what value would you think these visits are to VACO? The chief 
medical director is on record many times as declaring the functioning of the 
area offices as indispensable to him. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? In sum total ‘‘Yes,’’ specific instances very 
little. There is no evidence that VACO ever acts in any manner other than in 
the best interests of the Veterans’ Administration and those it serves. 

2. Is the management development promt directed toward making good em- 
ployees or good managers? It is not feasible to have one without the other. 


X. Capital improvement 


1. What..nonbed-bettermentyprojeets (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 
Fiscal Description Amount 
year 
1959 Ponies elevator, building No. 88 (active formal contract). . $41, 850 
Lighting for roads, and additional subfeeders (active formal contract) ...........-.| 72, 900 
Replace 3 elevators, building No. 91 (contract bid opening March 1959).._......_- ag 
1960 | None ae one 
1961 | New theater and library building 1 350, 000 


Estimated, 
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Not programed, or under consideration for fscal year 1962: Priority: 

(1) New laundry; (2) replace elevators, buildings Nos. 89 and 90 (main hos- 
pital); (3) replace elevators, buildings Nos. 12 and 122 (domiciliary and NP 
hospital); (4) replacement of elevators in buildings Nos. 41 and 71 (supply, 
nurses. quarters); (5) replacement of physicalymedicine huts (main. hospital) ; 
(6) automatic sprinklers, warehouse, building No. 41, storage; building No. 
140, recreation building No. 64, and library building No. 29; (7) main hospital 
centralized oxygen and suction; (8) builcing No. 122, NP hospital, detention 
screens; (9) building No. 100, renovation for domiciliary clinic; (10) proposed 
cafeteria, first floor, main hospital, builCing No. 89; (11) two-lane cafeteria for 
domiciliary cining room, building No. 19; (12) connecting corridors, third floor, 
main hospital, buildings Nos. 89, 90, and 91; (13) addition to garage, building 
No. 54; (14) additional dining room, builcing No. 122, for cafeteria; (15) addi- 
tional wing, NP building No. 122; (16) equipment storage house at cemetery; 
(17) sewage-disposal connection to city of Leavenworth; (18) new boiler; (19) 
underground electrical distribution system; (20) an eight-car garage for house- 
keeping apartment, buildings Nos. 34 and 76; (21) additional parking lot (main 


hospital). XI. Mai 


“1. (a) List by description and amount-of-money~<involved each major item of 


maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1, Replacing built-up roofs, buildings Nos. 91, 3, 4, 6, 8, 9, and 14. $5, 
2. Repairs to foundations, buildings Nos, 2 and 47.................--...---...-.2..-.2..ee 7, 
3. Road resurfacing and repairs, concrete street and replacement of storm sewers_-__.....-- 41, 
4, Repair and repainting interior, water tank...._. er 2, 
5. Repairs to electric distribution system (pole replacement). ..__- 
Total deferred maintenance and repair. ee 64, 
6, Floor replacement. 13, 
7. Ceiling replacement. 7; 
Replacement of window-insect sercens and aluminunj frames_ 2. 
§'Remova! of station theater, building No. 63_._.. 1 


11. Replacement of grease trap, building No. 19_. 
12. Replacement of surgical X-ray viewers. ---.. 
13. Major repairs to housekeeping quarters. 
14. Refrigeration repairs, building No. 19 
15. Plaster repair materials... 
16. Boiler plant flame failure__- 
17, Grounds maintenance supplies. -.... 
18. Garage-transportation repairs. : 
19. 
20. Replace roof, building No. 21_ 


Total regular maintenance and repair 


| 


38 


& 
3 
8 


«»(b)..In addition, list those items.deferred.due to lack of fun’s which in your 
opinion will result in further deter‘oration of property because of such deferral. 


Description Amount 
1, Exterior painting of hospital buildings Nos. 88, 89, 90, and 91. . $25, 000 
2, Replacement of roofs on buildings Nos. 6, 64, 41, 43, and 110__.._ 12, 000 
3., Major repairs to elevators in buil ily. Sabaeies 2, 500 
Replacement of exterior doors and frame of hospital buildings Nos. 88, 89, 90, and 91, also 
sbuildings Nos, 19, 28, and 2, 000 
5. Replacement of steam line between buildings Nos. 11 and 66_. 3, 000 
g of bituminous roads- 7,000 
7. Replace plaster in building No. 91, hospital... a6 8, 500 


NotE.—The above represents that which could reasonably be accomplished in 1 fiscal year. It does not 
represent the total amount of deferred maintenance. 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description 


Fiscal year 1960, deferred maintenan: ce and oo tentatively approved by central office: 
1 U nderpin foundation, building N 

Dethses maiatenance and repairs, not approved 

Replace floor coverings, building No. 91 24, end 
z Replacement of floor covering, building No. 19..........-.---.-.-----------+---+--.- 
4. Exterior m repairs to building No. 64.._...--- 


pa: 

7. Replacement of window 
lace, building electric 
it Boiler plant steam er replacement 
10... Repairs to plumbing—Thospitel . ... 


requested: 
1, 4 2d, rand 3d floors. 
2. of plumbing fixtures, building’ 
3. re of hospital sterilizer equipment, central sterile supply, 5 bedpan 


4. Replace floor cover building No. 19, dining roo’ 


Exterior masonry treatment, Dallding 19, 
a Masonry exterior wall repairs, building No, 64................-.-----.-.~------------ 
. Replacement of wooden porches, on domiciliary buildings with concrete construction_| 
Other’ major maintenance: 
8, Floor replacement ......- 
9. Ceiling 
12. Exterior painting .......- 
13. Replacement of hardware .....- 
14. Replacement of window screens... 
16, Replace, building electric é 


17. Repairs to housekeeping 

18. Boiler plant steam header replacement. a 
19, Repairs to plumbing, hospital... 

21. Grounds maintenance supplies... 

22. Replace radiators on heating of 


B 


PEE 


x 
SSESE ES ESESES SEE 


-(b) Minor betterments costing less than $2,000, excluding equipment: . 


Description 


Amount 


Fiscal year 1960 

1. hospital buildings Nos. 88, 89, 90, and 91 circuit capacity 

2. Increase electric capacity to buildings Nos. 

3. Oxygen and suction to surgery and recovery room. _-_.......-..------.--.----------- 

4. Conversion of building No. 18 to animal house... ___.-........-..---.--------------- 

5. Increase electrie distribution in housekeeping quarters... 

6. Ceramic wall tile, main hospital, ground floor corridor. -__...........---------------- 

7. Drop ceiling in building No. 19 

9. Laundry restroom facilities. 

Fiseal year 1961: 

2. Drop ceiling in building No. 19, dining room-----.............---.------------------ 

3. Zone control on heating. 

Hy Increase electric capacity on quarters buildings 

6. 


Increase electric — on — building 
Cemetery road improv: Bs 


eee es 


Station maintenance funds: 
1 
1 
1 
1 
1 
1, 
1, 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Fiscal year 1960: 

eplace hospital a 

. Replace 

Replace 2 farm 

. Kitchen equipment rep] t 

. Air conditioning (window units)...............-..--...-----------.-.-. 

. Sewer cleaning machines_-._. 

. Replace bathroom fixtures, in housekeeping quarters... 

Fiscal year 1961: 

. Air-conditioning umits__...........- po 

Replace hospital] sterilizers. ........- 


~_ 


3. What, im your opinion, are the most pressing needs in your installation? 
(1) Qualified physicians; (2) additional registered nurses; (3) increase in primary 
fund allocation to allow expenditure per patient per day to approximate average 
for G.M. & 8. hospitals; (4) modernization survey. 


WICHITA, KANS. 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 5500 East Kellogg. 

City and State: Wichita, Kans. 

ee of services: Type of hospital, G.M. & 8.; domicile, no; formal outpatient 
clinie, yes. 

Name, qualifications, and tenure of— 

(a) Manager: Edwin J. Klag, appointed December 10, 1957. 

-Edueation: Bachelor of philosophy, 1936; bachelor of laws, 1941. 

Experience, civilian: 1 year administrative assistant to city manager, Toledo, 
Ohio; 5 years Owens-Illinois Glass Co., Toledo, Ohio, accounting and industrial 
engineering. Military: 3}4 years active duty. Private to captain. Assign- 
ment control officer, Army depot. 13 years Reserve; currently major, USAR. 
VA: 13 years—2%2 years branch office, St. Louis, chief, organization and methods 
seetion and chief, planning section; 42 year executive officer, VA Hospital, Spring- 
field, Mo; 8 years assistant manager, VA Hospital and VA center, Wichita, Kans.; 
1% years acting manager and manager, VA center, Wichita, Kans. 

Specialized training: ACHA institutes, VA Institutes for Hospital Adminis- 
trators. Graduate: ay Supply Officers Training School; School of Business 
Administration, Harvard University, Boston, Mass.; special associate course 
Command and General Staff College, USA, Fort Leavenworth, Kans.; industrial 
mobilization course, Industrial College of Armed Forces. 

Membership: American College of Hospital Administrators, Ohio State Bar 
Association. 

(b) Assistant manager: John R. Parrish, nepeines February 23, 1958. 

Edueation: High school graduate, 1931; college graduate, bachelor of science, 
1935; master of science, 1936. 

Military: U.S. Army, 1941-46. Entered as lieutenant, discharged lieutenant 
colonel. Adjutant and Adjutant General’s Office, Washington assignments. 

A experience: Branch office, 1945-46; branch medical office, 1946-49; area 
medical office, 1949-51; assistant to manager, VA Medical Teaching Group 
Hospital, Memphis, Tenn., 1951-54; assistant manager, VA Hospital, Kansas 
City, Mo., and New Orleans, 1954-58; assistant manager, VA Center, Wichita 
Kans., 1958-59. 

Specialized training: Five American College of Hospital Administrators 
Institutes; Interageney Institute for Federal Hospital Administrators; First. VA 
National Management Institute, and DVB management seminar. 

Membership: American College of Hospital Administrators. 
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mm,’ en professional services: Irving C. Eldridge, M.D., appointed Octo- 
r 6, 

Education: Bachelor of arts and doctor of medicine degrees, Baylor University. 

Internship: Baylor Hospital. 

Residencies: Dallas Methodist Hospital; St. Joseph Hospital, Fort Worth. 

Postgraduate: Surgical pathology, Mayo Clinic. 

Private practice, 1929-34, Fort Worth. 

Active duty, U.S. Army, 1934-46. Last 6 years primarily medical administra- 
tive duties including executive officer of large hospital and commanding officer 
of smaller hospitals. 

Veterans’ Administration experience, 1946 to date inclusive, chief medical 
officer, regional office; admitting physician; director, professional services; and 
manager. 

Graduate of Inter-Agency Institute of Federal Hospital Administrators, 

Member of American Medical Association. 


II. Bed capacity and patient load 


Hospitals— of bed or patient 
Item.(as of Jan. 12, 1959, unless Type 
otherwise Domiciles 
Total | TB war. Neuro- | G.M. & 8. 
logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed 252 

Sonne is use (unavailable): 
‘otal 


Staff not recruitable: Beds re- 
uired 


Type of bed not required for cur- 
rent operating plan regardless of 
staff ‘availabili 


1. 

2. 

3. 

4. In process of activation ...- 
5. 

6. 

7. 


daily pationt’ load” for’ ia 
verage pa’ 
months Dec. 31, 1958........ 217 217 


AGE OF PATIENTS 


12, Patients in hospital on Jan. 12, 1959, 
wh» were 55 years of age or older: 

6) Percent of total patients re- 

maining (line 

13. Patients in hospital on Jan. 10, 1957, 


127 
53 
Percent of total patients re- 
maining Jan. 10, 1957 60 


197 | 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 2,312 2, 205 2, 092 
Irregular discharge 3 7 66 


(b) If there are trends in any of the components above, please describe their 


significance and impact on the activities of your hospital. This is considered 
indicative of the increasing age of our veteran population with generally more 
serious and also more chronic type medical problems who are being hospitalized. 
It is resulting in decreased rate of turnover, increased deaths in the hospital and 
fewer disciplinary problems. 
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17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(6) During the past 12 montlis, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


II1, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 36 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the expe- 
rience of patients admitted for the surgery indicated; exclude the experience of 
any patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer_-.........--......---.---------.---- 5 22 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We have a hospital length-of-stay committee established for the purpose 
of determining means to keep the length of stay of patients to the minimum 
consistent with proper care and treatment. A continuing review is being made 
of professional and administrative practices toward effecting greater turnover 
of patients. 

b) What improvements have you made since your last report to this com- 
mittee? We have slightly decreased the average length of stay in the past 6 
months as compared with the same period 1 year ago. This has been possible 
by continuing efforts to improve professional and administrative practices, result- 
ing in a greater turnover of patients and has been possible in spite of the general 
increasing age of our hospital population and their more chronic illnesses. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) It is becoming more 
difficult to effect proper placement of patients who have reached MHB and yet 
are in need of continuing nursing home care. Some of these patients are in- 
competent and time is required to appoint guardians. In other cases, the only 
source of income is from nonservice pensions. An increase in the allowance for 
aid and attendance would afford greater opportunity for the placement of these 
veterans which would result in shortening their hospital stay. 

(d) Are there any indentifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We believe the increasing age 
of veterans may result in increasing the length of stay. There appears to be a 
progressive increase in the number of patients with advanced terminal degenera- 
tive diseases and malignancy, who with the care they receive live longer but do 
not recover to a state where they can be cared for in a nursing home or at home. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? In some cases 

sthospital followup care on an outpatient basis would probably shorten the 

ength of stay. The CBOC program because of its limitations on paying travel 
ci petente (non-service-connected) and limited period of application is not as 
effective. 

(b) What effect would such a program have on your cost of operation? It is 
anticipated that our cost of operation would increase in the amount equal to the 
total cost of the followup care. This assumption is based on the belief that our 
demand for hospital beds would still equal or surpass our bed capacity. 
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5. What would you suggest to further reduce hospital stay without oeting 
care? (a) This can be translated into ji“ higher salaries and increase 
budgets, to increase professional staff; (6) improvement (modernization) of plant 
and 

6. What is needed to improve turnover of patients? (a) Increased professional 
staff and funds therefor; (6) increase in the allowances for aid and attendance; 
(c) continuous emphasis and education of the public regarding the family’s 
ery in caring for patients who have reached MHB and can be cared for 
at home or in a nursing home. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet indeed for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals [hospitalized 
1, Total applicants: G. M. & 8............ | 103 


ne By many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Waiting list is maintained in accordance with VA Circular 18, 1958. Each priority 
is divided into subsections of urgent and elective. The chiefs of medical and 
surgical services are consulted once or more weekly regarding discharge planning. 
Patients are scheduled for admission in the order of their priority. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on ptr 12, 1959, who were 
potential admissions? 4 (telephone calls from private physicians which may 
result in applications). 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Emergencies and other 
applicants whose eligibility (service-connected) affords them priority over those 
on waiting list are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,836; approved, 1,507; rejected, 329. 


V. Hospital staff 
Comet full-time ee employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty Increase (+>) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time. 9.9 9.0 -.9 
3. Physicians, residents and interns... 2.0 2.5 +.5 
4. Physicians, consultants and 8.2 8.0 
8. Therapists and technicians !_........................ 14.9 15,0 +.1 
ce of manager, personnel, and finance... L4 lL. 
12, Other food-service employees.............-..-...---- 35.0 37.0 +2.0 
14. Engineering maintenance (excluding laundry) ___--- - 15.0 16.0 +1.0 
Engineering operations (exclu laundry). 13.0 12.9 -.1 
18, All 58.7 70.2 11.5 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member-employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of ge, discharged during past 3 months who were given in- 
dustrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 1 
Number of different persons who provided service. .._......-. 55 56 53 
Average payment per consultant or attending ?___............ $27. 20 $27.70 $26. 71 
Total amount ‘.. to all consultants and attendings ?___.._..-. $56, 500 $46, 400 $23, 640 
$975 $950 $375 
1 July 1 to Dee. 31, 1958. 3 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? Nurses, physicians, food service workers. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research, none directly. The project at this station is in basie research that 
might benefit all patients in the future. Our residency training program con- 
tributes to patient care by supplementing full time staff and stimulating staff 
and consultants to better medicine and additional study. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research an - 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools__. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(¢) For treatment of = | | 
nected condition. 1 6 32 
(1) Patient has compensable serv- 
ice-connected disability... 1 2 7 
2) In receipt of VA pension... 8 
3) In hospital more than 30 days. 2 1. 


' Any form of prepayment insurance. 


Nore.—Ifa patient receiving care for a non-service-connected disability may be reported in more than on 
of the categories in ¢ above, show him only in that category appearing first in the listing. 


| 

| 

| 

| 

| 

| 

| 

| 

| 
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2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

bs) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect pos for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Submit itemized statements of hospital services to liable third parties. 
No change in collection has been made since January 1957. Cost of collection in 
1958 was $2,418.09. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$40, 062 $27, 013. 66 
13, 599 9, 919. 57 


ae Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to tiny their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Each admission is given an 
estimated cost for comparable care in a non-VA hospital based on an estimated 
length of stay determined by the admitting physician and a per diem rate applicable 
to this area. Cost of surgical procedures is added when indicated. Applicants 
— — to consider any hospital insurance as well as any other assets at their 

isposal. 

8. In your opinion are there abuses of non-service-connected care? . Very few. 
A large proportion of our pee are already drawing pension from VA indicatin 
they are permanently and totally disabled, unable to be gainfully employed an 
having incomes of less than $1,400 or $2,700 per year. Others are transferred 
from private hospitals at their physicians or own request after they have exhausted 
their funds or insurance. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service- Total 
connected ted 


Korean 
World War II 
World War I 


| 
War 
71 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load____._______- 204.8 209. 3 209. 2 212.0 218.0 
(bo) Full-time equivalent staff__............ 309. 6 311.0 307.0 314.9 315.3 
(c) $1, 634, 579 | $1, 722, 666 | $1, 750,438 | $1,908,941 | $1, 978, 416 
'd) Salaries of staff ?_.........-...-.......- 1, 296,199 | 1,416,183 | 1,421,468 1, 613,091 1, 678, 041 
a. ee 20, 881 23, 271 18, 596 15, 683 16, 360 
Communications... . ...............--.. 7, 927 6, 646 8,175 7, 9, 710 
Utilities (gas, coal, water, ete.) _._.____- 35, 448 40, 892 30, 660 31, 748 30, 770 
90, 331 86, 389 81, 686 82, 200 81, 545 
(i) Drugs and medicines..................-- 36, 444 34, 074 43, 079 37, 788 38, 755 
) Medical and dental supplies... _..._.__- 15, 165 31, 247 38, 147 35, 367 37, 626 

(k) Asset acquisitions including equip- 

47,071 28, 958 34, 134 13, 691 18, 
ee eae ee eee 85, 113 55, 006 74, 493 71, 690 67, 109 
(m) Cost per discharged patient.___.__...- 677 774 7389 841 875 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes; we provide an ‘‘acceptable”’ standard 
of medical care but care could be improved with more funds for personnel, supplies, 
equipment and maintenance and operation of plant. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? Has no effect whatsoever 
at VA Center, Wichita. For the last 2 fiscal years the pressures for admission and 
size of waiting list have served to keep pressure constantly for discharge of 
patients so that others could be admitted. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Very adequate 
standards are available for comparisions with other VA hospitals. For civil 
hospitals the annual AHA publications provide some opportunity for comparison 
but few such comparisons are appropriate. It is felt that VA comparative data as 
supplied enables adequate cross evaluations without change. hey need to be 
more timely (prompt) and we need to know that they are reasonably uniform in 
interpretation and reports. They must always be used with great caution. 
Improvements have been discussed and I am sure are being worked on constantly. 

5. (2) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.9252. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.88. 

(c) If all your patients are not on the same ration, what differences are there? 

y? All are on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 9 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The availability of quarters for physicians and nurses undoubted.y con- 
tributes to the recruitment and retention of personnel in these critical categories. 
The quality level of physicians serving as director of professional services, chief 
of medicine and chief of surgery is enhanced by the fact of station furnished staff 
housekeeping quarters at a reasonable rental as a part of such assignment. At 
= ing the demand for housekeeping quarters has always exceeded the 

ply. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? (See above.) I believe that the addition of one staff duplex (house- 
keeping) would add quality and stability to the professional staff. This unit 
would provide staff quarters space for the assistant chief, medical service, and 
assistant chief, surgical service, or other physicians. 
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(d) Could cost of such quarters be a lucrative investment? The cost of such 
quarters perhaps could not be considered a lucrative investment financially (in 
terms of rental return or investment). In terms of improvement in staff quality 
and providing better care for patients at all times the quarters could be considered 
a very worthwhile investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $7,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Salary and fringe costs of employ- 
ment have all increased. (2) Patients are more critically or seriously ill. (8) 
Drugs, materials, supplies, equipment, services, etc., cost more. Advances in 
medicine are bringing more and very expensive drugs into play. (4) Contract— 
American Red Cross—blood, was free of cost, now cost out of funds is about 
$5,800 per year. (5) Ambulance service locally discontinued by all mortuaries. 
City entered into an arrangement establishing a monopoly. tes are about 
double former contract rate. This is a recent change—additional budget cost 
per year undetermined—but estimated at $1,200 additional. (6) Burial allow- 
ance (or contract) increased by law from $150 to $250—$100 per death, 170 deaths 
per year. In general it may be said that the inflationary spiral is affecting all 
our costs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Internally we have instituted the following supplemental 
measures (to those routinely a part of VA practice) designed to increase cost 
consciousness: (1) We discuss at manager’s staff meetings every expense change 
that incurs increase in operating cost—unanticipated expense—new requirement. 
(2) We require a monthly and quarterly accounting of use of funds distributed to 
each cost or control point. An analysis is made of cost trend and relationship 
to fund plan. (3) We analyze with each department head the cost and methods 
of his operation as part of his scheduled monthly conference with management. 
(4) We require individual departmental preparation and participation of budgets 
with personal appearance and interview and defense by department head. We 
also use comparative statistics heavily in an effort to determine where our costs 
are out of line and where to make special efforts to reduce. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) -What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
_, excluding memorandum accounts: Per piece, $0.0354; per pound, 


Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0591; per pound, $0.0766. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? In a hospital operating under 
the patient load and waiting list pressure experienced by Wichita VA Center 
during past 2 fiscal years the average daily patient load concept of financing has 
no effect whatsoever on turnover nor on admission of patients not requiring 
hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average MA 
patient load so funds would not be withdrawn? None. As has been indicated 
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in answers to previous questions the demand for admission during past 2 fiscal 
years has been so great as to remove even a tinge of relationship from average 
daily patient load funds and turnover rates and admission practices. The fact 


is we have been under constant pressure for admissions with lengthy waiting lists 
and in a situation of exceeding or equaling our average daily patient load require- 


ment. 
13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? None at this station. 
(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $4,115.89. 
(2) Visits to hospitals by patients on CBOC status: 1,045. 
(3) Cost per visit: $3.93. 


IX. Miscellaneous 
1. The Department of Medicine and Surgery was reorganized in 1953. 


(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes and no. By what methods? Cite 
examples. Additional responsibilities and authorities delegated, but at the same 
time neutralizing these by adding of policies, recommendations (tantamount to 
orders) and requirements to be met and within the framework of funds provided. 
Examples: Decentralization increased (1) removal of personnel ceiling controls 
both by total and organizational element, (2) removal of restrictions on individual 
purpose funds—all one fund—except travel, (3) granting of organizational and 
procedural freedoms and latitude. Diminishing type actions: (1) Pressure and 
recommendations by field supervisors for staffing increases or equipment, etc., in 
their own specialized areas without particular concern for impact of recommenda- 
tion on total operating budget or related activities, (2) requirements to accomplish 
changes costing money “within the funds already allotted you.’’ This takes 
away local management judgment and decision. 

% (b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? Best conducted by a joint team—VACO and outside 
professional organizations. Benefits that would result: (1) Uniform understand- 
ing of indexes that establish quality, (2) basis of exchange of improvements in 
field of patient care—hence enhancement, (3) closeness of Government and 
private medicine by joint approach. Benefits would depend upon our ability 
to do something about the recommendations. Based on past experience, many 
of them are well known to us and depend on spending money we do not have. 
d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? (1) They provide their hospital staff counterpart with information 
and technical guidance in the functional area under survey. They bring 
the advantage of knowledge of how the job is done in similar VA hospitals 
in the medical area. They present the central office point of view. 

(2) Of what value would you think these visits are to VACO? They keep 
VACO advised as to the professional or technical evaluation made by the 
supervisor of the field station’s operation in each functional field. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 

any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Circulars, manuals, etc., have not mate- 
rially recentralized operational authority. As a general trend the changes in 
directives tend to om peo hospital operation as they reflect refinements gained 
through intensive and extensive experience. 


2. Is the management development program directed toward making good 
employees or good managers? Both. e management development program 
is not limited to managers or managing. By improving employees it improves 
managers both in the restricted and in the general sense of the word. I feel that 
at the current stage of application the management development program has 
set in motion a plan to develop better employees for division chief and assistant 
division chief level and better managers and assistant managers. 


uch 
(in 
lity 
red 
on? 
oy- 
(3) 
in 
t— 
out 
1es. 
out 
ost 
ths 
all 
1e8S8 
ital 
ost 
nge 
ant. 
1 to 
hip 
ods 
ont. 
rets 
We 
sts 
dar 
fay 
14.5 
10.5 
dar 
r to 
sue 
on 
nal 
nly 
un- 
ind, 
ling 
ing 
ants 
\der 
ater 
has 
ring 
‘ed 


640 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 

year 

1960 | Automatic sprinklers, buildings 1, 2, 3, 4, and 19 $6, 500 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Air conditioning all buildings 1, 2, 3, 4, 19, and 26_. RP SOREL 500, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 
None. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. . 


Description | Amount 

1. Maintenance and repair of roofs_ - wath 

3, Maintenance and repair of refrigerator plant- cote al 13, 000 
4. Maintenance and repair of all of station electric distribution system ao Sas Ed } 1 13, 000 


1 We have been informed by VACO that we may receive earmarked funds for these items during the 
last quarter of the current fiscal year or the first quarter of next fiscal year. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description i Amount 
Maintenance controls, elevators, building 10, 000 
Maintenance of electric circuits, buildings 5, 6, 7, and 8.............-.-....--.--..---..-..-- 3, 500 
Maintenance of floors (coverings), buildings 1, 1A, and 3.__.....-..---------2 2 25, 000 
Maintenance of floors (coverings) buildings 2, 4, and 19._._....-...-..---.-- 22 20, 000 
Maintenance of doors, exterior and 5, 000 
Repair and maintenance winter front entrance... 2, 000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Improvement in laboratory 1, 900 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Replacement of oil and gas burners, boilers 3 and 4_..............-------------------------- $7, 500 
Replace drinking fountains with refrigeration 1, 800 
Replace laundry extractor and 11, 000 
Replace 3 presses and ironer with folder, laundry...-........----.--.-----.-----------.---..- 39, 350 
Replace power tractor with snow blade, high loader, back hoe_._..........--...-----.------ 6, 500 


3. What, in your opinion, are the most pressing needs in your installation? 

(a) If this reply is to be limited to its selection heading, I, Maintenance,’’ 
then it must be our inability to properly maintain and repair and keep modern 
and progressive our buildings and equipment. Over 80 percent of our definitely 
limited annual budget is required for personal services and we use far fewer 
joe per patient or per bed than do comparable nongovernmental hospitals. 

his means that the remaining 20 percent must be utilized for food, drugs, med- 
ical and administrative equipment and supplies, contractual services, utility 
costs, maintenance and repair of buildings, grounds and equipment, betterments, 
equipment purchases, etc. We cannot do the job we would like to do under 
these circumstances. From personal experience and observation I am firmly 
convinced that, generally speaking, VA hospitals lead the way in practices, 
procedures, organization, and administration and most non-VA hospital admin- 
istrators will agree with this general statement. However, in the areas of new 
and modern equipment and maintenance and operation of their buildings we 
are falling behind. I have noted this many times when visiting our sister hos- 
pitals in Wichita. They are airconditioned; we are not. Their laboratory and 
X-ray suites are better equipped than ours. They have modernized, redecorated, 
and refurnished their older buildings. We have not, etc. 

(b) If the reply to this question is to be general rather than limited to mainte- 
nance alone than I would add to the above: (1) Higher salaries (and funds to 
pay them) for physicians; (2) additional funds so that we can maintain a bal- 
anced program in all aspects of progressive hospital administration. Our oper- 
ations have been governed by available funds, not by needs of patient care in 
the full sense of the term. 


DAWSON SPRINGS, KY. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: Outwood Station. 
City and State: Dawson Springs, Ky. 
: Type of services: Type of hospital, TB; domicile, no; formal outpatient clinic, 
0 


Name, qualifications, and tenure of— 
(a) Manager: Albert T. Hume, M.D.; member, American College Hospital 
Administrators; 12 years Government service; 2 years, manager. 

(6) Assistant manager: Charles G. Glover, 40 years Government service, 7 
years, 4 months, assistant manager. 
(c) Director, professional services: Same as manager. 
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II. Bed capacity and patient load 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
a Type of bed not required for cur- 
rent operating plan regardless of 
10, patient load for 12 


AGE OF PATIENTS 


13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(0) Percent of total patients re- 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Irregular discharges 
seem to increase during the spring and summer months. Consequently, the work- 
load becomes lighter during this period despite the fact most employees take 
vacations this same period of time. The winter months indicate the opposite 
extreme. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
> —— 12, 1959, because they were not required for fiscal year 1959 operating 
plan 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 36. These were used for G.M. & S. patients 
before they were transferred to an appropriate hospital or until other disposition 
was made. This was only a temporary conversion. 


12. Patients in hospital on Jan. 12, 1950, 
who were 55 years of age or older: 

(6) Percent of total patients re- | 

| 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 643 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(6) TB hospitals: Average stay for TB patients, 110 days. 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hospi- 
tal? In this TB hospital we have no problem of minimum stay. Our efforts are 
— toward inducing patients to stay until maximum hospital benefit is 
reached. 

(b) What improvements have you made since your last report to this com- 
mittee? We still have about 40 percent premature irregular discharges. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The completion bed occupancy 
program has and will shorten hospital stay in the future. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? We presently 
ollow up patients, both service connected and nonservice connected in accordance 
with interim issue 10-429 dated May 16, 1957, from Department of Medicine 
and Surgery, Washington, D.C. This interim issue went into effect July 1, 1957. 
A patient remains in the hospital only if he requires a bed for medical treatment. 
Otherwise, he receives followup care as a nonbed occupant or outpatient. 

(b) What eftect would such a program have on your cost of operation? The 
overall cost has been lessened. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Reduce the number of irregular discharges by being more stringent on 
readmission rights. 

6. What is needed to improve turnover of patients? The CBOC program is 
helping shorten hospital stay in some cases. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA/| Not yet 
hospitals |hospitalized 


1959? 


2. ad many patients are scheduled for admission subsequent to January 12, 


3. What system do you use for scheduling admissions from the waiting list? 
Anticipated discharges are given the registrar division 1 week in advance. From 
the information, this division schedules, in correct priority, applications from the 
waiting list. The VA policy on priority groups is included in Circular 18, Septem- 
As soon as a bed becomes available 


ber 8, 1958, of the VA, Washington, D.C 


(discharge not anticipated) the quickest means is used to schedule an applicant 
from the waiting list. 
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4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on ae 12, 1959, who were 
potential admissions? 2. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. All eligible applicants, when 
a suitable bed is available and there is no waiting list. If a waiting list exists and 
a bed is immediately available, all emergencies are admitted. Nonemergent 
service-connected applicants are also admitted when a bed is immediately avail- 
able, or available within 5 days of a -epetestion. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 225; approved, 198; rejected, 27. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of ember 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and 6.0 
3. Physicians, residents and 0 ce 
8. Therapists and technicians ?____.__._...............- 9.0 8.0 -1 
10. Office of manager, personnel, and finance-_---._....-- 11.0 10.0 -1 
her food-service 33.0 23.0 —5 
14. Engineering maintenance (excluding laundry)... -- -- 4.0 27.0 +2 
15. Engineering operations (excluding laundry) 12.0 
17. § 6.0 4.0 


his figure does not include lines 2 and 23 of the 1956 report. Add those and this would total 213.5. 
In medicine, dentistry, laboratory, X-ray. 


= A, (a) Number of nas employees as of January 12, 1959: None. Annual 
e (average) : Non 
) What is the von oll of this program to the member and to the hospital? No 

recommendation; no program, 
20. What was number of guards on duty December 31, 1958? 3. 
21. ta Number of patients on January 12, 1959, who are in industrial therapy 
: No industrial program 
24. _ consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Average paymen' pe attending!.. ............-. $658 $686 $655 
Total amount all aeons and attendings!.._.____- $6, 583 $6, 175 $3, 900 
! Exclusive of travel. 


25. What categories of ye tana would be recruited if the primary fund allot- 
ment were increased? Non 
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w VI. Research and education 
2. For hospitals without approved research and education activities: What 
or benefits would aerue to the operation of your patient care program by the pres- 
n ence of (1) research and (2) coe programs such as medical, para medical, or 
d hospital administrative trainees? one under present conditions. 
it 
l- VII. Eligibility and ability to pay 
1 1. Patients admitted to hospital on November 30 through December 6, 1958: 
General medical and surgical 
and neurological 
= : All | Tuber- | Psychi- | With insurance ! 
0 Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
- ment ex- ment 
hausted | not ex- 
hausted 
B (6) For treatment of a service-connected 
«* (c) For treatment of a non-service-con- 
4 (1) Patient has compensable serv- 
(2) In receipt of VA pension 6 1 
+1 
: ! Any form of prepayment insurance. 
23 Norte.—If a patient receiving care for a non-service-connected disability may be peported in more than 
3 1 of the categories in (c) above, show him only in that category appearing first in the listing. 
§ 2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
ee mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 
(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
al at no expense to the veteran: None. 4 
3. What action do you take to collect payment for hospitalization under in- 
0 surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
roe 1958.) After VA form 10-2381 (power of attorney and agreement) is signed 
Vv y the veteran. Notice of hospitalization is released to the insurer or third 
party. Charges for services are sent every 30 days to the date of patient’s dis- 
charge unless the chief attorney has previously advised that the insurer or third 
ay party is not obligated to pay. If the employer or insurance company does not 
reply to the bill, followup form letters are sent by fiscal division. If the party 
billed continues to ignore the followup letters, fiscal division refers the entire case 
a to our chief attorney. If the party pays a smaller amount than billed, the ) 
registrar determines, on the basis of available records or experience, whether a 
= supplemental bill is necessary. Any legal questions involved are referred to the 
6 chief attorney for his advice. Any payment received which is claimed, by the 
- organizations, to be the full amount under the terms of the applicable insurance 
108 policy, is accepted and usually discharge the obligation. timated cost of 
ad collection calendar year 1958, $25. 
Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 
{ 


Calendar year | Calendar year 
1957 1958 


‘a 
1 
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5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar — 1958? one. 

8. In your opinion are there abuses of non-service-connected care? Not notice- 
able at this particular type hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

57.1 42.9 100 
17.3 82.7 100 
18.2 81.8 100 

0 100.0 100 

0 0 100 
20.2 79.8 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) A daily patient load_._.......... 158.0 159.0 146.0 149.0 115.0 
Full-time 219.7 219.3 216.8 207.8 190.8 
() PPT Sonenetrracndineanenne $1, 083, 096 | $1, 123, 916 | $1, 105,435 | $1, 263,950 | $1, 152, 636 
834, 468 928, 216 930,720 | 1,004, 152 968, 555 
Ry ae 6, 162 652 6, 008 5, 144 5, 301 
Communications --..................-. 2, 335 2, 102 1,978 2, 006 1, 849 
) Utilities (gas, coal, water, etc.)......_. 13, 290 12, 867 13, 292 14, 838 15, 184 
) 76, 683 71,771 67, 449 66, 707 908 
i 8, 056 11, 586 12, 054 12, 656 10, 556 
Medical and dental supplies--.-........ 7, 630 2, 535 11, 322 12, 304 11, 248 

) Asset acquisitions including equip- 
49, 389 39, 783 28, 020 958 23, 397 
35, 083 39, 404 34, 502 119, 185 60, 638 
(m) Cost per discharged patient... ........ 2, 700 2, 601 2,279 2, 507 2, 988 


Show all costs to nearest dollar of actual cost. 
2 uding all payroll analysis accounts. 


2. Do you believe that the nme fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s leng*® of stay? Howorwhy? No. Depends on prog- 
ress of disease on patients leaving irregularly. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? No. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1,173. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3,118. 

c) if all your patients are not on the same ration, what differences are there? 
Why? All patients on same ration. 

6. (a2) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 7 nonhousekeeping. ; 

(b) How important are these quarters in ipainteining staff and/or for recruit- 
ment? No rented quarters available in this locality. It would be impossible to 


maintain and recruit for key staff members without available Government 
quarters. 
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(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? Yes, if required. 

7. What, in your opinion is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increase costs of raw foods, supplies, 
and services, equipment, and personnel salaries. This affects per diem costs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Management development program. Work simplification. An 
adequate internal management data reporting system in accordance with D.M. 
& 8. supplement, “Part VI, MP-—4, Budget me Finance.”’ Program of systematic 
review and appraisal of station activities in accordance with D.M. & 8. supplement 
MP-1, part I. Establishment of expenditure plan to control the expenditure 
of funds allocated to this hospital. Fund control officers have been designated 
with the responsibility of each division and/or service chief as well as each con- 
trol officer to see that funds allotted to their account for each quarter are not 
exceeded. Incentive awards program. 

10. Laundry service: 

oa was the utilization of laundry per patient per day during calendar 
year 


Total Number per 
number patient-<day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs — to Federal laundries, 
excluding memorandum accounts: Per piere, $0.053; per pound, $0.072. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.069%: per pound, $0.090. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, éte.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? Kone since average daily patient load was reduced 
in fiscal year 1958. , 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,544. 
(2) Visits to hospitals by patients on CBOC status: 247. 
(3) Cost per visit: $10.30. 


IX. Méscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority to 
carry out his responsibilities for operations. Has the decentralization been more 
increased than diminished? Increased. By what methods? Delegation of 
authority in the matter of spending allocated funds. Cite examples. Control of 
station budget. 


&) Has your hospital had an internal audit of its administrative operations? 
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(1) Was the team personally experienced with hospital operation? Yes. 


(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Good administration. 

(3) How was the internal audit valuable to your hospital? Assisted man- 
agement in achieving more efficient, effective, and economica) administration 
of the VA program. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
apentiend changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? From VACO. Gain in quality of professional 
services. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area staff? 
quite helpful. 

(2) Of what value would you think these visits are to VACO? Provides 
information on fieid operation. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? o some extent. Decentralization of 
budget. Yes, beneficial. 

2. Is the management development program directed toward making good 
employees or good managers? evelopment of employees to do a better job in 
their positions. Also to develop chiefs of divisions for positions of more responsi- 


bility. 
X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Improvements to water distribution 


Not programed, or under consideration for fiscal year 1962: Replacement of 
overhead electrical distribution system with an underground system, $60,000. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
2. Replace deteriorated underground heating, domestic hot water and cold water mains. 7, 500 
3. Replace wornout powerplant equipments__........................-.------------------- 4, 000 
56. Apply waterproof peint to building 2, 400 
6. Replace corroded pipe and wornout bathroom fixtures, ward 3.............-....-.--.-.. 3, 500 
7. Replace deteriorated heating, domestic hot water and cold water lines inside buildings. - 3, 000 
S. Geterierated Gre alarm wiring... 3, 000 
11. Replace deteriorated electrical wiring and lighting 3, 000 
13, Repairs to deteriorated streets and sidewalks. ........-..----.-------.------------------ 900 
14. Replace condenser tubes refrigeration plant..._____.___.-_---__------------------------- 700 
15. Replace portion of electrical distribution system 1, 100 
16. Repair to water well No, 4.............-..-.-------- 1, 960 
17. Install deaerating feed water heater, powerplant. 8, 000 
18. Replace steam flow meter in powerplant_...__-___-__....------------------------------- He 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
$120 000. of the remaining hot water heating and domestic hot water system, 
$150,000. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description 


i 


year 1960: 

. Retube boiler No, 
. Replace piping inside buildings. 
Pull well No. 7 and repair- 
. Painting building exteriors. 
. Installing replacement powerplant equipment (not including equipment).........-.| 
Replace window screens_ 
. Replacing wornout floor covering 
. Replace worn pipe insulation ... 
. Install bathroom fixtures, ward 3 oe including equipment) -- 
. Replace floor engine room powerplant. 

. Replace cold water services to buildings --- 

12. Replace electrical wiring in buildings 

Fiscal year 1961: 

Replace piping inside buildings. 
Replace electrical wiring -- 
Painting buildings and equipment__-. 


2. 

3. 

4. Replace screens 

.5. Replace floor covering - 

6. Replace bathroom fixtures, buildings 1, 3, 4, 25, 26, 27, and 28 (not including equip- 

8. 

9. 


Replace roof over coal bunker - 
Replace wood lattice and steps, buildings 1, 3, 4, 25, 26, 27, and 28. 
Replace expansion joints 


(b) Minor betterments costing less than $2,000, excluding equipment: None. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amoun 


Fiscal 1960: 
1. Replacement condensers in refrigeration plant 
2. Replacement pumps in powerplant_ 
3. Replacement bathroom fixtures. 
Fiscal year 1961: 
1, New exhaust hoods over ranges in kitchen. 
2. Replacement extractor in laundry 
3. Coal and ash handling equipment. 


3. What, in your opinion, are the most pressing needs in your installation? 
Completion of the replacement of all underground heating lines and domestic 
hot water lines, critically needed, Replacement of the deteriorated electrical 
distributions system, critically needed. Replacing deteriorated galvanized cold 
water service to buildings, critical. Replacement of equipment. Painting 
exterior of buildings. Replacement of interior electrical wiring. Remodeling 
bathrooms by replacing obsolete equipment and corroded piping. Replacing 
old floor covering. Replacing piping inside buildings. 


33427—59——43 
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LEXINGTON, KY. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Leestown Pike. 

— and State: Lexington, Ky. 

services: Type of hospital, NP. 
me, qualifications, and tenure of — 

(a) go hos A. P. Dell Cort, M.D., manager since March 1955. 

(b) Assistant manager: W. C. Mitchum, administrative eer for 21 years, 
assistant manager since July 1946. 

(ec) Director, professional services: J. 8. Weltman, M.D., certified by American 
Board of Psychiatr and Neurology, certified mental hospital administrator; 
director, professional services since August 1956. 


II. Bed capacity and patient load 


: Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
bed ca; | 1,171 0 171 0 0 0 
2. rating .1,171 0 tin 0 0 0 
Beds 3 in use (unavailable): 
3. Total... 0 0 0 0 0 
4. In process of activation........--... ' 0 0 0 0 0 0 
6. Construction 0 0 0 0 0 0 
6. not recruitable: re- 
7. Type of bed not required for cur. ° $ 
rent operat lan regardless of 
staff availability 0 0 0 0 0 0 
8. Other....... 0 0 0 0 0 0 
9. Patients 1, 139 0 1,124 0 15 0 
10. Average patient load for 12 
months Dee's Dee. 31, 1958........- 1,123 0 1,111 0 12 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 56 years of age or older: 
Number. 440 0 434 0 6 
6) Pereent of total patients re- 
maining (line 9)-........---. 40 39 0 1 
18. ts in 10, 1957, 
who were or 0 
a) 427 0 418 0 0 
) Pereent of total patients 
maining Jan. 10, 1957. ....-.. 39 38 0 1 
USE OF TRIAL VISIT 
Calendar year 
Ttem 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year... 220 349 397 268 
15. Number of patients on trial-visit status as of 31. 132 185 242 148 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total ™ 
Death... 67 48 
All other. .... 666 642 663 


co | 


oR 
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(b) If there are trends in any of the components above, ypeone describe their 
ificance and impact on the activities of your hospital: There has been little 
change in the discharge rate from this hospital during the past 3 calendar years. 
The preponderance of patients being admitted is falling into the chronic cstegney, 
thereby influencing our digcharge rates. Nevertheless, to obtain a discharge, t 
type of patient requires more activity. 


III, Length of stay 


1. Length of wer Average stay in dischareas hospital of patients discharged 
during the 6 months ending December 31, 1958: : 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients sayerted on item 9 in category II (total column) as in hospital on 
January 12, 195 


Length of time since admission Number of | Percent of 

patients patients 
Total... 1,139 100 

Less than 1 year. 233 

1 year and less than 2 128 n 
6 years and less than 10... 154 14 
10 years and over. 405 % 


3. A What system of control do you have to insure 4 minimum stay in hos- 


Each month the folders of patients discharged are reviewed by a committee of 
doctors at which time the length of stay of patients is noted to see if any are out 
of line. Also, every 6 months, a length-of-stay committee reviews the folders 
of the last 50 G.M. & S. patients discharged, specifically for purpose of yee apa 
whether length of stay of patient is out of proportion to this illness and if su 
eases are found, doctors involved are advised. 

A records committee composed of professional and administrative personnel 
reviews the reeords of all discharged patients monthly and among other things 
endeavors to determine whether existing practices which would tend to lengthen 
hospital stay can be eliminated or modified. We also have a length-of-stay 
eommittee whose sole function is to recommend methods of reducing length of 
stay. Other methods include— 

(1) Maximum use of trial visits. 

3} Discharge patients on a 7-day-week basis. 

3) Releasing of gash to the completion of bed oceupancy care program to 
free act ital as authorized by VA D.M. & 8. Circular 10-158 and interim 
issue 

(4) An exit service unit was established here early in February 1957, for the 
purpose of concentrating selected patients where intensive and coordinated 
services could be directed toward returning these patients to the community. 

(5) The medical rehabilitation board is instrumental in reducing the length of 


stay. 

(6) A trial visit clinic was established at this hospital in 1955 for the purpose of 
seeing and evaluating the progress of patients on trial visits. The clinic has been 
of tremendous help in providing support and guidance to such patients and has 
assisted many of them in remaining out of the hospital. 

(7) A candidate employee program serves as a stepping stone to eventual 


(8) Daily medical staff meetings include discussion of medical and adminis- 
trative problems which have direct and indirect bearing on length of stay. 

(9) Constant screening channels other patients into domieiliaries and foster 

mes, 

(10) All patients are seen immediately after admission at diagnostic and thera- 
peutic planning conferences so that immediate individualized treatment program 
can be started. 

Early appointment for diagnostic procedures, quick followup of consultations 
when indicated, planning patients’ therapeutic assignments to afford early treat- 
ment. For the older patients, using ataractic drugs has afforded milieu affecting 
patients’ returning to their homes or being placed in foster homes. 
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(b) What improvements have you made since your last report to this committee? 
All of the controls mentioned in 3(a) above except the exit service were in effect 
at the time of last year’s report to the committee. There have been refinements 
in all controls. Tranquilizing drugs have made it possible to include an increas- 
ing number of patients in many of the programs designed to facilitate rehabili- 
tation measures. Doctors have again been advised of the possible use of CBOC 
proemen to get patients out of hospital earlier. However, this being an NP 

ospital we are primarily concerned with using our LOA and TV programs. 

(c) Are there any identifiable administrative prnctions or policies that may 
contribute to increasing length of stay? (If so, describe.) There are no identi- 
fiable administrative practices or policies at this hospital] which contribute to 
increasing length of stay. 

d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Applicants on the waiting list 
for hospitalization are naturally older than those on the waiting list last year or 
the year before and many of them need nursing care after maximum hospital 
benefit has been attained for acute condition. The trend is noticeable. An in- 
creasing number of petiavin being admitted will remain hospitalized until their 
death. Beds available for patients who will respond to acute intensive treat- 
ment will be gradually reduced. The veteran ——— is increasing in age and 
it is only reasonable to assume the infirmities of old age will increase length of 
stay. Some provision must be made for those patients now in hospitals who 
require nursing care only, if we are to continue admitting patients. A high per- 
centage of applicants on the waiting list are in State hospitals and have received 
treatment for their acute conditions, but the treatment not having accomplished 
its goal, they are transferred to our hospital for further chronic long-term care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? There probably 
would be a reduction in length of stay for NP patients if nonservice connected 
neuropsychiatric patients could be provided with medication and fee-basis physi- 
cian followup care in the veterans’ communities or provided by the VA outpatient 
departments. Also, seeing patients regularly on a posthospital followup basis, 
we could then probably forestall readmissions or return from TV. This has been 
proven, we think, in the limited use of our so-called trial visit clinic, which is 
operated purely on a voluntary basis and in a very limited manner. 

(b) What effect would such a program have on your cost of operation? Such 
& program would increase the cost of our hospital operation because patient 
turnover would increase. Also, it would mean (1) construction of a facility for 
outpatient treatment; (2) increased personnel to staff this program; (3) increase 
in pharmacy budget to provide drugs for these patients; (4) increase in travel 
patients to return to clinic. 

5. What would you suggest to further reduce hospital stay without impairing 
care? More active participation by State agencies in aiding discharged patients 
in obtaining employment and followup assistance. Provide funds for indigent 
ogi in placing them in homes other than their own, when indicated by medical 
8 


6. What is needed to improve turnover of patients? More personnel—profes- 
sional and nonprofessional—is of paramount importance in assisting presently 
established programs and developing new ones. ore facilities on outside where 
patients could go; namely, foster homes, nursing homes, more jobs available in 
community, education in community with continual emphasis on “‘place-ability” 
rather than disability of veterans. Continued policy of keeping staff up to par 
to devote time and effort to patients; increasing employee-patient ratio rather 


decreasing it. 
IV. Waiting lists 


1. Number of eligible applicants not e hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 


Total j|Innon-VA| Not yet 
hospitals |hospitalized 


1. Total applicants: NP 149 0 149 75 74 
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ae many patients are scheduled for admission subsequent to January 12, 
19 

3. What system do you use for scheduling admissions from the waiting list? 
Patients are authorized admission from the waiting list in priority order approxi- 
mately 1 week in advance of admission date. The number of patients scheduled 
from the waiting list is based on anticipated discharges. The waiting list is main- 
tained as required by VA Circular 18 dated September 8, 1958. 

4. In addition to the persons BF comb in reply to questions 1 and 2, above, how 
many additional persons were known to you on ya 12, 1959, who were 
potential admissions? Seventy-four telephonic contacts were of record January 
12, 1959, on veterans who were potential direct admissions or waiting list 

rospects. 
: "kon patients admitted without placement on the waiting lists? If the answer 
is ““Yes,”’ please describe the circumstances: Few patients are admitted without 
placement on the waiting list unless they are service connected. Service-con- 
nected patients are accepted immediately. Those few non-service-connected 
atients who are admitted without placement on the waiting list are emergencies 
in the opinion of the admitting physician. 

6. Number of applications for admission from July 1 through December 31, 

1958: Total, 855; approved, 657; rejected, 198. 


V. Hospital staff 
at full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
1, 774.9 773.4 —-1.5 
2. Physicians, full, and part time................-..... 1L.0 11.5 +.5 
3. Physicians, residents, and interns, regular staff phy- 
sician on resident 1.0 0 —1.0 
4, Physicians, consultants and attendings.............. 20.0 22.0 +2.0 
5. Dentists... 3.0 
6. Nurses_...... 57.8 73.0 +15. 2 
7. Hospital 275.0 271.0 —4.0 
8. Therapists and technicians ! % 23.0 26.0 +3.0 
9. Social workers (includes 2 trai ) . 7.2 
10. Office of manager, personnel, and fi 22.0 21.0 —1.0 
12. Other food-service employ 95.3 95. 8 -5 
14. Engineering maintenance (excluding laundry)..._..- 35.0 41.0 +6.0 
15. Engineering operations (excluding laundry) _......-- 40.0 32.0 —8.0 
17.8 services. 18.5 17.3 —1.2 
18. All other staff 127.8 116.8 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 3. Annual 
—- (average), $815 per annum. 

(6) What is the value of this program to the member and to the hospital? 
(1) Medical: It provides an intermediate step for patient to go back to com- 
munity. It allows us to retain supervisory control over patient to see how he 
adjusts with increased self-responsibility, his ability to work on a job and with 
others. _If he fails to adjust, we can return him immediately to patient status 
or we might prevent relapses by therapy on job. It provides more opportunities 
to build self-confidence through greater responsibilities, yet maintaining his feel- 
ing that his tie with the hospital is not completely severed and he can seek therapy 
as he so desires. (2) Economics: It provides for hospital function at one-third 
cost of labor. He can get a job, be more independent, build up a work record 
for future reference and prepare and qualify himself for a similar job in his com- 
munity. Also build up a small nest egg. 

20. What was number of guards on duty December 31, 1958? Six. 


21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 249. 
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(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 19. 

(c) Average days of hospitalization of patients spond in (6): 845. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 2. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 ’ 
1957 1958 1959 
of different persons who provided 27 30 27 
A t consultant or ci. $865, 07 $787. 36 $870 
vial amount paid to ail consultants and attendiags $23,357 | $25,021 | $23, 500 
for tra 354 399 500 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Full time Part time | Consultants, 
attendings 
: Medical doctors and nurses. x None 
ve: 
keeping; and Dietetics___. x None 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
1) Directly, by aiding in diagnosis and understanding of the patients. (2) 
ugh dissemination of research findings and of other pertinent educational 
material, the effectiveness of the professional and nonprofessional staff is enhanced 
and the in-service training program is enriched with clinical data. (3) By con- 
tact with the patients themselves through research activities, therapeutic pro- 
ov are planned and initiated and the patients and their relatives encouraged to 
eel that these measures are a significant aspect of an active and individualized 
treatment program. (4) Asa continuing example and stimulus to other personnel, 
Sg eames in the ancillary therapies, to reexamine their own techniques and ide 
test them out scientifically, and to constantly improve them. (5) As an ai 
to recruitment. 
3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research — 

Gasatte from other through affiliated medical achools- |... 


| 888s | 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


All Tuber- | Psychi- | With insurance! 
culosis atric 


Eligibility category patients 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(a) Total_. 19 0 13 0 0 5 
of a service-connected 
@) 12 0 ll 
(c) For treatment of a non-service-con- 
ndition 7 0 2 0 0 5 
(1) Patient has le serv- 
ice-connected bility...... 2 0 1 0 0 1 
(2) In receipt of VA pension__....-. 1 0 1 0 
(3) In hospital more than 30 days.. 1 0 0 0 0 
(4) Other ans 3 0 0 0 0 3 


1 Any form of prepayment insurance. 


Nore.—lIf a patient receiving care for a non-service-connected disability may be reported in more than 
lof the in (ce) above, show him only in that category appearing Ist in the listing. } 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

by Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Insurance companies are immediately notified of potential liability by 
VA from letter 10-98; statement of charges prepared and collection action taken 
in accordance with interim issue 10-424 dated May 3, 1957. Estimated cost of 
collection program 1958, $117. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 poe 


236 317 


. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Admitting physician has a list 
of the cost of the various services available in non-VA hospitals in the community. 
He examines the veteran and tells him the approximate cost of hospitalization 
in a non-VA hospital. The 10-P-10 and addendum are then signed by the 
veteran if he feels he cannot pay. 

8. In your opinion are there abuses of non-service-connected care? No, 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
2) Average daily patient load__......... 090 096 123 122 122 
(©) $3, 585, 854 | $3, 764,762 | $3,872,125 | $4,188,167 | $4, 496, 780 
Salactes of steff*.............---.-.-s- 2, 903,184 | 3,031,975 | 3,089,956 | 3,390,919 3, 697, 218 
2, 2,778 3, 824 3, 123 544 
munications... .......--...-...-.- 9, 417 10, 080 10, 835 10, 909 10, 909 
Utilities (gas, coal, water, etc.).....-..- 78, 921 75, 029 a 101, 004 99, 958 
366, 249 339, 622 357, 689 360, 083 367, 778 
4) Drugs and medicines. --__......-.....- 20, 41, 299 251 71, 614 77, 213 
; Medical and dental supplies. _--.--.-.-- 23, 113 25, 343 49, 515 40, 61, 
Asset acquisitions including equip- 
56, 156 86, 753 67, 557 51, 548 24, 427 
125, 952 151, 883 150, 249 158, 268 164, 385 
(m) Cost per discharged patient........... 2, 500 4, 483 3, 123 5, 678 6, 611 
1A for common services: Show all costs to nearest dollar of actual cost. 
s ding all payroll analysis accounts, 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We are providing an acceptable standard 
of medical care with our primary fund allocation since this past year we were — 
reviewed and fully accredited by the Joint Commission on Accreditation of 
Hospitals. This standard of care has been accomplished with some sacrifice in 
plant maintenance and replacement of equipment. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? Allotment of 
funds on basis average daily patient load does not increase or decrease patient 
length of stay in our hospital. There is always a waiting list for eligible veterans 
requiring hospitalization. Many eligible veterans are in State hospitals awaiting 
transfer, a significant number are at home because their type bed is not available. 
Standards for care of chronically ill patients are the same as the aeutely ill. To 
recruit and staff wards to handle special problems of these patients involves not 
only nursing but also other personnel. The manner of approach is local and 
depends on the hospital philosophy, protesmonel staff determinations and recom- 
mendations to meet the challenge. The cost to care for these patients is related 
to amount of care needed, the extent of disability, seriousness of their condition, 
and whether ambulatory, semiambulatory, or bedfast. 


4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they. been discussed with responsible officials? Comparison of 
standards with other VA hospitals is helpful as guideline only. However, to 
compare with them is not fair as hospitals are run differently. Philosophies of 
treatment of patients vary. Some hospitals are more permissive than others. 
Size and usage of services vary. Such factors as local wage scales, age of buildings 


' |! 
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and plant and physical layout must be considered. Also, criteria for comparison, 
definition of terms, such as treatment hours, etc., are subject to interpretation. 
Comparison with civil hospitals for same reason seems inappropriate. This has 
been often discussed among staff at this hospital, at meetings with representatives 
of — hospitals and with area representatives on their recurrent visits to our 
hospital. 

ra (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.891 (extracted from VA form 2769a). 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.913 (extracted from VA form 27694). 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Six percent of the patients are not on the same ration because of the 
nutritional need of their particular illness. This group includes medical, surgical, 
and other psychiatric patients. Their ration allowance includes the basic ration 
allowance plus 10 percent. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: No housekeeping; four nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Our experience has indicated quarters are important in recruiting profes- 
sional personnel. During past year several career residents refused assignment 
because no quarters were available. Rental houses in Lexington are usuall 
scarce and consequently expensive. There are many places for sale but st 
employees are not always interested in purchasing homes. 

(ec) What additional quarters do you believe would add quality or stability to 
your staff? More housekeeping quarters for physicians (three to four) and 
perhaps for married nursing personnel (present assistant chief nurse and chief, 
nursing education I know are interested) would add quality and stability to staff. 

(d) Could cost of such J women be a lucrative investment? It is highly doubtful 
if the construction of additional quarters would prove a lucrative investment 
because of the outlay of funds necessary to effect such construction. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. he factors are: (1) All public utility 
services have had increases in rates. (2) Increased cost of raw food, drugs, sup- 
plies, services, and equipment. (3) Increases in salaries due to congressional 
action, new classification standards and wage board surveys. (4) Increase in 
number geriatric patients requiring (a) more nursing and ancillary personnel, 
(b) additional and special safety devices and equipment and clinics, and (c) 
decentralization of food service. The. effect of these factors has meant less 
money is available for maintenance and replacing of equipment. We depend on 
lags in employment to live within fund allocation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Budgets are prepared at operating level and reviewed and 
approved at management level. Cost ceilings are provided each department head 
and they are charged with responsibility of staying within their cost ceiling. 
Annual reviews are made of each department to determine if there is any evidence 
of waste in manpower or money. Through staff conferences, reports, and other 
media concerned officials are kept informed of their own as well as overall station 
costs. At least one training class annually is conducted by the fiscal officer for 
all divisions and service chiefs who control funds. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


2, 773, 784 6.74 


Pieces _ 
Pounds 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
Include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
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services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0259; per pound, $0.0340. 
11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? The average daily patient load 
concept of financing has not caused us to retain patients in the hospital when 
they have attained maximum hospital benefits. Our waiting list has always 
been adequate to fill every available bed. Our average daily patient load could 
not be raised because we are operating now at 95.8 percent of operating capacity, 
12. How many operating beds could be closed if we were not forced by the aver- 
age daily patient load concept of financing just to maintain an average daily 
atient load so funds would not be withdrawn? None. There is always a waiting 
ist for eligible veterans requiring hospitalization. 
13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actuall 
needing hospitalization? e CBOC program is not a major factor at this hospital. 
See 13(b) below. We would need the same number of operating beds that we now 
have and waiting lists trends indicate these beds will be needed and used for years 
tocome. Value to this hospital would not be sufficient to warrant trying it. This 
is mainly for a G.M. & S. hospital. In an NP hospital we use primarily trial 
visits for same purpose. _ 
(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $34.27. 
(2) Visits to hospitals by patients on CBOC status: 7. 
(3) Cost per visit: $4.895. 


IX, Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Manuals and other 
directives. Cite examples. The manager is able to take action on a number of 
things which formerly he would have been required to clear with central office 
first. He has a better control over station funds and can, in most instances, de- 
termine how allocated funds are to be utilized. He can reduce or increase per- 
sonnel in practically all areas without central office approval. He has a wide 
control over personnel travel funds and can authorize employee travel more ex- 
tensively. e filling of positions is somewhat better decentralized, expediting 
employment of needed personnel. Manager can change organization below the 
division (or professional service) level for purpose of achieving economy or im- 
proved service. 

(b) Has you hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Help establish better comparisons with other 
VA and non-Federal hospitals as to quality of treatment and thereby establishing 
better defined standards of hospital care. It would assist in evaluating manpower 
utilization and hospital programs. It should be conducted by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful in offering suggestions and evaluating programs; also 
valuable assistance in helping station in potential trouble spots, improves 
communication, enhances morale. 

(2) Of what value would you think these visits are to VACO? Provide 
VACO with information concerning hospital’s programs and needs. As a 
means of communication, suggest changes in policies, manuals, etc., which 
would be more practical in the field. Also valuable for method of comparison 
with similar type hospitals VA-wide. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No, 
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2. Is the management ee program directed toward making good 
employees or managers? . Management development program is directed 
toward the making of a good employee more valuable to the VA, and developing 
managerial potential. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Automatic sprinklers for several buildings... _- ies $31, 000 


Not programed, or under consideration for fiscal year 1962: 

. Priority 1, new chapel, $200,000,—At the present time we have two areas, an 
auditorium and very small chapel, to conduct services for the large number of 
patients we have in the hospital. With inereased therapy more patients are able 
to take part in religious services. Due to the limited space this creates quite a 
problem in handling the various religious groups of the hospital. Even though 
a number of our patients utilize the religious services in downtown churches 
therapeutically we feel it is better to atten religious services on the station since 
selected sermons can be presented. This project has been submitted annually 
for the past several years and should receive favorable consideration at this time 
and be programed as soon as funds are available. 

Priority 2, new recreation building, $800,000.—During winter months and incle- 
ment weather there are limited scheduled facilities at this hospital for physical 
exercise and other recreational activities for the patients, There is a need for 
unification of various recreational activities in one building, and this would im- 

rove manpower utilization and serve an urgently needed therapeutic media. 

t is recommended this project receive favorable consideration as soon as funds 
are available. 
Priority 3, installation of linen chute, building No. 1, $6,200.—Project to inelude 
exterior mounted metal chute with building and access road. Wards 2 and 3 in 
building 1 have no satisfactory means of removing soiled linen from the wards 
except by transporting it down on the elevator on 4-wheel trucks then out through 
the corridor and over onto the loading dock at the rear of building 3 where it is 
left to stand on the dock until picked up by the laundry truck. In many instances 
on weekends this time interval may run into several hours. It is not practical 
to store soiled linens on the wards as available space is extremely limited and it 
is not practical to set aside a room for soiled linens. 

It is proposed to install a metal linen chute on the outside of the building 
extending from ward 3 down to a small building to be erected directly adjacent 
to the connecting corridor between buildings 1 and 3 and located on the west 
side thereof with an access road being constructed from the driveway at the front 
of building 1 around to this new building. It is recommended and requested this 
receive favorable consideration and be programed for action as soon as possible. 

Priority 4, new elevator, building 27, $25,000.—At the time building 27 was 
erected provisions were made for the installation of an elevator; however, funds 
were never set up for the actual installation. All supplies and materials used in 
this building have to be carried from the basement level to the first and second 
floors by hand. Also, on many occasions it has been necessary to carry ill patients 
from the second floor to the basement on a litter so they could be transported to 
building 1 for emergency treatment. As this building is a reasonably modern 
building, having been erected in 1948, there appears little reason why it should 
not have an elevator. This program should receive favorable consideration at 
the — possible date and should be programed for accomplishment as soon 

e 


as 

iority 5, detention screens, buildings 16 and 25, $25,000.— With the increased 
use of tranquilizing drugs during the past 2 years the urgency of installing deten- 
tion screens on windows in buildings 16 and 25 has materially decreased. There- 
fore, this project is again retained in a priority status near the bottom of the list. 
Regardless of the outstanding results achieved through the use of tranquilizing 
drugs, it is still our desire that this program should remain in effect. 
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Priority 6, shatterproof glass, $12,000.—For the reasons set forth under the 
porcome B project the installation of shatte rproof glass in selected buildings can 

defe However, as a safety device, it should receive favorable considera- 
tion when funds become available. 

Priority 7, lightning protection, buildings 27 and 29, $7,000.—This project was 
deferred several years af. and it is our desire it remain in a deferred category 
for the present time. If it should be determined lightning protection on. the 
hospital buildings is essential then it will be necessary to include all ofthe other 
buildings in the hospital group under this project. 

Priority 8, install fire escapes, fourth floor, building 1, $15,000.—The fourth floor, 
building 1, ‘has been converted from a hospital ward to administrative office 
space and now houses supply and engineering divisions, nursing education and 
a room set aside for the eye, ear, nose, and throat clinic. As this space is now 
occupied by personnel the need for inside fire escapes has materially decreased. 
Even though fire should break out on this floor rendering the center stairwell 
useless, these employees could be depended on to evacuate to the builtup roof 
area on either the east or the west end of the building where they could be evac- 
uated by aerial ladder. In view of this change in space assignment, this project 
should held in a deferred status pending accomplishment of more urgent 


jects. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item o 
maintenance chargeable to station funds and ps uled for fiscal year 1959. 


Repairs to induced draft fan, boiler plant._.__.._. $1 
Replace all underground fire alarm wire _--_.-_..- 
Replace homemade fire alarm control os with new panel. 1, 
Repairs and alterations to elevators to bring in line with national elevator code____.....-.-- 1,100 
storage water heater at laundry_..-..........-..- 
Remodel 2 master control units from washers at laundry... 
Replace roof on tower, building 1__ .............-- 
Install safety hooks on building 
Install grab bars and handrails, building 28 
of aluminum Screens.to replace steel and wood frame 
Replace combustible partitions and remove dumbwaiter, A comet 16, 17, and 1 
Replace defective porch columns and railings of building 5. _--............-.-.-.-.---------- 


uilding 5 
Remadel bby, building 1; remove’3-sets ef doors and install 2 windows and double-door 
ves le 


Replace defective doors and frames... 
Replace 2 water heater coils, buildings land 2 
Replace 3 electric 
Install steps and walk to screened porch, building 8 


Total... 27, 759 


' 

— 
- 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Handrails, buildings 28 and 2.__.._.. 
Replace steam line between building 1 and building 2! 
Air cooling equipment !_- 
Water coolers 
Buzzer systems !_ 
Acoustical tile !_........ 
Replace 2 elevators, building 1. --.........-.-.-.-.- 
Tuckpoint and waterproof buildings 1 and 28 ! 
Sinks, developing printing, photograph ! 
Storm windows, building 
Floor covering, ot ing room, building 16 !_._......- 
Fluorescent lights...... 
Central suction system.......-......-- 
Replace in of building 1 
Enclose pump section... 
Asphalt tile floor, building 


See footnotes at end of table, p. 661. 
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‘he Description Amount 
an 
Additional 2,000 
yas Repairs:togarage driveway, building 24- 1, 500 
ry Dust collectors for engineering shops 600 
he Serving counter, kitchen, building 29...................-- 1,000 
Chemical feeder, swimming pool 450 
Yer Acoustical tile, educational therapy, building 25 !___- aa 500 
Replace tile floor, corridor, building 2-4- - - 2,000 
or Floor covering, gameroom, building 27 700 
nd Extend electric distribution and fire alarm system underground to building 106! 2,000 
ow Replace french doors, 4th floor, building 1 600 
‘dl Window in canteen clothing room 400 
ell 129, 830 
pof 
AC 1 Deferred maintenance projects that have been approved by central office and for which funds may be 
ect made available either during the 4th quarter of year 1959 or the 1st quarter of fiscal year 1960. 
ant 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1 (b) above.) 

o (a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 

All items listed under deferred maintenance in 1959 fiscal year budget for 
which funds have not been appropriated or earmarked: 


Description Amount 


Replace sections of built-up roof on buildings 1 and 3 ‘ii 
Sections of the built-up roof on buildings 1 and 3 are 27 years old and will require 
during fiscal year 1960. 
Install 18 firerose racks in the attics in all hospital buildings. _ - 1, 500 
The most flammable areas in our hospital buildings is the eperting immediately 
under the roof cover, yet there are no water connections or firebose racks installed in 
any of the attics at this station. It is proposed to extend the firehose lines from the top 
floor of each building into the attics and install a firchose rack complete with not less 
than 100 feet of hose on each. This will provide a means of fighting fires in the attics 
should a fire break out. 
The cylinder Jocks installed at this hospital have had combinations changed with 
new combinations being set up until! at present keys from 1 lock are splitting other lock 
combinations. This condition is known to exist to most of the employees at this hos- 
pital and, therefore, does not offer a satisfactory means of security as there is always the 
jr eenpe | that another key will open a door where admittance should be restricted 
during other than regular ae It is proposed to initiate a 2 on a pro- 
gressive basis, that when comp! , all cylinder locks throughout the various hospital 
buildings will have been replaced and the new lock schedule will be such that splitting 
of combinations will not be possible. It is anticipated that this program will continue 
for a period of approximately 3 to 4 —_ 
Install new floor covering in dental 
The asphalt tile floor covering in the dental clinic has been In service for many years 
and at present is dull and shabby looking and does not‘contribute to.a pleasing appear- 
ance in the room. It is pro’ to replace this floor covering with a viny! tile. 
Install night lights in all ward sleeping areas, buildings 1, 2, 17, 16, 25, 27, 28, and 29._____.._- 5, 000 
At present there are no provisions made for night lights in the sleeping areas of the 
various ward buildings and a ceiling light must be used for this purpose. The ceiling 
light does not provide adequate lighting in that it shines in the faces of the patients 
sleeping in these areas and disturbs them. It is proposed to install recessed — in | 
of any of the patients. 
Install stall type doors on ward toilet rooms.__.............----.--------------------------- 1,500 
uring a survey at this hospital an area representative recommended that all ward 
toilet rooms he equipped with stall-type doors. This type door will permit ventilation 
of the toilet rooms, yet will provide some means of privacy for patients using the toilet 


rooms, 
Install fluorescent lights in all dayrooms.............---.---.--..---------------------2----- 6, 750 


S 
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The wood bleachers in the sports area have been in. service for many and are 
or replacements of defective rotted wood. Also, the p on the 
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Description Amount 
ish barn, building 105, and erect implement building. -.-................-.....-.----. 000 
No. 1 original to which was 6 m the grounds at the time 


* the noes made the original land purchase. This building is far larger than is nec- 
essary and is considered to be a fire hazard; however, it does serve a purpose 
for storage space for such items as farm and lawn See » mowing machines, gow, and 
other items of lawn ona | farm oe yn It ee to demolish the barn and 
erect a concrete block the equipment presently 
stored in the barn. 

Conversion of building 28 to geriatric wards-_..............-.--..--.----.-.---.------.--.--- 28, 000 
Conversion of building 28 to geriatric wards ae construction of 4 nurse stations, 
2 treatment rooms, and 2 dining-serving areas 


Total 53, 950 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Install larger windows in personnel and fiscal offices, building 1_--............--.......-... $1, 750 
There are 7 hinged type windows in av ogee tobe d fiscal offices in the basement of 
ding 1. These windows do not re ventilation during the summer 
months and it is not uncommn for t ranperatloe to exceed 100 degrees on any day 
poe aA and RPE It is proposed to remove the existing windows, cut a larger 
double hung sash or awning type window complete 
ow we 


Construct: female toilet restroom in basement of building 27 1, 000 
There are no toilet facilities available in the basement of bailding 27 in the near vicin- 
ity of the recreational room for use by volunteer dance bostesses and other fema!e enter- 
panes. gt © proposed to construct a toilet room in the offset on the end of room 16, 
Construct men’s restroom in basement, buildin 1, 750 
There is no available restroom on the poo Be ‘floor of building 28 for patient use, one 
it is necessary for the aids and recreational employees to escort patients to the basemen 
its proposed to construct &toiet room in 15 ; 
in the basement of building 28 to correet this condition. 


Total. | 4, 500 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

has become very shabby and requires complete reno- 
vation. It is proposed to install stainless steel cabinet top base units along 2 walls, 
and ap a | 10 feet of stainless steel wall cabinet on 1 wall. Also, a new section 
may be placed in service. This equipment is now on hand but cannot be used to lack 

space. 
Several years ago authority was received from central office to install air-cooling equip- i 


ment in dental and X-ray areas, but funds have not been available for this purpose. 
It is our opinion that patients would be more i keep dental and X-ray ap- 
—— during summer months if they were h ed in a cool atmosphere rather 

in hot and humid rooms. It is expected that self-contained package units of ap- 
proximately 3- to 5-tom capacity will be —— uired for each of thane areas and that in- 
stallation, including necessary ductwork, will not exceed the oy ee in either 


case. In addition to these 2 areas, rooms 263 and 349 are used to h talize acutely ill 

patients, and it is the opinion of the medical personnel in = t these patients 

— have the benefit of controlled temperature in their bedrooms. Room 349 is a 
0-bed: ward, and room 253 is an 8-bed ward. It is proposed to install 2 %-ton units in 

an of these rooms at a cost of $1,000. 

This unit. is req to supplement the existing workload 

requires full-time operation of the 3 washers —< installed in the laundry and 


This unit will process at least 640 shirts per day with 2 employees where 4 employees 
exp guuneaitetaneined 26 form the same amount of work with manually o ted 
presses. On the basis of $2,500 per annum per employee this savings over a 244 year 

amortize the investment. 


Total ae 30, 200 


1 Deferred maintenance 
made available either during sth quarter off 


approved by central office and for which funds may be 
year 1959 or the ist quarter of fiscal year 1960. 
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3. What in your opinion, are the most pressing needs in your installation? 
The most pressing needs of this hospital are considered to consist of the following 
items listed in order of their relative importance: 

(a) Survey by the modernization team and the complete modernization of the 
hospital including all ward buildings, kitchens, warehouse, clinics, etc. This 
modernization program should include alteration of buildings to meet present-day 
medical trends as it concerns bed spacing criteria, doctor, nurse, and clerical 
office space, reception rooms, quiet rooms, etc. 

b) The immediate alteration of building 28 for geriatric patients. 

‘” Replace major equipment that has far outlived its useful life expectancy, 
this to include laundry equipment and elevators in buildings 1 and 2, X-ray 
equipment, and other items. 

(d) Construction of a new chapel building complete with main room for religious 
services, several smaller rooms for small religious ups and group meetings, 
office space for the chaplain, and a reading room and religious library. 

(e) Construction of a recreational building to consolidate special services 
activities and offices within a single building, building to include gymnasium, 
swimming pool, offices, etc. 

(f) Replacement of windows in buildings 1 and 2 and the original connecting 
corridors: A large percentage of the windows in the original construction either 
do not open at all or operate with extreme difficulty and stick requiring two and 
three employees to close after they have been opened. This condition appar- 
ently is caused by improper installation at the time of the original construction. 
Windows should be replaced with aluminum frame awning type windows for 
maximum ventilation and minimum maintenance costs. 


LOUISVILLE, KY. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Zorn and Mellwood Avenues. 

City and State: Louisville, Ky. 

Type of services: Type of hospital: G.M. & S.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 
Name, qualifications, and tenure of— 
(a) Manager: R. L. Hiatt, M.D.; 39 years’ practice of medicine, 17 in hospital 
administration; graduate, VA Institute for Hospital Administrators. 

(b) Assistant manager; Lewis F. Cook; American College of Hospital Admin- 
istrators, member; VA Institute for Hospital Administrators, graduate; tenure, 12 


years. 
(c) Direetor, professional services: R. R. Kaplan, M.D.; 10 years director of 
) eee me services; commanding officer Army station hospital; VA Institute for 
ospital Administrators, graduate; American College of Hospital Administrators, 


nominee. 
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II. Bed capacity and patient load 


Hospitals— of bed or nt 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed 494 40 76 36 
2. Operating 494 40 76 36 
Beds not in use (unavailable): 
3. Total__ 0 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
8. 
9. 457 37 70 36 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_.._...... 447 48 65 33 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining (line 40 29.7 27.1 50 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- : 
maining Jan. 10, 39.7 22.2 28.3 25.6 41.9 |...... 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year-___. 0 0 0 4 
15.. Number of patients on trial-visit status as of Dec. 31. 0 0 0 x 


16 (a). What is the number of patients discharged from your hospital during 


the past 3 calendar years? 
Type of discharge 1956 1957 1958 
Total 3, 789 3, 944 3, 892 


(b) If there are trends in any of the components above, please describe their 


significance and impact on the activities of your hospital. 


trends. 


ere are no significant 


17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 


operating plan? None. 
(b) During 


converted to other than TB use? 


the past 12 months, how many TB beds (rated capacity) were 
one. 
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IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8S. patients, 29.1 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the expe- 
rience of patients admitted for the surgery indicated; exclude the experience of 
any patients with multiple treated conditions) : 


Average 
Cases length of 
stay 
Hemorrhoidectomy 36 13.3 
Subtotal gastrectomy for duodenal ulcer... 10 35.3 
Prostatectomy: 


3. (2) What system of control do you have to insure a minimum stay in hos- 
pital? Length-of-stay control is brought about by a semiannual staff meeting 
of the length-of-stay committee in which a token sample of a minimum of 50 
clinical charts of discharges during the previous 6 months are analyzed. At the 
monthly staff meeting this matter is constantly repeated so that the professional 
staff is aware of this problem. 

‘ (b) What improvements have you made since your last report to this committee? 
one. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may 
of importance in the future. (If so, describe.) here has definitely been an 
identifiable difference in the characteristics of patients admitted to this hospital 
both as to age group and type of illness whose requirement for care have affected 
the length of stay by increasing it; namely, an increase in the number of tumor, 
chronic pulmonary disease, chronic cardiac, and arteriosclerotic disease cases. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Although the 
existing leave of absence and CBOC programs do permit adequate posthospital 
followup care in the majority of cases, these programs do have certain inherent 
restrictions which if eliminated would, I believe, shorten the length of stay by 
some 5 percent. 

(b) What effect would such a program have on your cost of operation? I 
believe this would increase the cost of our operation as we would still need to 
maintain 494 operating beds in order to meet the demand for beds in thls area. 

5. What would you suggest to further reduce hospital stay without impairing 
care? I believe a broad educational program orienting and emphasizing to the 
public in general as well as organized groups and individuals as to proper function 
and utilization of available hospital beds would be beneficial. Also, support of 
management in discharge of patients when maximum hespital benefits have been 
reached and nothing more can be accomplished by active treatment, and further 
rehabilitation is impossible or impractical; and a suitable ¢ustodial or nursing home 
facility is readily available would materially reduce length of stay without im- 

6. What is needed to improve turnover of patients? From past experience in 
this hospital in order to improve turnover of patients it would require additional 
personnel for X-ray, laboratory, physical medicine, and rehabilitation and oper- 
ating room. 
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IV. Waiting lists 


1, Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Non-service-connected 
Service- 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals |hospitalized 

34 0 34 2 32 


2. aa many patients are scheduled for admission subsequent to January 12, 
1959 4. 

3. What system do you use for scheduling admissions from the waiting list? 
Emergency and service connected cases are admitted immediately. Non- 
service-connected cases are scheduled when beds are available. Those non- 
service-connected cases not scheduled are placed on the waiting list, pending 
om of beds, and are scheduled in chronological order (circular 18, Sept. 8, 
1958). 

4. In addition to the persons we 2 re in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 783 on CBOC status for followup care, of which approxi- 
sag, 25 percent may be readmitted as a bed patient. 

patients admitted without placement on the waiting lists? If the 
answer is “‘Yes,’”’ please describe the circumstances. Yes. As described in item 
3 above, all emergency and service-connected cases are admitted without place- 
ment on the waiting list. _Non-service-connected applicants are admitted without 
placement on the waiting list providing there. is no waiting list in the particular 
category required and beds are available. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 4,174; approved, 2,588; rejected, 1,586. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time em- 


ployees as of December 31, 1956, and 1958. Distribute common service employ- 
ment to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time_..............-....-- 21.0 26.0 +5.0 

3. Physicians, residents and interns__.....-............ 20.0 13.0 —7.0 

4. Physicians, consultants and attendings_..__-___.____ 7.7 8.0 +.3 

8. Therapists 29.0 31.0 +2.0 

10. Office of manager, personnel, and finance 21.0 19.0 
12. Other food-service employees...............-.....-.- 73.0 70.0 —3.0 
14. maintenance (excluding laundry) 41.0 25.0 —16.0 
15. Engineering operations (excluding laundry) 16.0 28.0 +120 


' Includes 13 positions, program 8200 ee: 
2 Includes 14 positions, program 8200 (research). 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of — discharged during past 3 months who were given in- 
dustrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service. -_........- 102 92 90 
Average payment per consultant or attending !_-__..........- $557 $662 $700 
Total amount paid to all consultants and attendings !______-__- $58, 875 $60, 875 $64, 000 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 

no ll 0 0 
Therapists and technicians... . 0 0 
2 0 0 
Engineering maintenance (excluding laundry) - -...........-..- 4 0 0 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 

Research and education make one a better teacher and a better doctor. Re- 
search develops a discipline of the mind which is carried over into the care and 
treatment of a veteran patient. The resident doctors become more aware of the 
inadequacies of many present techniques and treatments, and become acquainted 
with or develop an interest in doing research for better techniques and treatments. 
For all doctors and all of the services allied with the doctors, research leads to a 
dissatisfaction with the present and an urge to go beyond the present and search 
for more elegant methods of diagnosis and the ultimate in treatment. 

Fruition of the research idea in the Veterans’ Administration is nowhere better 
exemplified than in the Veterans’ Administration cooperative tuberculosis research 
os concerned with a search for better methods in the treatment of tubercu- 
losis. Although this has been said before, it can be said again that this program 
not only resulted in better treatment of tuberculosis in the veteran patient, but 
the superiority of these methods of treatment have been attested to by the fact 
that they have been adopted worldwide by the medical profession. As a result 
of this, other cooperative programs are now in progress for the study and evalua- 
tion of the better treatment of hypertension, coronary artery disease, rheumatoid 
arthritis, and the mental diseases. There is no doubt that when these studies are 
in progress for a sufficient length of time, that valuable methods of better treat- 
ment will be forthcoming. It goes without saying that many additions to basic 
knowledge will be accrued from these studies, in addition to the practical informa- 
tion utilized in the better treatment of the veteran patient. 

: arch means cooperation with other scientists whether on a formal or 
informal basis, whether in the Veterans’ Administration or without the Veterans’ 
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Administration. This always results in an exchange of knowledge and ideas 
which, in many instances, lead to the application of this information to the better 
treatment of the veteran patient. 

The research on the trace element selenium at this hospital is being conducted 
along basic lines. The trace elements are now known to be extremely important 
in the body economy, particularly as constituent parts of many enzyme systems, 
Diseases due to a deficiency or excess of selenium in the foods of animals has led 
to a number of recognized diseases. It is quite possible that in the future disease 
states in humans attributable to a lack of or excess of selenium will be found. 
The trace element zinc is also being investigated. It has recently been shown by 
other investigators that there is a disturbance of zinc metabolism in alcoholics; 
this knowledge certainly can eventually lead to a more basic understanding of the 
problem of alcoholism. The study of uropepsin excretion in the urine has led 
to a more rapid and reliable tool for the diagnosis of pernicious anemia at this 
hospital. A long-range study on the various techniques for the surgical treatment 
of duodenum ulcer by the surgical department will eventually lead to more satis- 
factory surgical methods by the treatment of this perennial problem. 

The hope for better patient care lies in the future, and the future is research. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
Gifts and donations deposited in general post © 
Grants from other sources administered through affiliated medical schools -- 


, VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition... ...............-. 61 1 2 55 
(1) Patient has compensable serv- 
ice-connected disability 19 0 1 15 
In receipt of VA pension. 18 1 17 
In hospital more than 30 da: 13 0 Y eeeey 1 12 


1 Any form of prepayment insurance. 


uations case ter vice-connected disability may be reported in more than 
the categories in (c) above, show him only in that category sppnarina it e the listing. 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. — - 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) At the time of admission all non-service-connected veterans with any 
type of insurance coverage are required to sign a power of attorney and agreement. 
Itemized bills are submitted every 30 days to the organization providing the 
coverage. If payment is refused, the case is referred to the chief attorney for 
further action. All admission records are reviewed and attention is focused on 
the possibility of occupational disease and injury or third-party coverage. By 
this close scrutiny, we have discovered 15 cases which have developed into work- 
men’s compensation and 6 third-party claims for which the Veterans’ Administra- 
tion realized total or partial reimbursement of hospital costs. We have found the 
veteran is unaware of any coverage in a number of cases. The estimated cost of 
administering the collection program is $5,314 (salary of 1% clerks). 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 


47, 879 38, 299 


an Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Non-service-connec vet- 
erans are advised of minimal cost per day for care in local private hospitals, ap- 
proximate length of treatment, and approximate total cost of care. 

8. In your opinion are there abuses of non-service-connected care? To our 
knowledge there is no evidence to indicate any abuses. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service- Non-service- Total 
connected connected 
World War II ‘ cid 18 82 100 


| 
| | 
1 | 
le 
y 
e 
d 
t 
¥ 
93 — 
| | 
ut 
55 
15 
17 
| 


670 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load__________.- 435.0 457.0 449.0 450.0 450.0 
(6) Full-time equivalent staff_.____....... 662.7 652.0 644.4 625. 5 616.8 
(c) $3, 465, 781 | $3, 623,140 | $3, 630,028 | $3,912,198 | $4,092, 534 
(d) Salaries of staff ?__..................-- 2, 865, 698 | 3,005,304 | 2,998,683 | 3, 265, 237 3, 422, 466 
32, 143 28, 348 23, 810 26, 629 29, 250 
Communications. _.................-. 19, 358 19, 170 18, 827 18, 134 19, 000 
(g) Utilities (gas, coal, water, etc.) _......- 66, 457 71, 528 79, 683 86, 660 87, 600 
193, 273 189, 013 188, 825 190, 638 195, 990 
i) Drugs and medicines_____-.........-- 100, 415 101, 923 100, 924 100, 280 102, 541 
Medical and dental supplies. _._.....- 59, 572 68, 139 77, 784 78, 859 79, 190 

(k) Asset acquisitions including equip- 
NTS. 55.8. SAL. 10, 345 17, 144 13, 052 23, 572 16, 086 
Fr A Se 118, 520 122, 571 128, 440 122, 189 140, 411 
(m) Cost per discharged patient-__-_-_-.-- 836 890 947 959 967 
ee ee 47, 908 44, 059 42, 622 43, 331 46, 387 


1 Adjusted fcr common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 
3 Figures on line (1) reduced by income from subsistence and quarters as shown in line (n). 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? A very debatable auestion and somewhat 
dependent upon mutual understanding as to definition of what is an acceptable 
standard. For some time VA hospitals have been operating on this basis and it 
is believed we have been doing service at a fairly high acceptable standard. How- 
ever, with costs increasing faster than primary fund allocation from year to year 
it is becoming more difficult to accomplish. After all, there is an irreducible 
minimum point, and it is felt we are approaching same with little or no leaway 
left for taking advantage of improvements and advancements professionally and 
scientifically as readily as might be desirable. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? I would like to 
believe that it does not, and that each case is handled individually and as ex- 
peditiously as possible. With the threat of funds being withdrawn, however, I 
would hesitate to deny that the emphasis placed upon this factor alone in relation 
to primary fund allocation and its usage is not so emphatically emphasizea that 
it may to a limited degree have its influence at times. 

4. you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Standards as 
such are too debatable as yet to say that they are adequate. However, various 
statistical data from AMA, AHA, VA and other sources are constantly being 
utilized for comparative purposes to satisfy one’s evaluation as to operations in 
general or to point out areas which might indicate need for attention. Due to 
the great variance of factors, geographical, physical, economical, age variances, 
and numerous other contributory circumstances, it must be realized that such 
comparisons are questionable as to being the proper or appropriate factors for 
decision or determination. Although they are a most valuable adjunct, I would 
prefer to believe and support the philosophy that so long as our initial product 
is the care, health, and life of individuals, that primary emphasis should be placed 
upon care of each case, as such, than to try rendering such service in a way that 
it fit within factors controlled by measuring sticks or statistical data explicitly. 
Continuing emphasis on economy and efficiency of operations is stressed, but 
the professional care rendered cad manner in which it is rendered is still believed 


to be more important. Constant pressures on emphasizing statistical data, 
length of stay, turnover rate, etc., as more important than professional care 18 
believed will eventually and definitely have its effect upon lowering the level of 
professional care rendered. Such has and is continuing to be discussed with s 
and employees to the extent of justifiable and reasonable limitations. 


| 
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5. (2) What is the average raw food cost per served ration from July 1, 1958, 
through Decemier 31, 1958? $1.063. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.865. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Tubercular and paraplegic patients are allowed an increase in the ration 
pattern to meet their higher nutritional requirements. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 11 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Value of available quarters is extremely variable. Not infrequently the 
availability is very important. At other times it is quite difficult to accomplish 
econcmic utilization. As long as rentals approach the level of outside desirable 
quarters and are readily available, staff (full time) would if intending an indefinite 
stay usually prefer to live off station. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Wherein their payments would eventually accumulate to an equity 
in their behalf; if only for a year or so, they likely elect quarters on the station. 
Locally it is believed quarters at present are adequate and no additions are 
indicated. 

(d) Could cost of such quarters be a lucrative investment? It is not believed 
that availability of quarters should ever be considered strictly on a lucrative 
investment basis, but rather of essential importance in acquiring or retaining 
desirable or necessary staff. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10,686,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect be these factors. (1) Increased costs at this hospital 
are largely found in wages and salaries. Legislative increases of wage board, 
civil service, and D.M. & S. employees account for the majority of monetary 
increases. (2) Other legislative increases are burial costs and the assumption 
by this agency of the cost of matching employee contributions to the civil service 
retirement fund. (3) Almost every year there is an increase in cost of coal. 
(4) Formerly blood was largely donated at this station. A mandatory contract 
with Red Cross now forces the station to purchase this item at a nominal cost. 
(5) There is an increase in the number of prosthetic appliances having to be 
furnished entitled veterans. (6) There has been an increase in additional 
services required on a fee basis; i. e., cobalt treatments, heart, catheterization, 
and cardiopulmonary function tests. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Cost consciousness is fostered at this station through the 
delegation of authority and responsibility in the allotment of funds to those 
officials who actually initiate obligations. Records of expenditures are maintained 
at each such office, subject to audit by the fiscal officer. Planning is done through 
a budget and planning committee with the assistant manager as chairman. The 
fiscal officer on a recurring basis furnishes management with analyses of costs 
trends and recommendations concerning budget operations. 

10. Laundry service: 


(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
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Laundry costs computed on basis of all costs applicable to Federal laun- 
—. excluding memorandum accounts: Per piece, $0.055; per pound, 

041. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.066; per pound, $0.049. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? I believe that average daily 
patient load financing has a general tendency to prolong the length of stay even 
though at this hospital such action is not required in order to maintain planned 
average daily patient load for the fiscal year. Such financing does not influence 
the admission of patients who actually do not require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $30,536.22. 
(2) Visits to hospitals by patients on CBOC status: 2,535. 
(3) Cost per visit: $12.04. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Doubtful. By what methods? Changes occur, 
but centralized controls seem still quite prominent. Cite examples. Central 
office publications, directives, manuals, etc., are voluminous and explicitly cover 
most operations so thoroughly that little allowance is left for deviation. Requests 
for authority to deviate rarely receive favorable consideration. Stringency is such 
for instance that directives require occupants of nonhousekeeping quarters to con- 
tract for three meals, either 5 or 7 days per week or no meals. Request for devia- 
tion wherein senior medical students employed to cover X-ray and clinical lab 
services during afternoon and nights and certain holidays are furnished non- 
housekeeping quarters. Distance makes it impossible to partake of the noon meal 
ever. Frequently afternoon meal might be missed and scheduling makes it 
impractical to consider midnight meal routinely. Compensation is only on a part- 
time duty basis, and suitable adjustments could be worked out such as two meals 
per day, etc. Requests for exception denied. It is my personal belief that mana- 
gers are capable, surely, of working out suitable beneficial arrangements, equitable 
and fair to both sides, if granted such authority. There are no doubt many 
examples, but it is believed the above citation portrays extent of decentralization 
opportunities. 

(b) Has your hospital had an internal audit of its administrative operations? 
Yes, prior to my tenure here. 

(1) Was the team personally experienced with hospital operation? Unable 
justifiably to evaluate. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed: Iam advised that such audit teams are improving and although 
much consideration is given to good practical administration, details relative 
to minutiae of procedures still receive emphasis. 

(3) How was the internal audit valuable to your hospital? Although I was 
not present at time of internal audit, I am sure it could not have been accom- 
plished without deriving local benefits. I might state also that in spite of 
study of minutiae of details practiced, they either overlooked some or faulty 
practices have been established since which have come to my attention since 
my tenure here. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? Unable to state as I was not present. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 
be conducted by a joint team? In my opinion, it is questionable if a fair profes- 
sional medical audit, all comprehensive can be devised. Changing ideas and 
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procedures throughout the past several years would have it outdated to some 
degree before it can be put in operation. If it were possible, and fair (but who is 
to be the judge?) it might be of some benefit. Regardless of results, we would 
still be largely saddled as to results and accomplishments, and continued opera- 
tions with the personnel available. I firmly believe the majority, if not all, are 
conscientiously striving to build ‘“‘a better mousetrap’’ even without the avail- 
ability of audits, etc., because we hope to be proud of our results and accomplish- 
ments. If such an audit were available, I don’t believe it would matter in the 
least as to its source or makeup of the team. I am just as sure that so long as 
our operations are accomplished by humans, there will also exist justifiable and 
debatable difference of opinion. If such is established, I personally believe a 
joint team of high-level professional personnel would be the more ideal. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Such visits when properly conducted are readily welcome and appreciated. 
A frank discussion with visitors covering their limited specialized area and 
operations as to suggestions for improvements noted at other stations, etc., 
are believed beneficial; but if conducted strictly as a police action only and 
looking only for minute details in order to discover infractions only to satisfy 
a report, they create discontent more than good. 

(2) Of what value would you think these visits are to VACO? I question 
my qualification to evaluate this question. But area staff should be in a posi- 
tion to be of great assistance by taking field problems and suggestions to 
central office as well as more closely orient the field as to central office think- 
ing, etc. There should be a valuable liaison in both directions. Too often 
it would appear they feel they are located to put emphasis on implementing 
central office directives and action, while hesitant to carry the ball in the op- 
posite direction. 

(3) Would less frequent visits be more useful? In my experience I would 
usually say no. Although I have experienced occasion where too many came 
within too short a time to derive the greatest benefit locally. Such was not 
the result of planning I am sure, but rather some unusual circumstance, such 
as travel funds not being available for some time or other controls existed, 
then when corrected it resulted in more or less of a deluge, without 
interruption. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No great or specific changes in delegation 
or withdrawal has been particularly noted. Operations in general are so well 
spelled out covering the majority of procedures. Other than the privilege of 
changes with use of PFA to be able to more favorably and economically operate 
there is not too much leverage within operational directives. Overall operation 
is still tight within allocated funds, only reasonably minor changes take place 
since better than 80 percent of funds is required for personnel employment, major 
portion of balance is required for fixed operational expenses. Examples of detri- 
= changes in publications curtailing procedures are not readily brought to 
mind. 

2. Is the management development program directed toward making good 
employees or good managers? he program at this station has four primary 
objectives: (2) Develop reservoir of personnel available for greater responsibilities ; 
(6) improvement of present job performance; (c) development of management 
skills; and (d) use of systematic promotion program in harmony with management 
development. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
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Not Paes or under consideration for fiscal year 1962: Addition to main 
hospital building to accommodate Louisville regional office medical activities; 
slab and enclosure for coal storage; conversion of dairy refrigerator and frozen 
food room to deep freeze; air-condition area adjacent to surgical suite; conversion 
of four manually operated passenger elevators to automatic control. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description | Amount 


Cent ral radio, motion picture (35 mm.), kitchen and medica] equipment... ...............- 7, 400 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacement of approximately 3,400 square feet of floor covering.......................--.... 000 
control] on pressure-type sterilizer (20- by 36-feet) in central supply workroom _. 1, 200 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, een, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Fiseal year 1960 
meee a (fixed); central radio, motion picture equipment (35-millimeter), 
Fiscal year 1961 
Specla-ase equipment (tse pmeni (fixed ), central radio, tion picture equipment 


| 


| 


& 


| 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Metal doors for shelves in central sterile $1, 600 
Air conditioning surgical workroom and alterations.....................-...--.----.+--.--.- 1, 900 
Canopy over and enlarge ambulance entrance-.- 1, 950 
Improved lighting in auditorium. 1, 200 
Lighting for parking lots Nos. 3 0 CORES 1, 900 
Paint shop, spray booth alterations, building 1, 900 

(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 


2 ice cube machines for 4th and 5th fioors (mew). 3, 
Water wash paint spray booth (new 

Air-conditioning unit for room B-442 (new) -- 
2 garment presses, 51 inch (new)... 


3. What, in your opinion, are the most pressing needs in your installation? 
This hospital is now 7 years old, and there is a steadily increasing need for an 
improved maintenance program due to fair wear and tear. In listing items of 
maintenance which will be needed in the near future, we have endeavored to be 
realistic. For this reason, it is felt that no one item is of greater importance than 
another. It is felt, however, that maintenance funds in the amounts indicated 
are of extreme importance to a good preventive maintenance program. Further, 
it is our opinion that operationally, as well as economically, it is to the best interest 
of this hospital and the Government to provide for a sufficient number of full- 
time personnel in the engineering division necessary to organize and carry out a 
well planned program of preventive maintenance. Also, we are of the opinion 
that by providing full-time station employees to carry out such a program, we 
will prolong the effective usable life of our buildings and equipment and prevent 
expensive replacements and/or costly repairs. We feel also that the use of regular 
station personnel is more satisfactory, as well as more economical, for preventive 
maintenance and repair work than accomplishment by purchase and hire or by 
contract. To establish such a program it would be necessary to increase the number 
of full-time employees in the engineering division by 14, including 1 chief, buildings 
and grounds section; 2 mechanics, carpenter-mason; 2 helpers, carpenter-mason ; 
2 mechanics, painter; 2 helpers, painter; 2 mechanics, general (welding, sheet 
metal, etc.); 2 mechanics helpers, general; 1 clerk-typist. 
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ALEXANDRIA, LA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Alexandria, La. 
Type of services: Type of hospital, G.M. & 8.; TB, yes; domicile, no; formal 
outpatient clinic, no. 
ame and tenure of— 
ia anager: T. L. Fowler, 35% years of VA service, appointed February 24, 


macy Assistant manager: Robert L. Russell, 124 years of VA service, appointed 


October 19, 1958. 
(c) Director, professional services: James A. Devereux, M.D., 13 vears of VA 


service, appointed September 4, 1955. 
IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. &§. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable) 
6. Staff not recruitable: Beds re- 
rent operating plan regardless of 
10. Average pation for 12 


11. Why is staff unavailable with reference to line 6? 1 psychiatrist and 1 
physiatrist would be employed if obtainable. Both of these categories are in 
short supply and in great demand. 

| 


Hospitals—T ype of bed or patient 
ae Item (as of Jan. 12, 1 unless ~~ - 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


| | patients re- | 
maining 10, 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year___ 0 6 0 2 
15. Number of patients on trial-visit status a 31. 0 0 0 1 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
3, 318 3, 136 3, 428 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The only appreciable 
factor is the ever-increasing age of patients which makes them more susceptible to 
more frequent and prolonged disease processes. 

17, (a) What is the number of TB beds (rated capacity) which were unavailable 
- sanuary 12, 1959, because they were not required for fiscal year 1959 operating 


plan . 
(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 56. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average 4 for G.M. & 8S. patients, 34.6 days. 

(6) TB hospitals: Average stay for TB patients, 188.8 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation sgt for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay (days) 
my: 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? (1) Constant supervision of patients on the various services by the 
chiefs of service; (2) month y review of statistical information on length of stay; 
(3) - am for planning for patient’s discharge has been put into effect. 

(6) What improvements have you made since your last report to this committee? 

ormal organization of a committee for planning for patient’s discharge in order to 
shorten stay and to release patient to his home community, if feasible. 


24, 
| | | 
ed 
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(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Only characteristic of patients 
significant in this regard is the ever-increasing age of patients. This will tend to 
make the individual patients more susceptible to illness and probably result in 
more protracted illness. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital follow-up care, as needed, on an outpatient basis? Length of stay 
could be perceptibly shortened under these circumstances for both medical and 
surgical cases. A toperative surgical case, for instance, could in many cases 
be released in less than a week if the patient could be followed satisfactorily as an 

(6) What effect would such a program have on your cost of operation? The 
use of outpatient followup for medical and surgical cases would increase the cost of 
operation of the hospital but would decrease the cost of care for each individual 
patient. 

5. What would yee suggest to further reduce hospital stay without impairing 
care? Believing that our average patient stay is now at a minimum, I do not 
believe that further steps could be taken for reducing length of hospital stay with- 
out posthospital followup on an outpatient basis, as suggested in question No. 4, 

6. What is needed to improve turnover of patients? Except on the chronic 
wards of this hospital, the average turnover is between 90 and 100 percent per 
month. With our present system of maintaining patients in the hospital until 
they have reached the maximum hospital benefit that can be expected, I do not 
believe that this turnover can be improved. The use of a posthospital outpatient 
followup would allow considerably better than 100 percent turnover per month 
per ward. 

IV. Waiting lists 


1. Number of eligible applicants not Fy hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals |hospitalized 

1, Total applicants. .....................-. 46 0 46 0 0 

0 07 0 0 0 

G.M. &8 stalin ‘ 43 0 43 0 0 

2. Domiciliary care: Total applicants... __- 0 0 0 0 0 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 12; 7 medical, 4 surgical, 1 TB. 

3. What system do you use for scheduling admissions from the waiting list? 
Priority grouping and based on need for hospital care as shown on form 10-P-10. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Patients reporting in person 
to hospital who are considered emergent or whose need for hospital care is con- 
ae - be more urgent than those already on waiting list are admitted im- 
mediately. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,632; approved, 2,298; rejected, 334. 
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V. Hospital staff 


CRapens full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

nd 607 573. 4 —33.6 
2. Physicians, full- and part-time--._................-- 23 25.0 +2.0 
4. Physicians, consultants and attendings......_....._- 18 22.0 +5.0 
8. Therapists and technicians ll 
12. Other food-service employees.................-.--..- 92 71.6 —20.4 
14. Engineering maintenance (excluding laundry) -..-_.. 45 33.0 —12.0 
15. Engineering operations (excluding laundry) --_..___- 32 29.0 —3.0 
8 7.0 —1.0 


! In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 4.2. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 3. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 1. 

(c) Average , nd of hospitalization of patients reported in (b): 301. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service. --_.______- 4 10 18 
Average payment consultant or attending !__-..._......-- $36. 36 $39. 49 $50 
Total amount pal to all consultants and attendings !__._____- $6, 800 $5, 875 $8, 300 


' Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Tuberculosis research has contributed to patient care directly in the identification 
of atypical forms of M. tuberculosis and the determination of courses of therapy 
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which might be effective in treating the disease initiated by these forms of organ- 
isms. The approved cancer research project in this hospital is primarily basic 
research and, as yet, has offered no direct contribution to patient care. The 
educational opportunities offered to the professional staff of this hospital have 
been used to the fullest extent allowable by financial limitations. The improved 
knowledge of physicians, dentists, and nurses has contributed directly to the 
improvement in patient care. 
. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools..| None........|........-.-... 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 


(a) 65 3 0 0 0 57 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
ea eee 59 2 0 0 0 57 
(1) Patient has compensable serv- 
In receipt of VA pension. 18 2 16 
(3) In hospital more than 30 days. 0 ll 


' Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 6. 

(b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958.) When a veteran is admitted to the hospital and states he has insurance he 
is requested to sign VA form 10-2381, power of attorney. A letter, FL 10-78, is 
immediately mailed to insurance company. The VA form 10-2381 is held in 
veteran’s folder until he is discharged. A statement of charges is then prepared 
and a copy of VA form 10-2381 is attached to statement. There has been no 
change in procedure to collect payment for hospitalization since January 1957. 
An estimate of the cost of collection for calendar year 1958 is $1,600. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before direct admission. After on 10—P-—10 received in mail, conditions explained 
before admission. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? The admitting physician 
estimates the probable length of stay, the type of care or surgery. Ehigibility 
clerks develop the probable total cost and informs the applicants. Notation is 
written on reverse side of application 10-P-10 accordingly. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
‘service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


World War IT__ 14 86 100 
World War I__ 2 98 100 
Spanish-American 0 100 100 
Peacetime 100 0 100 
All patients 10 90 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average dail fent load_........... 430 451 439 433 405 
) Full-time 592 596 593 573 555 
ts. $2, 870, 038 | $3, 153, 524 | $3,110,921 | $3,343,931 | $3, 430, 656 
Salaries of staff 2_ 832 505 666 806, 408 877, 189 
e) Patient travel___ 18, 116 18, 293 
Communications 9, 430 10, 795 10, 904 10, 695 10, 157 
} Utilities (eas, coal, water, etc.) ........ 48, 606 51, 914 733 58, 522 59, 653 
w f ” 174, 506 645 175, 709 169, 838 154, 899 
Drugs and medicines. _..............-. 54, 438 655 61, 032 61, 684 73, 306 
and dental supplies. ......... 42, 757 56, 151 57, 597 56, 705 63, 238 

) Asset acquisitions including equip- 
ment___. 36, 145 66, 183 47,773 51, 021 50, 735 
(@® All other___. 128, 824 133, 532 105, 486 110, 942 123, 186 
(m) Cost per discharged patient........... 793 867 971 922 907 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


33427—59——45 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? This hospital 
has met its average daily patient load each year with a slight excess. Patients 
are admitted only on the basis of medical eligibility, and are discharged promptly 
on reaching maximum hospital benefit. No variation from this procedure has 
ever been used to reach or maintain our average daily patient load. The allot- 
ment of funds, therefore, has not in any way affec our average daily patient 
load or patients’ length of stay in the hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
quote comparison data with civil and other VA hospitals. This information is 

isseminated to and frequently discussed with responsible officials. However, 
comparison data without detailed knowledge of installations being compared is 
sometimes misleading. Program requirements vary greatly; plant facilities differ; 
climatic conditions and other factors contribute to variances. It would seem 
impractical to maintain on a current basis all factors on similar installations to 
pare complete validity in comparison data. Officials between VA and other 

ospitals exchange information at meetings which serves many useful purposes, 
one of which is the comparison of standards. 

5. (a) What is the oversee raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.067. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.174. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Regulations require that medical and surgical patients be given an allow- 
ance of 10 percent in excess of the amount allowed for the normal diet, because 
of the special foods required on special or modified diets and that tuberculosis 
and paraplegic patients’ allowance be 30 percent in excess of normal, because of 
the need of special foods. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 1 housekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters are considered essential in recruiting and main- 
taining staff personnel, particularly professional personnel. 

(c) What additional quarters do you believe would add quality or stability to 
vour staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12,600,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Quality of patient care, especially as 
reflected in cost of professional staff, cost of drugs, supplies, equipment, and treat- 
ment techniques. The effect of these changes have produced better treatment and 
shorter length of stays. A good example of this may be seen in the steady decline 
of patients with tuberculosis who formerly required longer periods of hospitali- 
zation. Also Public Law 854-84 effective July 14, 1957, and Public Law 62, 
retroactively effective January 12, 1958; have influenced costs of hospital opera- 
tion. Although our number of employees have been reduced in number, salary 
cost continues to rise. Public Law 854-84 required the station to contribute 
6 percent of salary cost to civil service retirement fund. For fiscal year 1958 this 
amounted to $157,828, and for fiscal year 1959 it is estimated to cost $166,234, 
Public Law 85-462 increased certain salaries approximately 10 percent. For 
oy Ae amounted to $91,207. For fiscal year 1959 the cost.is estimated to 
9. What internal ms have you developed to engender cost consciousness 
at your station? funds are allocated to operating officials. They are required 
toe control the utilization of their money in terms of salaries, supplies, ap ser 
services, etc. They report to management periodically on the status of funds 
and keep charts to detect trends. Supervisors at all levels have been asked to 
think of their operational needs in terms of cost rather than quantity of materials 
and to develop this feeling in their employees. The programs of methods improve- 
ment, paperwork management, and suggestions are given the highest — 
priority to develop better, cheaper, and more efficient ways to engender cost 
consciousness. Comparative cost data is furnished to all operating officials to 
determine if our costs compare favorably with other stations having like programs. 
Also, the subject of cost consciousness is a matter discussed in meetings at all levels 
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to keep the subject foremost in the minds of all employees. This has engendered 
effective and optimum utilization of manpower and all resources. 

10. Laundry service: i 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


632, 489 10.4 
282, 937 8.2 


(b) What was the cost of laundry service during the last six months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry 
operations comparable with commercial laundries. NP hospitals will report 
only costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0469; per pound, $0.0645. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0605; per pound, $0.0810. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? The financing of our operations 
on the average daily patient load concept has had no bearing on the turnover of 
patients and no one has been admitted who did not require hospitalization. 
Actually, we exceeded our assigned average daily patient load in fiscal year 
1958 and we are exceeding it this fiseal year. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $9,198. ? 
(2) Visits to hospitals by patients on CBOC status: 428. 
(3) Cost per visit: $21.49. 


IX. Miscellaneous 


1, The Department of Medicine and Surgery was reorganized in 1953, 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Interim issues and 
manual changes. Cite examples. More authority has been given to managers 
in the field of personnel administration such as the selection and placement of 
employees, leave and hours of duty, approval authority for various actions, etc. 
Managers may also determine whether to require food service personnel to eat 
one meal a day whereas this was formerly a mandatory requirement. Many 
other actions may be taken at the local level in practically every phase of hospital 
administration at the discretion of the manager. Operation of the station’s 
fiscal plan is a good example where more authority has been decentralized. 
¥ (6) Has your hospital an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? It 
seemed that they were. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest was in good administration. 

(3) How was the internal audit valuable to your hospital? Pointed up 
need to establish better controls. 
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(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(ce) If a fair oo medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? A fair professional medical audit might reveal 
strong or weak points within our program, causing us to devote additional atten- 
tion to our weaknesses. Such an audit would possibly result in increased public 
appreciation of the quality of medical and surgical care given to veteran patients. 

his medical audit should be conducted by a joint team including representatives 
from central office. In view of the often repeated statements of the American 
Medical Association prejudicial to the VA it is not felt that such an audit com- 
— entirely of persons outside VA would be considered as a fair professional 
audit. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. During these visits ideas are exchanged, programs 
and personnel are evaluated, improvement actions are suggested, operations 
can compared with other installations, and other helpful benefits accrue. 

(2) Of as he value would you think these visits are to VACO? These 
visits render to VA central office, through their representatives, a composite 
picture of the overall functioning of individual services and divisions in all 
all of the field stations. It allows VA central office to evaluate both individual 
performance and station performance. 

(3) Would less frequent visits be more useful? The present schedule of 
visits from area office is not considered burdensome. o change in visit 
schedule is recommended. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. On the contrary, authority has been 
decentralized during the past few years. Decentralized authority is beneficial 
to the hospital’s operation. 

2. Is the management development program directed toward making good 
employees or good managers? It is devised to render assistance to all levels of 
administration in improving current performance and preparing personnel to 
assume greater responsibilities in the future. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
your 
1959....| Automatic sprinklers, building No. 1....-....------.----------------------------- $3, 052 


Not programed, or under consideration for fiscal year 1962: New connecting 
corridors, buildings 1 to 8, 6 to 8, and 7 to 8; modernize building No. 9; modernize 
building No. 6; alterations to connecting corridors, except buildings 2 to 3; 
air conditioning building No. 7; automatic sprinklers; underground steam line 
to staff quarters; renovation of outside utility systems; master keying system. 

Nore.—The above projects have not been programed for either fiscal year 
1960, 1961, or 1962. Howaver. we are hopeful that they can be scheduled over 
these 3 years. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Replacement of 2 small power lawnmowefrs...- ------.-------------------------------------- 
Repair of corridor flashings, build Nos. 3-4, 4-5, 5-6, amd 4-9__-_.___--_ ---------------- 
Replacement of ceilings in serving kitchens, building 
Replacement of 6-inch waterline from station grid to quarters area 
Exterior painting of buildings Nos. 1, 2, 3, 5, 6, 7, 14, 15, 16, 137, and meres corridors -- 

New tile floor for canteen kitchen, building N ORS 
Replacement of old tile floor in vegetable and ,a rooms, building No. 4..----.----------- 
Installation of new air compressor for eo dental clinic, building No. 2.--.-..-------.--- 
Installation of stainless steel cabinets for cnfeterial line, building No. 4......--..-.-..---.--- 
Replacement of dishwasher, main kitchen, building No. 4... 
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(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 

None. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


nae, fiscal year 1960: 
Repair of floor covering unit B, building No. 7....-..--.---.---.---.------...--------.. 
Painting exterior of staff and nurses quarters ae ; 
Interior painting of G.M. & S. and TB building No 
Repair of block-tin roofs over porches, building No. 17 ~~ 
Control changeover to elevators, building 


Grounds, fiscal year 1960: Grounds maintenance (seed and fertilizer)...........__......- 
Equipment, fiscal year 1960: 
Replacement of existing grounds tractor ‘and 
Replacement of existing vehicles (2 each)... -.-......-..-----------.-------------------- 
Buildings, fiscal year 1961: 


gpp bot 
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fiscal year 
Blacktopping existing gravel parking area, southwest of building No. 7........-...----- 
Equipment, year 1961: Rep ent of existing vehicles..................-...--...--- 


(6) Minor betterments costing less than $2,000, excludin er None. 
(ce) Replacement and new fixed equipment costing over "$1,000 


Description Amount 
Fiscal year 1 
Replacunent of existing deep well water pump, well No. 14........-_..-.----.-.-..-..- $7, 000 
Replacement of existing hot water storage heater, laundry building No. 16.........____- 2, 500 
Instalietion entrance doors for wheelchair patients, west elevation 
of existing freight elevator, dietetic building 000 
Fiscal year 1961: Replacement of existing incinerator, building No. 137_...__..-..._._- wires 10, 000 
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3. What, in your opinion, are the most pressing needs in your installation? 
Change in elevator controls, emergency exit lighting system, and general mainte- 
nance and repiar work. Also, two patient buildings are vacant which need 


—- if we are to expand our facilities, particularly for neuropsychiatric 
lents. 


NEW ORLEANS, LA. 


I. General 


Name of hospital: Veterans’ Administration Hospital, 
Street address: 1601 Perdido Street. 
City and State: New Orleans, La. 
Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 
Name, qualifications, and tenure of— 
j (a) anaes Thomas L. Harvey, M.D., 10 years’ VA service, assigned here 
une 15, 1958. 
(6) Assistant manager: W. J. McComb, 12 years’ VA service, assigned here 
April 20, 1958. 
(ec) Director, professional services: Lyman K. Richardson, M.D., 12 years’ 
VA service, acting director since July 19, 1958. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. &8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ca’ 492 39 38 16 
2. Operating 492 39 38 16 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 491 38 44 16 
10, Average daily patient load for 12 
months ending Dec. 31, 456 37 44 13 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
Percent of total patients re- 
maining (line 45 37 21 31 | 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
ercent total patien’ 
Jan. 10, 1957 40.2 15.3 
USE OF TRIAL VISIT ; 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during erm 113 75 138 172 
15. Number of patients on trial-visit status as of 31. 53 54 61 


on? 
ite- 
eed 
trie 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 687 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total. 4,143 4, 676 5, 078 
Death... 327 359 387 
All other_...--- 3, 679 4,174 4, 572 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Higher percentage 
of patients in older age groups; increasing number of deaths; greater demand for 

each year. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


IIL. Length of stay 


1. Length of stay: Average stay in dipchargns hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & 8. patients, 28 days. 

2. For G.M. & S, hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following oparetiona (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions): 


verage 
Cases length of 
tay 


Hemorrhoidectomy 
Subtotal gastrectomy for duodenal ulcer. -.................-.-..------.----.--- 
Prostatectomy: 
Retropubic 


oSBER 


3. (a). What system of control do you have to insure a minimum stay in hos- 
ital? Close check by director of professional services and chiefs of services 
ospital stay committee which reviews charts of various services to obtain current 

information on patients’ length of stay. 

(b) What improvements have you made since your last report to this com- 
mittee? Length of stay of G.M. & S. patients reduced from 32.7 days to 28 days. 

(c) Are there any indentifiable administrative practices or policies that may 
contribute to increasing length of stay? No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Patient overall age study shows 
a 5 percent increase in those over 55; those in older age groups will normally re- 
que care and treatment for more diseases and will respond more slowly to 

erapy. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Completion of 

d occupancy care program provides a method whereby length of stay is held 
to a minimum and, at the same time, provides full hospitalization, It is doubtful 
whether outpatient care would produce a different result. 

(6) What effect would such a program have on your cost of operation? The 
completion of bed occupancy care program has increased the overall hospital 
cost, but it permits the keeping of patients’ stay at a minimum and permits more 
patients to be hospitalized. 
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5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions. 
6. What is needed to improve turnover of patients? No suggestions. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


| Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA}| Not yet 

hospitals |hospitalized. 

164 0 164 3 161 
9 0 9 3 6 
13 0 13 0 13 
142 0 142 0 142 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 1 TB patient. 

3. What system do you use for scheduling admissions from the waiting list? 
As hospital census drops, veterans with the highest priorities are taken from the 
waiting list and authorized to report. 

4. In addition to the persons wy in reply to questions 1 and 2, above, 
how many additional persons were known to hw on January 12, 1959, who were 

tential admissions? 8 examination and observation cases, and 6 requesting 

nsfer from other VA hospitals; total of 14. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. Yes. Emergency cases 
and service-connected cases are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Approved, 2,788; rejected, 1,886. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees. 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (— 

from 1956 

Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time__..............-.---.- 20.0 21.3 +1.3. 
3. Physicians, residents and interns__........--...--..- 20.5 20.0 —.5 
4. Physicians, consultants and attendings._...........- 14.0 16.9 +2.0 
6. Nurses. 107.0 102. —5.0 
Therapists and technicians $2.4 31.4 -10 
10. Office of manager, personnel, and finance__..-......- 18.8 18.7 = 
11. Dietitians 6.0 
14. Engineering maintenance (excluding laundry) .------ 28.0 25.2 —2.8 
7, Special services 124.9 125.3 +4 


1In physical medicine, dentistry, laboratory, X-ray. 


f 


| & 


eco! | | 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 689 


19. Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
rogram: None. 

(b) Number of patients discharged during past 3 months who were given in- 

dustrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service -_.-....---- 56 60 60 
Average payment per consultant or attending !__-._._......._- $1, 975.71 $1, 797. 33 2 $922. 16 
Total amount paid to all consultants and attendings !_________ $111, 200 $107, 840 2 $55, 330 
Total for travel. 0 0 0 


1 Exclusive of travel. 
? 6 months of fiscal year 1959. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1, For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
In a tangible way the research program contributes to patient care in this hospital 
by making available a large number of diagnostic procedures of the most advanced 
type such as cardiac outputs, renal function tests, pulmonary diffusion studies 
and many others that require skills and equipment. which are only to be found 
in active research laboratories. The permanent staff and residents benefit by 
training in special and advanced fields such as medical use of radioisotope, cardio- 
pulmonary physiology and others. This enables the hospital to attract and 
retain physicians of high caliber. Finally, the spirit of inquiry engendered by a 
peer program contributes in an intangible yet important way to the hospital 
morale. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- With insurance ! 
Eligibility category patients | culosis 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(+) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA 


' Any form of prepayment insurance. 


Nore.—lf a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in c above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Obtain insurance assignment on veterans hospitalized for non- 
service-connected disabilities and submit statement for services rendered to 
appropriate insurance companies every 30 days or when veteran is discharged. 
Interim issue 10-424, dated May 3, 1957, discontinued the routine billing for 
each item of service furnished and limits the maximum to be collected to a sum 
equal to the hospital’s per diem cost times the number of days of inpatient care 
ae Estimated cost of administering program during calendar year, 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amouni 18, 123 6, 096 


sun Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? After examination by the ad- 
mitting physician, each patient is furnished with an estimated number of days of 
hospitalization and an estimated cost at private hospitals in this area. 

8. In your opinion are there abuses of non-service-connected care? We do not 
believe there are abuses of non-service-connected care except in rare instances. 


| 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient load_...-_....-- 447.0 457.0 458.0 455.0 460.0 
(6) Full-time equivalent staff__...-_---.-- 617.4 611.5 621.4 622.5 632.5 
(c) | a eee $3, 287,089 | $3,456,999 | $3, 526,951 | $3,834,211 | $4,032, 440 
OF 2, 672,162 | 2,780,318 | 2,808,013 | 3,073, 959 3, 279, 612 

(6) Patient travel...sis.--s202.5-..2--22.- 7, 876 8, 8, 762 7,621 10, 48 
Communications............-.-.------ 11, 713 12, 246 11, 396 12, 307 13, 048 
{ Utilities (gas, coal, water, etc.) -..-_--- 53, 996 , 821 59, 939 64, 663 65, 947 
174, 725 183, 835 182, 356 187, 728 192, 769 
i) Drugs and medicines---_..........-.-.- 103, 200 108, 422 120, 202 133, 548 133, 124 
Medical and dental supplies... ..-_-- 68, 000 73, 890 79, 77, 689 76, 833 

) Asset acquisitions including equip- 

24, 140 24, 829 57, 807 69, 819 13, 540 
@:; Mb 171, 277 207, 970 198, 880 206, 877 247, 086 
(m) Cost per discharged patient-_-_.-.....- 740 798 768 806 893 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation for the current 
fiscal year has not been sufficient to provide an acceptable standard of medical 
care mainly because no funds were provided for the purchase of equipment. 
Progress in medicine has been rapid and requires expensive new medical equipment 
in order to maintain a standard of medical care comparable to that offered by 
other hospitals. Furthermore, the primary fund allocation did not take into 
account the steadily increasing cost of medicines and medical supplies. It has 
been necessary to decrease the number of professional personnel working in the 
hospital in order to obtain enough money to pay for medical equipment, drugs 
and supplies. Obviously, the decrease in number of professional people lowers the 
standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Allotment of funds on 
the basis of average daily patient load does not affect the length of patients’ stay 
in this hospital. In this hospital, the length of stay is affected primarily by 
adequacy of the professional staff to promptly make a diagnosis and institute 
treatment. This means enough doctors and ancillary services such as laboratory, 
X-ray, consultants, ete. 

Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? There are ade- 


quate comparison standards for hospital costs for us to compare this hospital with 
other VA hospitals, but not with civil hospitals. The latter comparisons would 
not be entirely appropriate, but they might be helpful. It is suggested that once 
a year a summary of civil hospital costs could be sent to VA hospitals for their use. 
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5. (a) What is the mee raw food cost per served ration from July 1 through 
December 31, 1958? $1.10. 

(6) What is the cost per served ration for all other food service activities from. 
July 1 through December 31, 1958? $1.6866. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? TB and paraplegic patients are on a high-protein, high-vitamin, selective 
menu. Additional funds are permitted for the rations served to such patients. 
Exclusive of regular and selective menus, an average of 50 kinds of diets to 
five-twelfths of total patients served. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 17 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? In a metropolitan center of this kind the quarters provide flexibility and 
age in prompt recruiting which in turn help maintain a full and adequate 
staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $9,773,916. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The higher cost of living has increased 
the costs of the hospital. This is particularly true in raw food costs, salaries, 
and drugs. More intensive therapy with more and better drugs, new and helpful 
laboratory tests and new and more modern equipment help to give better care, 
nt to reduce hospital stay. These things cost more money but are well worth 
the cost. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Control points have been set up over the hospital. The con- 
troller of these points, usually a division or service chief, is held responsible for 
the utilization of the funds allotted. Explanation is required from him of excessive 
balances and likewise complete justification is required as to why funds are not 
sufficient. Meetings are held once a quarter with the controllers where a com- 
plete picture of financial situation is given. A budget and finance committee 
consisting of manager, assistant manager, director of professional services, supply 
officer, engineering officer, personnel officer, and fiscal officer has been set up to 
contr ol the expenditure of funds. They first determine the routine operational 
needs of the control points and approve the purchase of equipment, projects, etc... 
with funds remaining on a priority need in relation to the overall hospital operation. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


696 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation om 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.035; per pound, $0.048. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.153; per pound, $0.207. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient load 
concept of financing hospital operations has no effect on turnover of patients in 
this hospital. We have always had a very long waiting list. Admission, diag- 
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nosis, treatment and convalescense of patients are as rapid as the adequacy of 
the professional staff will permit. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be-explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans ac- 
tually needing hospitalization? None in this hospital. The CBOC program is 
utilized now and there is still a long waiting list. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $38,717. 
(2) Visits to hospitals by patients on CBOC status: 5,286. 
(3) Cost per visit: $7.33. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. By what methods? Cite examples. 
During the past 2 or 3 years there has been little change of consequence in decen- 
tralization. Flexibility in fund utilization aids materially in operations. There 
has been adequate flexibility in funds made available. e have no constructive 
suggestions on increasing or decreasing decentralization at present. 

b) Has your hospital had an internal audit of its administrative operations? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A professional medical audit is constantly in 
process at this hospital since it is a dean’s committee teaching hospital. This 
continuing audit is provided by the dean’s committee, the consultants and even 
by the residents themselves. Such an audit made by an outside team would 
serve little purpose and probably accomplish nothing. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. We wish they would come more often. 

(2) Of what value would you think these visits are to VACO? Useful in 
communication of needs, ideas and conditions, may help to establish trends 
which influence policies. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. These have been 
helpful usually but not always. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Flame failure safety controls on boilers. -..-........-...---.----------------.------ $14, 946 
building 6 (garage section) to animal 116, 000 
1961 | Convert 4 nger elevators to automatic controls_.................--.-.-.---.-- 100, 000 
Consolidation of regional office and hospital outpatient clinics. Estimates not of 
record at hospital.......... 


Not programed, or under consideration for fiscal year 1962: Rebrick incinerator 
and install flame failure control on same, $4,500. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. None. 
(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None. 

(b) Minor betterments costing less than $2,000, excluding equipment: None. 

(c) Replacement and new fixed equipment costing over $1,000: None. 

3. What, in your opinion, are the most pressing needs in your installaton? 
Construction of additional beds would nee satisfy the longstanding demand for 
treatment in this area. There is consistently a long waiting list and trends among 
the veteran population indicate growing demand for treatment. A full-time 
orthopedist for our staff has been needed for many months. So far, a suitable, 
available candidate has not been found. Funds for purchase of new and replace- 
ment equipment are needed. 


SHREVEPORT, LA. 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 510 East Stoner Avenue. 

City and State: Shreveport, La. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, yes. 

Name, qualifications, and tenure of — 

(a) Manager: William K. Hinds, fellow, ACHA; 8% years, manager; 4 years, 
assistant manager. 

(6) Assistant manager: Fred Zappolo, assistant manager, 34 years; prior 
Federal service, 21 years. 

(c) Director, professional services: Manuel Slavin, M.D.; director of profes- 
sional services ph years; prior VA, 20 years. 


II, Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


2. Operating 449 71 9546 
Beds not in use (unavailable): 

6. Staff not recruitable: Beds re- 

7 of bed not required for our ; 

rent opera: plan regardless 

staff 
9. Patients remaining 446 69 23 16 


| | ds y 
ending Des. 31, 408. 63 21 9 O16 
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II. Bed capacity and patient load—Continued 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless 7” 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8, 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


244 27 3 10 

(6) Percent of total patients re- 
maining (line 9) 55 39 13 63 

13. Patients in hospital on Jan. 10, 1957, 

who were 55 years of age or older: 

(0) Percent of total patients re- 
maining Jan. 10, 1957........- 54 4 

USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit Curing ve" 0 0 0 0 
15. Number of patients on trial-visit status as o' Dee. 3i- 0 0 0 0 


16, (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years‘ 


Type of discharge 1956 1957 1958 
scenes 3, 608 3, 850 3, 772 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: No trends indicated. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


ITI, Length of stay 


1, Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & §. hospitals: Average stay for G.M. & S. patients, 23 days. 

(6) TB service: Average stay for TB patients, 150 days. 
__*. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
vation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
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patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer... 1 32 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A hospital stay committee composed of the director of professional services, 
the assistant chiefs of medicine and surgery, and the registrar meet periodically 
to review and discuss the matter. The subject of length of stay is discussed with 
the entire medical staff at regular medical staff meetings to insure continual im- 
provement. The chiefs of services review each file of discharged patients to deter- 
mine their completeness and also if there has been a delay in the patient’s dis- 
charge which can be corrected immediately. 

(b) What improvements have you made since your last report to this com- 
mittee? Staff continues to take an active interest in the length of stay consistent 
with good medical practice. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) Nonidentifiable. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Nonidentifiable at this time. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Would probably 
decrease length of stay in a limited number of patients. 

(b) What effect would such a program have on your cost of operation? Costs 
might be increased since outpatient staffing and travel funds would be involved; 
also most of medications. 

5. What would you suggest to further reduce hospital stay without impairing 
are? None to offer. 

6. What is needed to improve turnover of patients? No recommendations. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 
hospitals {hospitalized 
Total applicants 47 0 47 0 47 


2. ae many patients are scheduled for admission subsequent to January 12, 
1959 

3. What system do you use for scheduling admissions from the waiting list? 
Applications are placed on the waiting list as soon as eligibility is established—in 
date order of receipt of the application. Eligible applicants are scheduled to 
report in accordance with the date of receipt of applications, i.e., the oldest 
application on the waiting list is scheduled first, as beds become available, except 
emergencies are admitted under emergency procedures. 


com- 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 697 


4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. P 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. Yes; patients are admitted 
without placement on waiting list. These are (1) eligible applicants requiring 
hospital care for a service or adjunct disability, (2) non-service-connected cases 
requiring hospital care when the condition is emergent, and (3) applicants who 
require treatment on wards or services such as surgical and orthopedic and we 
have vacant beds and no waiting list and eligibility has been established. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,308; approved, 2,267; rejected, 1,041. 


V. Hospital staff 


Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1. 491.7 522.0 +30. 3 
2. Physicians, full- and part-time. 19.0 18.0 

3. Physicians, residents and interms.................... 0 0 0 
4. Physicians, consultants and attendings..._..._..._.. 6.7 10.8 +4.1 
6. 78.0 76.0 —2.0 
8. Therapists and technicians !_....._...........--.---- 19.8 20.0 +.2 
10. Office of manager, personnel, and finance............ 17.5 17.0 —.5 
11. Dietitians 4.0 5.0 +1.0 
12. Other food-service employees 60.0 64.0 +4.0 
14, Engineering maintenance (excluding laundry) ....._- 27.0 28.4 +1.4 
15. Engineering operations (excluding laundry) - -_-__--- 14.0 15.0 +1.0 
17. Special services .... 6.0 7.0 +1.0 
102.7 108. 1 +5.4 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
. (6) What is the value of this program to the member and to the hospital? 

one. 

20. What was number of guards on duty December 31, 1958? _ 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 
_ (6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... ......_. 27 23 18 
Average payment per consultant or attending !___._.._...._.- 1, 746 2, 273 3, 010 
Total amount to all consultants and attendings !________- 47, 150 52, 281 54, 177 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? None. 


33427 O—59——_46 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
seonngeh and education programs contribute to patient care in your hospital? 

one. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, para alee 
or hospital administrative trainees? earch and education activities are insep- 
arable from the medical profession. Though this hospital does not have a for- 
mally approved research program, several staff members are interested and doing 
limited work on pertinent projects. Educational activities are conducted con- 
tinuously and regularly. It is generally accepted that medical knowledge affect- 
ing the care of patients would suffer without these activities. 

3. Amount of funds available in fiscal year 1958: 


For education 


2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools - O1..2..2.c.00 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 73 2 2 55 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
64 2 2 55 
(1) Patient has compensable serv- 
In of VA pension... 18 1 15 
(3) In hospital more than 30 days. 25 19 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the . 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. ” 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Applicants who are admitted and indicate on the application, VA 
form 10-P-10, that they may be entitled to hospital care by reason of member- 
ship in a union, group hospital plan insurance policy, or by reason of a cause of 
action against a third party, are requested to give power of attorney to the 
Veterans’ Administration to collect for all or any portion of the cost which ma, 
be payable on the policy. The only change in policies since January 1957 


Research and training 
(program 8300) 
| 
| 
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that we enlist the services of the chief attorney in handling workmen’s compen- 
sation cases as required by current directives. The estimated cost of the collec- 
tion program at this hospital during the calendar year 1958 is $1,408.23. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar | Calendar 
year 1957 | year 1958 


$35,079 | $30, 084 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? One. 

7. What counseling is given veterans as to estimated costs in non-VA hospitals 
of G.M. & S. care required before oath is signed? Our admitting physician 
estimates the number of days of hospitalization which will be required in each 
case. Cost per day of hospital care in private hospitals in this area is $25 for 

eneral medical cases, $50 for minor surgical and $65 for major surgical cases. 
his per diem rate is multiplied by the estimated number of days hospitalization 
will be required and the applicant is advised of the total estimated cost and 
questioned as to his ability to defray the cost of hospital care. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean. .....--..-.- 31 69 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load__.........- 252 327 379 406 405 
(6) Full-time equivalent staff... ........-- 395 471 497 499 518 
$1, 968, 989 | $2,379,001 | $2, 595,908 | $2,906,397 | $3,099, 653 
(@) Salaries of staff 2.__.........-.......-- 1, 633, 381 | 1,887,114 | 2,100,156 | 2,344,707 | 2, 576, 228 
26, 657 28, 616 27,321 26, 767 27, 760 
(f) Communications. 13, 518 10, 355 7, 028 13, 282 13, 572 
() Utilities (gas, coal, water, etc.).....__- 34, 861 44, 755 48, 537 53, 60, 141 
110, 366 141, 735 147, 544 166, 114 166, 800 
i) Drugs and medicines. _._.-.-.-.--..-- 45, 302 51 55, 919 59, 60, 917 
Medical and dental supplies. __..._.-- 54, 406 62, 253 69, 740 66, 749 67, 967 
) Asset acquisitions including equip- 
1, 997 25, 149 40, 763 24, 000 
48, 501 127, 359 98, 900 106, 754 102, 268 
(m) Cost per discharged patient.......__-- 520 603 673 752 802 


; Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Primary fund has not been sufficient to 
eare for rising cost due to inflationary trend and ancillary requirements. 

Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Has no bearing on the 
patient’s length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
quate standards with other VA hospitals. e do not feel that we could be 
compared with civil hospital costs. e feel that funds are required for equip- 
ment replacement. This has been discussed with responsible officials. 

5. (a) What is the everag raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.091. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.817. 

(ce) if all your patients are not on the same ration, what differences are there? 
Why? All patients are not on the same ration. The basic ration allowance 
provides a nutritionally adequate ration for all patients. Adjustments are made 
in these basic allowances for specific groups of patients to supply the nutrients 
necessary to maintain good nutrition during the acute phase of an illness, and the 
extra requirements for the convalescent and rehabilitation phase of medical care. 

6. (a) As of December 31, 1958, give the number of vacant quarters per per- 
sonnel: 4 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Unessential. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Not in need of additional quarters. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $13 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Inflation. 

9. What internal te ar have you developed to engender cost consciousness 
at your station? ecentralization of budget control and responsibility, and 
bimonthly conferences with responsible services. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Totai Number 
number patient 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and epee 8 maintenance, utilities, supplies, etc., as well as perso 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) ‘ 

Laundry costs computed on basis of all costs we cee to Federal laundries, 
excluding memorandum accounts: Per piece, $0.043; per pound, $0.057. _ 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.044; per pound, $0.059. : 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaiuate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information t0 
your experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Laundry service is not furnished by commercial contract. 

(d) If your station has changed from VA laundry to contract laundry service, 


* has such conversion resulted in any significant change in linen inventory; Yes 
ha 


If “ Yes,’”’ explain. Has not been changed from VA laundry to contract 
service. 
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11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating, beds required to meet the needs of veterans 
actually needing hcspitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,850.76. 
(2) Visits to hospitals by patients on CBOC status: 341. 
(3) Cost per visit: $8.36. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? o. By what methods? No apparent 
change. 

(b) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae cf procedures were 
followed? Paramount interest was in good practical administration. 

(3) How was the internal audit valuable to your hospital? Acted as a 
check of reassurance that good administration was in practice. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? We believe this is taken care of by the Joint 
Committee on Accreditation of Hospitals. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Any good manager knows how well his organization is functioning. 
Visits of personnel from area offices provide opportunities to confirm or 
— up deficiencies and act as liaison between the field station and central 
office. , 

{?) i what value would you think these visits are to VACO? Very 
valuable. 

(3) Would less frequent visits be more useful? Frequency seems to be 
well adjusted. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing exampies. Have such always been 
beneficial to the hospital’s operation? No noticeable change. 

2. Is the management development program directed toward making good 
employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 

year 

Deep therapy unit, building No. ...---. 20, 500 
Air conditioning, 9th and 10th floors, building No. 1_..-.-..-.-.--------------.--- 80, 000 
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Not programed, or under consideration for fiscal year 1962: 


Description Amount 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 
Repointing and calking brickwork, $30,000. 

) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral; 
one. 


TOGUS, MAINE 
I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: Togus, Maine. 

Type of services: Type of hospital, NP; G.M. & S., yes; domicile, no; formal 
out alent clinic, yes. 

ame, qualifications, and tenure of — 

(a) Manager: Malcolm L. Stoddard, experience, background and education, 
tenure, 36 years. 

(b) ‘Assistant manager: Percy E. Graves, experience, background and educa- 
tion, tenure, since June 1955. 

(c) Director, professional services: Israel Zeltzerman, M.D., experience, 
professional and administrative background, tenure, since May 25, 1952. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ca 869 0 
Beds = in use (unavailable): 
6. Staff oe recruitable: Beds 
7. Type of bed not required for cur. 
rent ope regardless 
9. Patients 760 1 511 27 
10. Average daily patient load for 12 
months end: Dec. 31, 1958_..__._-- . 730 1 534 36 200 |..---------- 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12 om, 
who were 55 years of age or ol 
(6) Percent of total patients 
remaining (line 9). 46.9 59.2 53.8 |_..-------- 
13. Patients in hospital on Jan. 10, om. 
(6) of total 
remaining Jan. 10, 1957... 46.6 28.1 54.9 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year... 72 112 148 213 
15. Number of patients on trial-visit status as of Dec. 31. 96 118 95 117 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 334 2, 580 2, 665 
2, 086 2, 323 2, 367 


(b) If there are trends in any of the components ae describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plani No TB section at this hospital. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 19591 


Length of time since admission Number of | Percent of 
4 patients patients 


_ 2. For G.M. & 8S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 
btotal gastrectomy for duodenal ulcer. ll 35.2 
my: 

0 
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Roster of operations 
APPENDECTOMY 
Number of 
Diagnosis Date of birth | inpatient 
days 
June 24, 1925 6 
HERNIORRHAPHY 
Hernia, indirect, June 12, 1919 12 
June 25, 1922 10 
cn May 19,1919 8 
May 24, 1921 9 
Recurrent indirect, left inguinal hernia. --_-._..............-.--...2..-2--.2. July 19, 1926 ll 
Bilateral indirect inguinal June 10, 1925 8 
Hernia, indirect, inguinal, recurrent after operation... -_.-.................- Apr. 2, 1886 7 
Epigastric hernia Ma 24, 1918 16 
2. Combined indirect and direct inguinal hernia, y 
Hernia, direct, inguinal, right, after June 11, 1920 M4 
Hernia, inguinal, right_. Jan. 3,1 9 
Right direct inguinal hernia, recurrent....._- Mar. 21, 1912 10 
Right indirect inguinal Dec. 16, 1893 7 
July 20, 1930 20 
Right inguinal Jan. 28, 1894 2 
Complete, direct inguinal hervia, on groin 3, 1918 7 
Incomplete direct inguinal hernia, left 
Tadirect .--| Oct. 11, 1895 9 
Direct he compound, right, and direct inguinal hernia, left_.__| Oct 9 
Incisional hernia, right upper quadrant, symptomatic, small__.........._.__- Sept. 24, 1915 1 
Mar. 19, 1932 14 
Mar, 22, 1899 ll 
Jan. 7, 1879 15 
HEMORRHOIDECTOMY 
Internal hemorrhoids... 8 
ternal and external hemorrhoids_ 7 
12 
9 
10 
External hemorrhoids........................---.-- 6 
Combined hemorrhoids, symptomatic. 
Combined hemorrhoids, symptomatic, 
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Roster of operations—Continued 


CHOLECYSTECTOMY 
Number of 
Diagnosis Date of birth | inpatient 
days 
Acute cholecystitis and cholelithiasis-.._--...........-----------...--------. Apr. 13, 1906 18 
ew----| Aug. 4, 1918 50 
SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER 

Duodenal ulcer with pyloric obstruction. ---.-.-......----.--..-...-.------- Aug. 28, 1896 31 
Duodenal ulcer, acute and chronic with pyloric obstruction and massive 

Duodenal ulcer, acute and chronic with deformity of duodenum-.---_---_-__- Aug. 9, 1924 28 
Duodenal ulcer, acute and chronic, severe_...............---.--.----.------- Apr. 17, 1998 34 
Duodenal ulcer with recurrent hemorrhage--..--........-..-----..-.-------- Oct. 31, 1916 41 
Massive upper gastrointestinal hemorrhage, secondary to bleeding duo- 

PROSTATECTOMY 

Completely obstructive prostatic hypertrophy, benign... July 9, 1890 62 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Length-of-stay committee meets twice a year. In addition to length- 
of-stay committee, other physicians attend meetings. Each service chief con- 
tinually reviews patients on wards. Intraservice meetings are held regularly. 
L (b) What improvements have you made since your last report to this committee? 

one. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If se, describe.) Patients are kept in 
the hospital until arrangements meeting family desires are agreed upon. Families 
frequently are uncooperative. Patients are kept in accordance with central 
office policy for discharge. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may 
of importance in the future. (If so, describe.) We are receiving more of the 
ewronieally ill older patients; also older patients with more serious illnesses and 
neoplasma. 

2 Ga) ‘What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? This would 
decrease length of stay, particularly as applied to non-service-connected cases. 

(b) What effect would such a program have on your cost of operation? Hospital 
costs would lessen, but outpatient costs would go up. ; > 

5. What would you suggest to further reduce hospital stay without impairing 
care? More staff with the money to hire them. Also, posthospital followup 
facillties for non-service-connected cases. 

6. What is needed to improve turnover of patients? Same as No. 5. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals [hospitalized 

1. Total applicants.....-.-....-...-----..- 68 0 68 3 65 

See 4 0 4 3 1 
64 0 64 0 64 


2. fiom many patients are scheduled for admission subsequent to January 12, 
1959? 27. 

3. What system do you use for scheduling admissions from the waiting list? 
VA Circular 18, September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 9. 

5. Are patients admitted without placement on the waiting list? If the answer 
is ““Yes,”’ please describe the circumstances. Unscheduled walk in patients may 
be admitted if examination indicates real need, subject to availability of beds, 
expense of repeat travel, etc. Emergencies take precedence over non-service- 
connected waiting list for less urgent need. Service-connected waiting list 
rarely exists. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,159; approved, 1,496; rejected, 663. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (— 

from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1, 705. 8 717.8 +12.0 
2. Physicians, full- and part-time.-.--................-- 28.8 31.5 +2.7 
4. Physicians, consultants and attendings_...._.______- 11 P -.3 
3.0 4.0 +1.0 
8. Therapists and techniciams !____............._-..--- 29.0 28.0 —10 
10, Office of manager, personnel, and finance....._._.._- 33.1 19.5 —13.6 
12. Other food-service 89.0 88.0 
14. Engineering maintenance (excluding laundry) 70.9 70.5 

15. Engineering operations (excluding laundry) --__.___. 17.0 17.0 0 


1 In physical medicine, dentistry, laboratory, X-ray. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 7()7 


19. (a) Number of member employees as of January 12, 1959: No program at 
this station. 

20. What was number of guards on. duty December 31, 1958? 8. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 66 discharged, of which 62 were given industrial therapy. 

(c) Average days of hospitalization of patients reported in (b): 629. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None; all patients admitted 
on 24-hour basis. 


24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service. ..........-. 17 18 18 
Average payment per consultant or attending !_._____________ 840 704 365 
Total amount paid to all consultants and attendings !____.__-- 14, 275 12, 675 13, 130 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 

Assistant director, professional services, G.M. & 8....-.....-- 1 
Assistant director, professional services, P. & N_....-.-------- 1 
Chief, P.M. & B. 1 
1 
Recreation leader, music. _- 1 
Director, volunteer activities 1 
Radiology: Combination 1 
Pulmonary function testing technician_____-___.._._..-_-.-..-- 1 
Clerk-typist for EKG section... 1 
Secretary for officer of director, professional services...__-____- 1 


VI. Research and education 


1. For hospitals with approved research and education activities: How do 
the research and education programs contribute to patient care in your hospital? 
Hospital has an approved research program. This definitely aids in stimulation 
of doctors with resultant new ideas, which are applied to patient care. This pro- 
gram also aids in keeping physicians stimulated, in retaining well-trained physi- 
ion and in recruiting personnel. All of these factors contribute to better pa- 

ent care. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or hospital 
administrative trainees? The same factors apply as in No. 1 above. Our 
onl ance educational activity is in internal medicine for students, with 

ts College Medical School. 
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3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
(2) Gifts and donations deposited in general post Nome |. <<... 
(3) Grants from other sources administered through affiliated medical schools_. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- With insurance ! 
Eligibility category patients | culosis a wie 
ou 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(ec) For treatment of a non-service-con- 
(1) Patient has com ble serv- 
(2) In receipt of VA pension. 8 
(3) In hospital more than 30 days. 


! Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for’an alleged industrial 
or job-connected injury: 2. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial or 
injury at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
we 1958.) Prior to admission to patient, assignment of insurance is obtained. 

mployer or insurer is notified of admission, and bills are submitted monthly. 
No changes in this collection program have been made since January 1957. Cost 
of collection program to the hospital in calendar year 1958 was $1,069. 

Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar year 
1958 


1957 
Je ad $32, 162 $30, 181 


m. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the ay of the hospital were 
referred to central office as suspected of being able to of 
hospitalization during calendar year 1958? one. 


efray their own cost 
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7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans are counseled as to 
the approximate cost of treatment in a community hospital. 

8. ih your opinion are there abuses‘of non-service-connected care? No. All 
veterans are admitted according to priority in the manner outlined in central 
office directives. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load............ 768 769 790.0 785. 0 766.0 
(6) Full-time equivalent staff. 682 701 704. 5 713.6 716. 4 
$3, 653, 778 $3, 795, 839 | $4,128,087 | $4, 484, 511 $4, 587, 476 
2, 852, 967 2,968,788 | 3,072,122 | 3,487, 561 3, 555, 411 
24, 227 19, 649 17, , 451 17, 625 
(f) Communications.....................- 6, 536 10, 800 12, 764 13, 3, 860 
) Utilities (gas, coal, water, etc.) ........ 85, 237 120, 330 132, 069 128, 418 131, 893 
a an 255, 125 248, 649 268, 636 261, 558 259, 035 
(i) Drugs and medicines.................. 102, 099 90, 108 94, 453 106, 723 96, 093 
) Medical and dental supplies_....-._..- 43, 228 54, 159 71, 067 71, 785 68, 542 

(k) Asset acquisitions including equip- 
ch 38, 778 64, 852 145, 991 57, 619 30, 279 
245, 581 218, 504 1 414, 738 
(m) Cost per discharged patient. _--_______ 667 1, 105 1, 604 1, 888 2,073 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Primary fund allocation provides minimal 
acceptable standards of medical care. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Allotment of 
funds does not affect our patients length of stay. Length of stay is based on 
condition of patients. Requests for hospitalization have always exceeded, 
annually, average daily patient load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? A recent sum- 
mary of staffing and costs submitted by the chief medical director gives some 
indication of comparisons, although these are not entirely appropriate, inasmuch 
as each hospital varies in characteristics of patients, geographic distribution and 
staffing. Since no two hospitals are exactly alike comparisohs can only be approxi- 
mate. These factors have been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.986. 

(5) What is the cost per served ration for all other feod service activities from 
July 1, 1958, through December 31, 1958? $1.306. © ‘ 
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(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are served the same basic rations. Adjustments are made to 
these basic allowances to maintain good nutrition during acute phase of illness, 
Therefore, patients on modified diets receive a percentage increase in allowances 
above the basic rations. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 10 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? In obtaining nursing and professional staff, providing quarters is a 
definite aid to recruitment, as adequate homes and apartments are scarce in this 
locality. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? It is believed that present quarters are sufficient to properly support 
this center. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $20 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Increased cost of food, drugs, and materials, 
Need for additional maintenance due to inadequate provision of funds in prior 
years to carry out more extensive maintenance and repairs. Deterioration of 
equipment and buildings due to age necessitating additional temporary measures 
to keep them in service pending replacement, renovation, or other action. 

9. What internal programs have you developed to engender cost consciousness 
at your station? The activity head of the function for which funds are required 
furnishes estimates, expends and otherwise controls all funds except salaries. 
Salary moneys are controlled by the manager who allocates the required employ- 
ment levels to activity heads. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
ee excluding memorandum accounts: Per piece, $0.024; per pound, 

11. What import does the average-daily-patient-load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? The average-daily-patient-load 
concept does not influence turnover of patients. Patients who do not actually 
require hospitalization are not admitted, inasmuch as demands on our services are 
sufficient to meet our average’ daily patientload. 

12. How many operating beds could be closed if we were not forced by the 
average-daily-patient-load concept of financing just to maintain an average daily 
patient toad so funds would not be withdrawn? None. Although seasonal 
demands fluctuate on an annual basis, we need all of our operating beds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? As noted in paragraph 12 above, all 
of our Ce beds are necessary to provide for requests for hoa 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $15,235. 
(2) Visits to hospitals by. patients on CBOC status: 1,484. 
(3) Cost per visit: $10.27. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was giveri more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. During 
the past few years we in the field have been often advised that outstanding prog- 
ress has been made in the decentralization of authority to those in charge fi field 
operations. This also implies that complete responsibility of the field operator 
is involved. With the continuance of administrative directives from central 
office plus recommendations made by visiting officials, the operator in the field 
is advised as to what programs he shall maintain, their degree of quality and 
effectiveness. Far too often the financing of the programs is somewhat in discord 
with conservative estimated costs. Thus the field official is faced with the situa- 
tion of doing as he is directed and within the moneys made available to him. It 
is problematical as to whether or not the phrase “decentralization of authority’’ 
can be literally interpreted to have the meaning as implied. Until program 

lanning and policy coordinate with finances available, there will still exist in the 
field understandable confusion and difficulties. The area of planning as affects 
replacements, maintenance, and repairs of existing stations has not been in accord 
with good administrative principles. The arrearage in this area is so obvious 
that it hardly needs further comment. Long delays and rising costs further com- 
plicate the situation. Personnel recruitment in the professional field will continue 
to be difficult until such time as the Veterans’ Administration is able to meet 
competition from various and sundry National, State, and private establish- 
ments. In the nonprofessional field, wage administration inequalities have already 
been detrimental to our very necessary field operations. 
‘ (b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The audit team made very practical suggestions and recommenda- 
tions which were put into effect insofar as possibie. Stress was not on how 
well central office minutiae of procedures were followed, but on sound admin- 
istrative practices in the way of reduction in costs, better utilization of pro- 
fessional personnel and increased service to beneficiaries. 

(3) How was the internal audit valuable to your hospital? It gave us an 
opportunity to examine our operations more objectively. It is always helpful 
to have the opinions and views of those who do not work as closely to a 
situation as we do. A review of this type helps us to know whether our 
controls, efficiency of procedures, and effectiveness of practices are adequate. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
perenne changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 

result? Should it come from outside, non-Government sources of VACO? Or be 

conducted by a joint team? More objective survey of medical activities, efficien- 
po and proficiencies might result. We feel this should be conducted by a joint 

m. 

(d) The Area Medical Director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits provide a survey of our activities and give us a chance 
to discuss problems. 

(2) Of what value would you think these visits are to VACO? VACO is 

. in turn made aware of local problems and situations. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Many of the new directives do not state 
in detail how a procedure will be followed. This is left to the discretion of the 
manager. This is more satisfactory as oftentimes local situations make it difficult 
to administer directives if they demand too definite a pattern of procedure. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Project and description Amount 
year (estimated) 
1959_...| 18-5059. Cafeteria line, building 204 and additions to hospital, building 200... ___-_- 1 $246, 800 

18-5055. Installation detention screens, bids to be opened March 1959 40, 000 
1960__..| 18-5069. New cafeteria line, building 200_--.........-.....-..-.-- 100, 000 
1961____| 18-5067. Additional elevator, P. & N. hospital building 207__--_- 35, 000 

18-5073. Installation cubicles, G.M. & 8S. hospital, building 200 25, 000 

18-5076. Addition to laundry. sendin’ 150, 000 

Dust-collection system, carpenter shop, building 202 7, 500 

1-414. Addition to garage, building 211, and new evils storage building, post- 75, 000 

poned from fiscal year 1960. 
1 Contract awarded. 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
(estimated) 

Collective controls for elevators, building 200. 80, 000 
Remodei and install new equipment in pharmacy, building 200 -............-------....--- 35, 000 
Alteration and improved electrical service, buildings 205 and 206. _................---- 16, 000 
Modernize lighting, buildings 200, 206, and 207. - 15, 000 
Install motorized heat-control valves, buildings 200, 203, 205 5, 206, 207, ‘and 209... 23, 000 
Install IBM electronic controls for remote operation of selected utilities... 30, 000 
Acoustical treatment, corridors and wards, buildings 200, 206, and 15, 000 
Relocate steam, vacuum, and drip return lines between buildings 203 and 200... --........- 30, 000 
Modernization G.M. & 8. I 9, 500, 000 
Modernization P. & N. hospital, buildings 204, 206, 207, and 221 !............--.--..-------- 5, 570, 000 


1 If this program is undertaken, it would include many of the items shown above as separate estimates. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Boiler plant, maintenance and repairs... $36, 411 
Refrigeration plant, maintenance and repairs....................----.---------------------- 5, 200 
Distribution systems, maintenance and re db 3, 300 
Personnel quarters, maintenance and repairs.................--------.-.-------.----------- 5, 892 
Replacement laboratory and clinical equipment.--............-..-.------------------------ 12, 870 


| 


| i 


| 835885 
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(b) In addition, list those items deferred due to lack of funds which in your 


- opinion will result in further deterioration of property because of such deferral.! 


Description Amount 
Calibration of boiler plant instruments and gauges-.............--.---.-----------.-----.-.. $400 
Clean and fireproof all kitchen exhaust hoods and fans__............---.-------------.---.- 536 
Replacement, water cooling system, building 207. 2,110 
Replace catwalks inside sludge bed, building 225-----.-.......-.-------.-------------------- 500 
Replace tank gratings with galvanized material on primary and secondary tanks, sweage- 

Raise sunken manholes to ground and road levels-----.....-.-.--..------------------------ 1,100 
Replace waterline to sewage pumphouse, building 226---.........------------.-----.---2--- 1, 000 
Install fire-alarm box at sewage plant, building 222...............-....----------------..-.. 500 
300 
Replace 15-kilovolt-ampere emergency generator at boiler plant with 75 or 100-kilovolt- 

Increase electrical service, light and power, secondary circuits for increased capacity and 

necessary safety factor G.M. & S., building 200..................-.--..-...-...----...-..- 24, 400 
Install elevator door window, P. & N., building 207._...........-.-------------------2- ee 150 
750 
Lint collection system for dry tumblers > 

1, 
1, 
15, 


Fiberglas canopy installation over ambulance entrance, building 200_- 
Fiberglas canopies for gym windows to deflect sun, building 232---...- 
Carport for 15 vehicles, nurses home, building 209. ...................---- 
Raise foundations of 2 quonset huts, and install concrete floors in 7 huts_- 
Replace deteriorated overhead doors on 26 vehicle and storage buildings_. 
Building to house boiler plant emergency generator. __.........-..------- 
Install vinyl asbestos floor tile connecting corridors. 
Install 4-inch = insulation in connecting corridors -_............---...-.-- 


Metal-insulated bottled gas storage building (acetylene, oxygen) .-.......-....----- as 
— stickon-type insulation to interior foundation walls of building 232 to prevent conden- 
on 


drainage, dredge, blast, and w 
17 to bridge on Gardiner Rd____. 
Replace laboratory and clinical equipment... 
Modernization of obsolete nonhousekeeping quarters - 
place obsolete furniture, nonhousekeeping quarters 
Remedel part of nurses home, building 209, to accom 
Replace obsolete housekeeping furniture Se 
Progressive installation, combination aluminum storm windows (replace wood) 
te housekeeping quarters._............. 
Replacement obsolete power tools at cemetery 
Replace waterline to west cemetery. 
Immediate expansion of east cemetery to accommodate burials until central office develops 


overall construction program for extended expansion _ _......-..-..----------------------- 


SP 


& 


Fess ge 


Ff 


' XI, “Maintenance” par. 1(b) has been interpreted to refer to fiscal year 1959 items. 
83427 O—59——_47 


i) 
itional hand washing facilities for hospital buildings 200, 206, and 207...............-.-- 
Change gravity ventilation systems to electric power blower units, builciags 200, 206, and 
Install blower-type heating system in connecting corridors 
Install electric service for X-ray, P. & N. buildings 206 and 207_............-....-----.-.-.- 
Install toilet facilities for dietetic personnel, building 209_.................--.---.----------- 
Replace deteriorated wooden insect screens with 2-panel aluminum sliding screens, 600 units__ 
Progressive installation, plastic wainscoting in hospital buildings. : 
Progressive installation, plastic wall covering in hospital buildings. ......................_. 
“ 
Metal insulated oil and paint storage bu 
Replace inside roof drains, buildings 201 and 
Install stainless steel protective angle irons to plastered corners in all hospital buildings to 
Construct patients’ sun deck on roof, G.M. & 8. hospital, building 200..............-..-.-- 
Replace motorized grounds equipment. 
Fire prevention (brush cutting) each year_._.............------.---.----------------------- 
Safety fence around sewage-disposal 
Replace wooden bridge on main road by ice pond with Armco metal bridge __...__________ 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


{NoTe.—Items shown under this heading do not duplicate af of those in 1(6) but are additional. 
a & continuation of maintenance at a progressively higher level, both preventive and replacement 
ype 


Description Amount 


$6, 600 $5, 000 


= 

© 


1,000 


= 


Replace skimming chains, gears, sprockets, shafts, sewage plant .______-__|..______|__..---.. 
Progressive modernization bathrooms in 3 housekeeping quarters.........|....... 
Refractory work and replacement dampers No. 4 boiler, building 201....| |... 
Pp ive replacement locks and keying system for center____--_-.-.-__{._______|__----_--- 
Ventilation welding booth and paint spray booth, building 202...........|... 0}. 
Replace portable motorized air compressor......................-.......-|........|......._... 
Replace 2 5-passenger-sedan type 
Replace 2 500 g.p.m. firetrucks with 750 g.p.m. trucks. 
Replace miscellaneous items of portable shop equipment..............-..|.-....-|.- 
Replacement of firehose, oxygen masks and protective equipment_______.|________|__--_.._.- 
Window ventilators G.M. &8., building 200, and P. & N., buildings 206-7.|....... 
Galvanize cover gratings, sewage plant, building 
Progressive installation of plastic wainscotting (5-year 
Flooring repairs (asphalt tile, concrete, and wood)................--------}.------]----_- 
Fire prevention (brush cutting) 

prevention (Grush cutting) 
Replace portable belt conveyor (motorized)... 
Replace-72 inch Toto lawnmower (motorized) ._._........._.....-.-.--..- 
Progressive acoustical treatment hospital buildings. 
Waterproofing buildings : 
Progressive installation of plastic wall covering (5-year plan) --__ 
Replace garage doors, building 
Miscellaneous cemetery portable equipment and portable funeral shelter_|__._.___|__....---- 
Cub tractor with grass mowing attachment. 
Jari mower, lawn aerator and hand lawnmowers. --...-..-....--------.---]--------|---------- 
Replacement of portable pter shop equipment... 
Progressive installation combination storm windows, quarters_--_-...-..-|--------.|--.------- 


: 


een 


| 


Fiscal | Fiscal 
year year 
1960 6 
Change swing and replace Iront doors, G.M. & 5, hospital, building 
Excavate and pave }4 basement floor G.M. & S. building 200_......-....-)..0.---}oo 
Replace vacuum line between buildings 203 and 
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re (b) Minor betterments costing less than $2,000 excluding equipment: 
In 
t) Description Amount 
Additional connecting corridors heating: 
ent Buildings 221 to 207 1, 500 
Buildings 204 to 203 1, 200 
t Additional hand-washing facilities G.M. & S 2, 000 
Modernize stage lighting system, building 210_._....._.___-- 1, 430 
Progressive insulation quarters buildings. - - 2, 000 
Modernize dental laboratory - 1,6%0 
New garage building, quarters 2.....................-- 1, £00 
Progressive modernization housekeeping quarters. - 2, 000 
, 709 Progressive installation additional electric wall plugs_---.---...-- 2, 000 
Progressive installation miscellaneous partitions... 2, 000 
Progressive replacement of shaving facilities, hospital buildings 200, 206, 207 2, 000 
Progressive replacement of lighting facilities office buildings__.-___-- 2, 000 
Progressive replacement of toilet and shower room fixtures__-______- 2, 000 
Scenic lighting in gym, building 232, for and nurses’ dances 1, 875 
Progressive modernization, exterior buildings, lighting... 2,000 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

Replace hood over coffee urns, building 200-_- --_-.-.-------------------------------+-----+-- $1, 000 

Replace 3-deck oven in kitchen, building 200.................. 2, 200 

Replace steam cookers, 2 each, kitchen, building 3, 000 
000 Replace ventilating fans, kitchen, building 3, 000 
Co Water heater (48 by 120 inches) 6,000 gallons per hour, patients, and nurses’ building 206... 6, 000 
000 Replace window ventilating fans, patients, and nurses, building 206._..............--.-.___ 1, 100 
" Exhaust system, roof type, G.M. & S., building 200___-______---___---------22------------- 6, 000 
» 500 Replace window ventilating fans, patients, and nurses, building 207 - --...------------------ 1,000 
"500 Replace air compressor and controls, heating system, |") "SSNPS 1, 000 
y Replace washer sterilizer operating room, G.M. & S., building 200_______-_---..----------- 2, 000 
}, 000 Replace surgeon’s scrub sinks, operating room, G.M. & 8., building 200..........-.......... 1,000 
100 Replace dishwashing machine G.M. & 8. building 200... 5, 000 
800 Replace 8 bed pan sterilizers, washer t 8, 800 
Replace kitchen work tables G.M. & S., building 12, 340 
. 750 Replace 2 80-quart food mixing machines..........................--..-------.------------- 6, 350 
500 Replace refrigerators, housekeeping quarters (10 each) _...._....._------------------------_- 2, 500 
, Replace kitchen ranges, housekeeping quarters (10 each) - __-....--...---------------------- 2, 500 
185 Replace morgue table and accessories......................-.--.-.------------------------- 3, 500 
Replace elevators, building 205 (2 each) 45, 000 
500 Replace 3-channel radio with 9, 250 
Replace oven bakery, building 204, with rotary 7, 500 
* 800 Replace 1 50-quart food mixer, bakery, building 204._................................. 2, 150 
000 Replace ice cream machine, . 2, 875 
000 Emergency lighting for boiler plant, sewage plant, pumphouse-___._.........-..----.-_-._- 1, 200 
60s Replace 2 42- by 96-inch washing machines, laundry, building 212__......................._. 15, 000 
Uniform and trouser unit, laundry, building 212... 3, 500 
000 place 51-inch taper presses, 5 each, laundry, building 212..----___--___--------- =. 1, 600 
300 Place 2 heavy duty sewing machines and button machine, building 212__.............._. 1,000 
000 Replace housekeeping furniture in quarters (5 units). 5, 000 
000 “Scotchman” spreader for use on 1, 000 
500 Terrazzo grinder and all 1’ 000 
800 Replace emergency generator, G.M. & S., building 200 (100 kilowatts) ......_...._.........- 10, 000 
1, 000 
3, 800 
oo 3. What, in your opinion, are the most pressing needs in your installation? 
» 100 A modernization survey by a specialist team from central oftice, and the imme‘iate 
a ogee and funding of the various phases of remodeling. This installation 
e b came a Government reservation in 1869. Many frame buildings which were 
325 uilt in the 1800’s and early 1900’s are still being maintained. All permanent 
—e uildings, except one, were constructed in the early 1930’s. To assure adequate 


Space, modern equipment, and facilities necessary to effectively provide the 


item and treatment currently prescribed for veterans, this survey is a priority 


\ 
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Street address: 3900 


BALTIMORE, MD. 


I. General 
Name of hospital: Veterans’ Administration Hospital. 


City and State: Baltimore, Md. 
Type of services: Type of hospital, TB; domicile, no; formal outpatient clinic, 


yes, chest onl 


Name qualtheations, and tenure 
Manager: James D. Murphy, M 
E. Grin. 


(a) 


(b) Assistant manager: Charles 
(c) Director, professional services: Patrick B. Storey, M.D. 


900 Loch Raven Boulevard. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless ees oad 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 
‘BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity ..................- 291 Wb 
Beds = in use (unavailable): 
6. Staff athe recruitable: Beds re- 
7 Type of bed notrequiredforcur-| ##| #| 
rent foe plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who ‘were 55 years of age or older: 
b) Percent of total patients re- 
13. Patients in hespital on Jan. 10, 1957, 
who — 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 


14. Number of patients sent to trial visit during year - - 
15. st of patients on trial-visit status as of Dec. 


Oem 
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16 (a). What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


Prior to the nonbed occupant program which started July 1, 1957, there was 
in existence here a followup program of 2- and 3-day admissions. This program 
is no longer in effect. Nonbed occupant patients are not shown in the statistics 
as admissions or discharges. A declining trend results by omitting NBO patient 
count. 

(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: See comment made 
under section II, paragraph 16(a), page 2. 

17. (a) What is the number of +B beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
ovis the 6 months ending December 31, 1958: (b) TB hospitals: Average stay 
for TB patients, 110.7 days. 

3. (a2) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital stay committee. 

(b) What improvements have you made since your last report to this committee? 
Establishment of hospital stay committee, July 25, 1958. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future? (If so, des¢éribe.) Our patients are almost entirely 
chronic disease patients. The great majority of which are TB patients, the re- 
mainder being made up of bronchogenic carcinoma, chronic bronchitis, em- 
physema, and other pulmonary diseases. 

4. (a2) What pee be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Probably very 
ittle reduction in hospital stay could be accomplished. 
_ (6) What effect would such a program have on your cost of operation? No 
significant savings could be realized. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Stay at this hospital has been reduced from an average of 193.1 days in 
fiscal year 1955 to 145 days average in fiscal year 1958. The average length of 
stay for the first 6 months in 1959 was 110.7 days. The length of patient stay 
continues to decrease as a result of advances made in the treatment of TB and 
changing concepts as they pertain to length of hospitalization. 

6. What is needed to improve turnover of patients? Continued support for 
personnel requirements. 

IV. Waiting lists 


1. Number of eligible applicants not 7 hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Service 
Type of care required Total connected 


Total Innon-VA| Not yet 
hospitals {hospi 


1. Total applicants: TB 16 0 16 2 14 
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ay many patients are scheduled for admission subsequent to January 12, 
195 15. 

3. What system do you use for scheduling admissions from the waiting list? VA 
directive, Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 16. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances: Yes. Service-connected cases and 
emergencies. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 490; approved, 468; rejected, 22. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1. 1 368. 1 2 356.0 —12.1 

2. Physicians, full- and part-time. -...........-..------ 12.5 12.0 -.5 

3. Physicians, residents and interns... 2.0 1.5 -.5 

4. Physicians, consultants and attendings_.........._.- 5.8 3.7 —2.1 

8. Therapists and technicians 22.0 16.0 —6.0 

10. Office of manager, personnel, and finance-_.___..__-- 12.7 13.7 +1.0 
12. Other food-service employees_.__.........--.-.------ 52.0 48.0 —4.0 
14. Engineering maintenance (excluding laundry)----_.. 23.0 19.0 —4.0 
15. Engineering operations (excluding laundry) - ------_.- 18.0 22.0 +4.0 


1 Includes 10 research employees; total adjusted for common serv 
2 Includes 12 research employees who are not engaged in direct wis care. 
3 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959. None; annual 

wage (average), none. 
. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 11. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 31. 

(c) Average days of hospitalization of patients reported in (6): 210. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different rovided service... 28 19 
Average payment nt per consul o attending !___......_...-. $997 $1, 347 $1, 155 


1 Exclusive of travel. 
2 Estimated. 


|= | 
coo: mam! = 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 719 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full Part Consultants, attendings Annual 

time time! amount 
1 manual arts therapist, 1 pulmonary disease (consultant) $2, 500 
1 recreation leader, 1 thoracic surgeon (consultant) 2, 500 
1 library assistant, 1 medicine (attending) 2, 500 
1 psychologist, 1 social service (consultant)... 1, 250 
1 nursing assistant, 1 clinical laboratory (consultant) 2, 500 
3 food service workers, 1 radiology (atten 2, 500 

Gs-9. 

1 laborer, supply division, W A-3-_-._- 


1 None. 
Norte.—The total of the above 2 categories is $99,760. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research and education programs contribute to patient care in our hospital 
in several important ways: (a) Research program: By making available for both 
diagnosis and treatment the most modern thought and practice as reflected in the 
ang of new knowledge by individuals who are leaders in their professional 

elds. The existence of a research program attracts well-trained interested men, 
well versed in their specialties, equipped with the most modern of tools. (6) Edu- 
cation program: (1) By its existence attracts good men who are interested in 
teaching and capable of doing so. (2) By providing medical and surgical resident 
service the program not only allows aur full-time staff the educational advantages 
of teaching but assures them contact with the large university centers through 
intimate contact with the personnel of those centers. (3) The medical and surgical 
residents themselves are already highly trained and bring their skill and energy 
to the care of our patients. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
1. VA appropriation... tlocets. sist. $104, 621 $2, 929 
2. Gifts and donations deposited in general gy 
3. Grants from other sources administered ugh affiliated medical schools. 


VA 
ow 
yer 
nd 
31, 
or 
1.0 
40 
4.0 
4.0 
1.0 | 
4.0 
al 
22 
55 
D0 
0 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 


(6) For treatment of a service-connected 

(c) For treatment of a non-service-con- 
nected condition 


(1) Patient has compensable serv- 
ice-connected disability... .. 2 

(3) In hospital more than 30 days. 2 

1 


! Any form of prepayment insurance. 


NorteE.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) In accordance with interim issue 10-424, dated May 3, 1957. Estimated 
cost of collection program, registrar and finance, $159.25. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year|Calendar year 

1957 1958 


a Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice 
connected connected 


16 84 100 


| 


1958; 


nt of 


tal 
100 
100 
100 
100 
100 
100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? ~ 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load _-_-.-....... 261.0 270.0 269.0 270.0 275.0 
(6) Full-time equivalent staff____.__...__- 366.7 368. 1 365.6 356. 0 350. 4 
(c) $1, 755, 378 | $1, 959,037 | $1, 965,655 | $2,121,980 $2,219, 111 
(@). Salaries of staff 2. ......:.....-......... 1, 473, 722 1, 590, 336 1, 599, 373 1, 770, 724 1, 838, 089 
3, 024 3 6, 098 3 6, 356 2, 087 2, 100 
4) Commiunications...................... 8, 773 10, 722 9, 775 10, 298 10, 240 
) Utilities (gas, coal, water, ete.) _._.____ 25, 800 26, 723 26, 919 27, 962 28, 460 
122, 509 114, 676 113, 376 114, 146 113, 251 
ih Drugs and medicines. -__......-......-- } * 81, 446 { 36, 966 43, 472 37, 622 37, 207 
Medical and dental supplies_-__....._.|f........._. 22, 542 30, 118 28, 348 31, 541 

(k) Asset acquisitions including equip- 

15, 759 6, 495 16, 611 983 7, 
24, 345 144, 479 119, 655 103, 810 151, 195 
(m) Cost per discharged patient--_-.....__- 3,617 3, 298 3, 195 3, 068 2, 397 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 

patient and outpatient not separated. 
4 Not separated in fiscal year 1955. 


NotE.—All amounts above include funds for research. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We believe that we presently provide a 
better standard of care than most TB hospitals. But there are areas in which we 
have developed shortcomings by virtue of the very progress we have made and the 
quality of care we try to deliver, such as (1) a shortage of professional nurses for 
care of the seriously ill; (2) a shortage of lab.technical personnel to carry out the 
great number of new laboratory methods; (3) a shortage of personnel in the special- 
ized paramedical and professional services, such as psychology, rehabilitation, 
social service, and special service; (4) a general shortage of clerical personnel to 
keep up records and correspondence. 

Summarizing: The primary fund allocation provides an acceptable standard of 
medical care. The quality of care could be improved if funds were provided for 
additional personnel as listed on the attachment. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? It does not 
influence the turnover of patients, and it does not cause admission of patients who 
do not actually require hospitalization for the simple reason that we have no 
dearth of bona fide candidates for admission. Nonetheless, the average daily 

atient load concept is nefarious for the following reason: We run an intensive 

igh quality program with a rapid turnover in patients. It would be my estimate 
that the cost per patient is high since the low-cost long-term component of 
hospitalization for TB is in great part eliminated. This means that the cost per 
unit of average daily patient load is high at our hospital, yet we are allocated funds 
at the same rate as a hospital with a much more traditional program. Actually 
our operation is economical for VA since the beds are put to increased use, but its 
cost is high to us since we are not compensated for the expense of a rapid turnover 
of patients. If the personnel shortage continues it may prolong patient care and 
it may become necessary to eliminate special service, psychology service, or social 
service from our programing to permit employment in more critical areas. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? No comparisons 
available at this station. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.0665; excludes 1 percent surcharge. Had this 
amount been included the total cost would be $1.077. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.094. 
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(c) If all your patients are not on the same ration, what differences are there? 

Why? All patients at this hospital are computed on the basis of the same ration 
attern. 

= 6. (a) As of December 31, 1958, give the number of vacant quarters for per- 

sonnel: 1 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The 5 housekeeping quarters and 10 nonhousekeeping quarters at this 
station are considered to be a minimum number to afford a safety factor for the 
care of patients. These personnel form a nucleus that could provide services in 
the event of emergencies. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No additional 
quarters required. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $6,200,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Increased cost of living; (2) reclassi- 
fication of positions; (3) changing composition of patient load; (4) increased 
number of functions of the hospital; (5) length of service of employees; (6) pay 
increases. These factors have resulted in a reduced number of employees per 
each 100 patients at this hospital. In 1954 there were 140 employees per 100 
— As of December 1958 there are 126 employees per each 100 patients. 

he only way we can meet increased costs is by a corresponding reduction in 
personnel. on central office is not able to augment this station’s primary fund 
to compensate for the above factors. If such increases continue without relief the 
quality of patient care provided at this station will necessarily be lessened. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) A budget advisory committee composed of 10 staff members 
continually reviews the hospital fiscal program. (2) Each vacancy is reviewed 
very carefully before it is filled. Each request for supplies and equipment is also 
carefully reviewed before purchases are made. (3) A station memorandum has 
been prepared outlining our budgetary procedures. (4) Periodic budget sessions 
are conducted at the manager’s weekly staff meetings, wherein fiscal status is 
presented. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patielt dey 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will Bs pnts costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu e of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
yd Een memorandum accounts: Per piece, $0.0370; per pound, 

Laundry costs computed on basis of commercial operation, including 
matieteaiar accounts: Per piece, $0.0488; per pound, $0.0658. . 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaiuate such service according to, the items listed below. If such 


contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 
(1) Quality: No commercial contract. : 
11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? (See sec. VIII, “Costs,” par. 3. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? Probably none at this hospital. 

(b) What was our estimated cost for this program during fiscal year 1958? 

(1) Total cost: $6,346.13. 
(2) Visits to hospital by patients on CBOC status: 692. 
(3) Cost per visit: $9.17. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? My experience as the 
manager dates from 1956, so I am not competent to compare present decentrali- 
zation policies with those existing prior to 1953. My experience, however, 
causes me to believe that complete decentralization in an operation with a mag- 
nitude of the Veterans’ Administration Department of Medicine and Surgery is 
not possible and not completely desirable. I believe the manager has been given 
more latitude in local decisions involving modification of building structures and 
in the overall distribution of the primary fund allocation. The ability to dis- 
tribute an insufficient amount of money, however, does not give the manager 
very wide discretionary latitude. The control of key positions in central office 
and regulations of the Civil Service Commission also make decentralization a 
goal rather than an actuality. 
be (b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutae of procedures were 
followed? The te:.m which audited our operation seemed to be concerned 
with practical administration and did not insist upon close observance 
minutiae. 

(3) How was the internal audit valuable to your hospital? It corrected 
deficiencies in our security program. A result of the audit team’s recom- 
mendation was the personnel division has been reorganized; training has been 
improved. Transactions of the personnel division are more closely in line 
with CSC requirements, than had been the case. In the registrar division 
reorganization has also been carried out and is continuing. Training has im- 
proved. The registrar delegates more authority to his subordinates. In 
rupply division a program of replacement of office machinery has been estab- 
lished per their recommendation. The incentive awards program has been 
emphasized in accordance with suggestions by this group also. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 

conducted by a joint team? My experience leads me to believe that a fair 
professional medical audit is almost impossible to devise. I believe that any 
attempt to install such a medical audit would be productive of a great deal of 
friction and discord within the professional staff. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? I believe that the majority of the supervisory visits do contribute to 
the improvement of our hospital operation. Perhaps the greatest contribu- 
tion lies in the fact that we know visits will be made and therefore we will 
ow our house in order in expectation of them. 

(2) Of what value would you think these visits are to VACO? Ihave no 
opinion. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 

any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 
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2. Is the management development program directed toward making good 
employees or good managers? The management development program is of 
relatively recent origin. It has not been in operation along enough to reach its 
full potential. As it has worked out at this station, its chief benefits have been 
those connected with the development of potentials in our first and second line 
supervisory employees. Good managers are born, not made. Their native 
talents may be sharpened and improved but can never be completely installed 
by any program. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1961 (1) Automatic sprinklers for oxygen manifold, MAT shops, garage, engineering 
(2) Convert 2 passenger elevators to automatic controls._________.__...-..-..-_.-- 26, 500 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
2. Lightning protection for main 8, 000 
3. A mechanical device to reduce fly ash and oil soot___....__..-- 2-2 ee 10, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Type of maintenance Labor Materials 

2. Parts fr refrigeration and airconditioning plants..__.._.._............__.. 1 $3, 012 1,100 
4. Parts and materials for distribution systems 2, 685 
6. Upkeep and maintenance of 1 23, 238 2, 300 
7. Repair parts for 400 

8. Buildings mate’ or painting, carpentry, electrical, plumbing, steam- 

1 By station employees. 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such referral. 

one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Rebricking of boiler 
No. 1, fiscal year 1961, $2,500. 

(b) Minor betterments costing less than $2,000, excluding equipment: No 
minor betterments costing less than $2,000. 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Air conditioning for the following areas: 

Occupational and manual arts therapy, 10 tons....................-...--------------.-- 4, 300 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Personnel shortages as listed on attachment. (2) Construction of a ware- 
house to alleviate a critical shortage of storage space. (3) A mechanical device 
to reduce fly ash and oil soot to eliminate nuisance problem in surrounding resi- 
dential area where homes are valued up to $35,000 to $40,000. (4) It would be 
extremely desirable from a good management standpoint to have a fiscal division 
located at the hospital rather than a combination with the Baltimore regional 
office which is located 4% miles from the hospital. 


FORT HOWARD, MD. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Fort Howard, Md. 
apes of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: D. R. Robinson, B.S., M.D., 2% years as manager, VA Hospital, 
Fort Howard, Md. 

(b) Assistant manager: Paul C. Candish, B.A., 24 years as assistant manager, 
VA Hospital, Fort Howard, Md. 

(c). Director, professional services: W. W. Schier, B.A., M.D., 24% years as 
director, professional services, VA Hospital, Fort Howard, Md. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M, &8. 
chiatric | | 
BED CAPACITY AND PATIENTS REMAINING 

1, Rated bed ca) 10 25 
‘ Beds not in use (unavailable): 

6. Staff not recruitable: Beds re- 

7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 354 2 7 50 
10. Average daily patient load for 12 
months ending Dec. 31, 335 1 41 


| 
q 
4 
i 
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IT. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M, & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining (line 50 50 71 64 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year ____ 5 5 14 18 
15. Number of patients on trial-visit status as of Dec. 31_ 1 4 7 7 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
83494 3, 108 2, 940 2, 992 


(b) If there are trends in any of the components above 
significance and impact on the activities of your hospital. 


please describe their 
There is no significant 


increase in the percent of patients over 55 years of age as compared to the previous 


report of February 1, 1957. 


17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 


plan? None. 


(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 40 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
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patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions): 


Cases length of 


Subtotal gastrectomy for duodenal ulcer___-___._._....._..------------------ 
Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? Continuous review by all professional services of length of stay in 
relation to complexity of disease being diagnosed and treated. A continuous 
correlation is conducted to insure efficient use of hospital for the diagnosis and 
treatment of patients. Length of stay is considered as one facet of good medical 
care. This supplements the activities of the length-of-stay committee and 
rehabilitation committee. 

(b) What improvements have you made since your last report to this com- 
mittee? We have developed a greater awareness of length of stay as part of 
desirable medical practice for the benefit of each patient. In other words, it is 
considered a professional aspect of patient care, not merely an administrative 
requirement. This consists of developing early needs of patients after discharge— 
prostheses for example—clinic appointment, listing of medication on the narrative 
summary are the specific practices that are considered improvements. Admin- 
istrative practices—X-ray and laboratory. 

(e) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) The necessity of 
maintaining a fixed average daily patient load as a budget requirement prolongs 
patient stay. Lack of sufficient funds to employ personnel to speed workup and 
disposition—technicians, nurses, paramedical personnel. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) With increasing age of patients, 
there is a tendency to have more diseases in a patient requiring treatment—these 
diseases of aging are ofttimes less responsive to immediate correction and interfere 
with return to normal living by requiring nursing home care for an interval. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital follow-up care, as needed, on an outpatient basis? Our length of 
stay would not be greatly influenced for the variety of patient we treat. It would 
supplement but not replace treatment. It might decrease frequency of admission 
and prolong interval between hospitalization. 

(b) What effect would such a program have on your cost of operation? Our 
costs would be increased by adding additional medical services on those already 
provided without reducing the latter. Space, equipment, and additional personnel 
would be necessary. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Coinetont workup prior to hospitalization would aid in reducing stay. 
The availability of reliable medical data from the community concerning the 
patient would save duplication of effort plus a written record of that data. For 
the most part, our patients are indigent and arrive at the hospital with scant 
medical information concerning their disability. Additional funds for personnel 
to speed workup and disposition would reduce hospital stay. 

6. What is needed to improve turnover of patients? The development of con- 
valescent centers or homes to reduce the hospital load of patients whose definitive 
care is complete. Laws to encourage and make it financially advantageous for 
patients to leave the hospital when they are in receipt of monetary benefits. 


Average 
stay 
| 
35 27 
33 19 
2 35 
6 40 
1 36 
1 63 . 
1 31 
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IV. Waiting lists 


1. Number of eligible applicants not Pps hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total |Innon-VA| Not yet 
hospitals [hospitalized 


I nae many patients are scheduled for admission subsequent to January 12, 
41. 

3. What system do you use for scheduling admissions from the waiting list? 
This is handled in accordance with priority groups contained in Circular 18, dated 
September 8, 1958. 

4. In addition to the persons reported in reply to pumoe 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“Yes,’’ please describe the circumstances. Yes. Emergencies and service 
connected. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,090; approved, 1,548; rejected, 542. 


V. Hospital staff 
br ae full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and 18.6 21.0 +2.4 
3. Physicians, residents and interns._...............--- 5.0 6.5 +1.5 
4. Physicians, consultants and attendings_._.....-.._.. 6.8 6.4 -.4 
8. Therapists and technicians !___.-.-.....-...---.---- 25.0 23.0 —2.0 
10. Office of manager, personnel, and finance... -_-._--_- 16.0 18.0 +2.0 
11. 6.0 5.0 —10 
12. Other food-service employees..-..........-......--.-- 70.0 59.0 —-11.0 
14. Engineering maintenance (excluding laundry) --_-...- 36.0 33.0 -30 
15. Engineering operations (excluding laundry) 33.0 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? None. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


None. 
(6) Number of patients discharged during past 3 months who were given indus- 
trial None. 

22. Number of patients in day hospitalization: None. 


23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service. --......-.- 42 50 6 
Average payment per consultant or attending: ! 
Consultant. $50 $50 $50 
™ Attendant__....... $25 $25 $25 

ial sspount to all consultants and attendings!________ $67, 600 $72, 725 $64, 500 

1 Exclusive of travel. 


25. What categories “4 employees would be recruited if the primary fund 


allotment were incre 


Category Full time Part time | Consultants, 

attendings 


NotEe.—We have these individuals, would utilize their services one-third more. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
They elevate the practice of medicine above the routine level by permitting analysis 


and investigation. 
keep them alert to the changing trends in medical practice. 


disability and disease as well as treatment. 


These factors attract better quality medical personnel and 


The patients benefit 
by the more thorough investigation of their disabilities and interest in causes of 


In order for a hospital to keep e 


with the constant improvements in medical practice and care of patient, a researc 


and education program is a vital necessity. 
3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram ) 
Gifts. and donations deposited in general post 
3. Grants from other sources administered t  filiated medical schools. Nene 


334275948 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and 
and neurological 
All Tuber- a With insurance ! 
Eligibility category patients | culosis ic uy 
out 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total_. 2 10 56 
(b) For treatment of a service connected 
condition... 
(©) For treatment of a non-service-con- 
nected condition......:.........-.-- 68 2 10 56 
(1) Patient has compensable serv- ~ 
2 
2) In receipt of VA Pbhaces 19 - 1 1 7 
In hospital more 30 days... 18 1 3 “4 
4) Other. 21 4 17 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more tha: 
one of the entepories in (¢) above, show him only in thet category appearing first in the listing. . 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

(6) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect a for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) The bills are promptly submitted to fiscal and when payments are 
not received within a reasonable time, followup letters are conducted by fiscal 
division, and if satisfaction of bills has not been made, cases are referred to 
chief attorney for further action. Every effort is being made to effect collection 
wherever possible by development of all facts and information concerning our 
hospital bills. If necessary, hospital liens are instituted with the cooperation 
of the chief attorney. Estimated cost of collection program to hospital during 
calendar year 1958 was $1,491. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 958 


Amount billed - - $86, 405. 10 $05, 697. 25 
Amount collected - - 30, 443. 72 23, 619. 12 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. ; 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The applicants for hospitaliza- 
tion are informed of the probable length of care and the approximate cost in & 
non-VA hospital for treatment of their disabilities based on charges prevailing in 
the community. 

8. In your opinion are there abuses of non-service-connected care? No abuses. 


ot 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Selly patient load._........-- 393 390 342.0 340.0 335.0 
$2, 754, 523 | $2,886,616 | $2,941,443 | $3,215,594 | $3,271,231 
d) Salaries of staff 2? (add C. & A.).....-- 2,273,779 | 2,327,600 | 2,432,370 | 2,700,305 2, 761, 616 
3, 364 3, 235 5, 883 4, 084 3,916 
f) Communications. --............--.--.- 6, 536 7,031 8, 015 8, 878 9, 301 
) Utilities (gas, coal, water, etc.).......- 45, 378 50, 551 46, 210 55, 826 59, 786 
SI ne ns 164, 918 154, 776 141, 778 143, 401 135, 813 
(i) Drugs and medicines --..._....-.--.-- 65, 479 66, 355 61, 208 66, 127 67, 029 
) Medical and dental supplies. -----._._- 56, 375 57, 905 5A, 637 57, 440 57, 022 

) Asset acquisitions including equip- 
74, 155 74, 963 100, 018 74, 471 18, 944 
Wi ai i SS. 64, 539 144, 200 100, 324 104, 971 157, 804 
(m) Cost per discharged patient__._._...-- 720 777 914 1, 042 1,042 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The acceptable standards of medical 
care include sufficient nursing care (our staffing is below recommended standards) ; 
it includes yor and timely technological poppeet to the physicians (our labora- 
tory and X-ray departments are understaffed); it includes adequate records 
promptly complet (our clerical area is understaffed); it includes necessary 
equipment kept up to modern standards of medicine (much of our equipment is 

ly in need of replacement or requires addition of new spies se ; it includes 

hysical facilities conducive to recovery of patients more quickly (our physical 

acilities are limited as to space and fixed equipment—for example, no piped-in 
oxygen, no dayrooms, no cubicle curtains in wards, etc.). 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on the basis of the average daily patient load has a tendency to increase the 
— fy because funds are withdrawn if the average daily patient load is not 

ntained. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? It is impossible 
to compare different hospitals on an overall basis, whether it be VA hospitals or 
civil hospitals. Each hospital operates in a different manner in accordance with 
its location, the type of community in which it is located, its affiliation with 
medical schools, and its objectives, the type and age of its physical plant, and 
many other factors. However, certain segments of its operation can be compared 
with other hospitals, if the factors mentioned in the first paragraph are kept in 
mind. Improvements in the areas of personnel, equipment, and physical facil- 
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ities are possible. These have been discussed with responsible officials. As far 
as comparison can be made we stand favorably with hospitals of similar size. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.970. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.160. 

(e) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration except those on modified or special 
diets as prescribed by the physician. At times almost 50 percent of the patients 
may be on such diets. To adhere strictly to a ration pattern under those cireum- 
stances is somewhat difficult. The ration pattern for tuberculosis and paraplegic 
patients are increased by regulations. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 16 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? These are very impcrtant because of the isolation of the station and no 
adequate public transportation being available. They are a large factor in our 
recruitment program for professional personnel, particularly residents, and also 
paramecical and other personnel. 

(c) What additional quarters do you believe would add quality or stability to 
ee staff? If we had some additional housekeeping quarters, we could provide 

tter coverage on a 24-hour basis. 

(d) Could cost of such quarters be a lucrative investment? Yes. These quar- 
ters would usually pay for themselves if they are housekeeping quarters. The 
nonhousekeeping quarters because of the personnel required to service them do 
not always pay for themselves. They are necessary, however, to recruit and 
keep nurses, attendants, and residents. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. These factors are the increased cost 
of utilities, coal, burial allowances, materials, drugs, food products, salaries, 
changing CSC classifications with upgrading of positions, promotions; also, the 
increased cost of equipment replacement and acquisition of new equipment to 
keep up with the modern trends in medicine. The net effect of all these factors 
is that personnel have had to be reduced in order to operate within a curtailed 
budget. This in turn leads to less effective care of patients, increase in length of 
stay, and hampers the effective and efficient operation of the hospital. 

9, What internal programs have you developed to engender cost consciousness 
at your station? Cost consciousness is engendered by requiring each division 
to take part in budget operation from the initial requests, to the allocation of 
funds, the establishment of control centers, and maintenance of records to insure 
that no overexpenditures occur. These records are audited by the fiscal officer. 
A budget and personnel board consisting of various division heads operates at 
the station. The budget is discussed at staff meetings, and all personnel are 
oriented as to the necessity of operating within allocated funds. Incentive 
awards for suggestions to increase efficiency and reduce costs are stressed. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last six months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 


ore 
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Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.0679; per pound, 
$0.0881. 

Laundry costs computed on basis of commercial oro including 
nitavindein accounts: Per piece, $0.0681; per pound, $0.0884. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

Quality: Laundry service by contract basis by Defense 
Department (U.S. Army) Fort Holabird, Md., which is located near this 
station. Quality considered good. 

(2) Timeliness: Good. 

(3) Cost: Less than could be procured by commercial contract. 

(4) Other: None. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? This 
hospital has no laundry; services are provided by contract with nearby installa- 
tion of the Army (Fort Holabird) laundry. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? It is possible that it has an effect 
upon a decrease in turnover. It has no effect on admission of patients who do 
not require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Our number of operating beds would remain 
the same or perhaps increase. An expanded CBOC program would be an added 
service and would contribute additional referrals for treatment. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,043.87. 

(2) Visits to hospitals Me patients on CBOC status: 270. 

3) Cost per visit: $3.86. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. By what methods? By rigid dollar allo- 
cation. Cite examples. Numerous directives. Decentralization appears to be 
diminishing in the administrative areas, but is improved in the professional areas. 
Primarily this is due to inadequate provision for funds to carry out the objectives 
of the hospital. 

y (6) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical ad- 
ministration or in how well central office minutiae of procedures were fol- 
lowed? Interest was in good practical administration. 

(3) How was the internal audit valuable to your hospital? It identified 
the areas where improvement was necessary, and areas of deficiency in oper- 
ation. The last internal audit was done prior to the assignment of the present 
management team. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 

operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACQ? Or be 
conducted by a joint team? A fair professional medical audit would aid in esti- 
mating both effectiveness and efficiency of the professional care. At present, we 
have reliable knowledge of the former but not of the latter. We would prefer 


Ing considered part of the medical community at large and therefore lave the 
audit performed by recognized medical groups. 
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_(d) The area medical director’s office is regarded as part of the central office, 

' (1) How helpful to the hospital are supervisory visits of the area office 
staff? They have been quite helpful. 

(2) Of what value would you think these visits are to VACO? They have 

— value in interpreting the needs and operation of the hospital to central 


ce. 
(3) Would less frequent visits be more useful? Not necessarily. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. At times they 
have been beneficial. 

2. Is the management en program directed toward making good em- 
ployees or good managers? The local management development program is 
directed toward making good employees. To the extent that individuals in the 
middle management group participate in the program and accept responsibility 
in self-development it may also produce good managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None 
Not programed, or under consideration for fiseal year 1962: 


Description Amount 
1(a) Convert nurses quarters to administrative and install new connecting corridor from 
building 225 to 110, 000 
4. New pumphouse and filtration plant. ada 125, 000 
5. Underground electric distribution system 70, 330 
6. Fire station and gatehouse... 85, 000 
8, Special service tenn hee egy theater, recreation, library, and radio studio) -------- 475, 000 
12. Install automatic sprinklers, buildings 15, 37, 230, T-247, and T~246__.........-._.-_-... 
13. — and alternations, building 225 and including nurses call and remote dictating 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Scheduled: 
1. Replacing worn out coal-burning heating units with new boiler and oil burner units 
in panting quarters 57-A and 57-B, 23-A and 23-B, 30, 108, and 59-A and 


2. Alerstion — entrance, building 37, supply, replacing wooden steps and platform 

3%. Replacing wornout boiler and burner unit, building 43..............-.-....-.......- 
4. —— electric distribution system due to over loading to main hospital and other 
5. Replacing wornout and obsolete bath fixtures, installing ceramic wail and floor tile 

in bathrooms, housekeeping quarters 9, 10, 11, and 12__..........-.-_...-..---.---- 

o $. Replacing corroded and wornoug screens 4th and 5th floors, building 225__.__...---- 

jompleted: 

7. Exterior painting 150,000-gallon water storage tank and flagpole_.................-.. 
8. Repairs to station roads, maintenance coating-............-...-.-------.------------ 

10. Repairs to firebox, boilers 1 and 2, main stop valve No. 1 boiler, and repairs to ash 

11. Installation at conductive flooring in rooms 530, 531, 542 surgery, to meet code re- 

12. Replace elevator cables No. 1 elevator and other reapirs, passenger elevators... _...- 


23 8 22 8 


| 
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e (b) In addition, list those items deferred due to lack of funds which in your 
= opinion will result in further deterioration of property because of such deferral. 
ve Description Amount 
al 
Replace elevator cables No. 3 elevator 459 
ty 3. Replace heating elements hot water storage tanks, building 225..-................222222. 736 
4, Replacing screens, hospital building. 3, 200 
5. Replace wood floors with concrete in individual garages for 16 v 4, 800 
ey 6. Replace 4 electric poles. 750 
7. Resurfacing and repairs to macadam parking areas Nos. 1 and 2. ....-...---------.------ 3, 000 
n- 
is 
he 2. Future plans: In the following three categories, list all items for which there : 
ty will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 7 
excluding cost of replacing or adding new fixed equipment: : 
re 
Description Amount 
e" 1. Cubical curtains, orthopedic ward, building 51 and building 225_- $3, 275 
2.. Raplecy bed --~ 2, 400 
; 3. Revamp central sterile supply_._..-......-...---- 18, 750 
ne 4. Improvement surgical area, rooms 530, 531, 532_.._- J 1,075 
5. Lighting changes, building 225_...........-- eg 6, 000 
000 6. Emergency generator and rewire new surgical area___. aceba 4, 500 
7. Replace 2 CO? recorders, boiler plant _.......__.- 1,790 
8. Replace refrigerator plant and install deep-freeze room. 23, 040 
000 9. Ventilate and expand soiled linen room, 2,375 
000 10. New addition to building 63, canteen _____..-...--_.-- 4, 675 
330 12. Replace window shades, building 225.........-- - 2, 100 
000 13. Replace utensil sterilizers, building 225. 1, 200 
000 14. Deferred grounds maintenance including trees, shrubbery, ete 1,980 
000 15, Extend existing hood and install larger fan to serve steam kettles aud bake over, main 
000 16. Conductive fiooring, corridor connecting new surgical area___...__.___....-_..-_-------- 1,975 
000 18, Replace fioor covering all floors, building 225.................._. 15, 000 
19. Lighting of parking areas Nos. 2, 3, and 5....-........-_-.--..__ 3, 500 
21. Install curbing and replace gutter, Patapsco, St_.................--..-----. 1, 400 
pag. 22. Install electrically operated elevator, building 37.............._..........-.--_-_---.___. 20, 000 
23. Rewire Nos. 1 and 2 elevators and related electrical parts. _._..._.-._.---..-.-.--.-.-.-- 5, 150 
24. Replacement of box-type gutters of galvanized iron ..........-..--.2.--.-------------.-- 2, 875 
27. Replace workbenches and cupboards, utility shops. --...-...---.-.---------------..-.-. 3, 500 
2%. Addition to building 171; area to house fire apparatus...............-------- 8, 600 
29. Temperature control of domestic hot 1, 990 
30. New wall tile, new surgical area, rooms 529, 530, 531, 532__.___._________-_-_-_-___------ 4, 350 
t 31. Aluminum siding and storm windows and doors, frame building...................-_._- 54, 000 
(b) Minor betterments costing less than $2,000, excluding equipment. 
, 060 
= Description Amount 
, 099 
73 1. New parking areas, adjacent station garages. ___..-_--.-------------------------------0-0 $1,700 
q 2. Exhaust fans, kitchen, housekeeping quarters 1,975 
Pr 3. Ventilating system, drug storage area, building 37 950 
, 4. Install new and adequate lighting, patients’ library 1, 950 
700 5. Install new shower and water room, building 68. _. 1, 875 
095 6, Install macadam curbs and backup bumper, parking lot 1,975 
085 7. Enlarge parking lot No. 2 opposite canteen, 100 feet by 100 feet 1,800 
* 010 8. Install new and adequate lighting, parking lot No. 2..........---.----- 1, 750 
982 
70 (c) Replacement and new fixed equipment costing over $1,000: Coal crusher 
73 and sampler boiler plant, $1,750. 
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3. What, in your opinion, are the most pressing needs in your installation? 
- New po power distribution center. See section XI, paragraph 1(b), item 


elevator cables, No. 3 elevator. See section XI, paragraph 1(6), 

tem No 

. Replace heating element, hot water storage tank. See section XI, para- 
graph 1(b), item No. 3. 

Resurfacing and repairs, parking area Nos. 1 and 2, See section XI, 
paragraph 1(b), item No. 7. 

ye shades, building 225. See section XI, ete 2(a), 
item No 

. Cubicle curtains. See section XI, paragraph 2(a), item No. 

——e central sterile supply. ‘See section XI, paragraph a0), item 

3 


. Bedlights, replace. See section XI, paragraph 2(a), item No. 2. 
. Install = lighting in patients’ library. See section XI, paragraph 2(b), 
item No, 4. 
. Replace refrigeration plant and install Deepfreeze. See section XI, 
aragraph 2(a), item No. 8. 
a ig to building 63, canteen. See section XI, paragraph 2(a), item 
o. 10. 
a and expand soiled-linen room. See section XI, paragraph 2(a), 
item 9. 
. Emergency generator and rewire surgical area, See section XI, para- 
graph 2(a), item No. 6. 


on 


PERRY POINT, MD. 


I. General 


Name of hospital: Veterans’ Administration. 

City and State: Perry Point, Md. 

Type of services: Type of hospital, NP and G.M. & §.; domicile, no; formal 
outpatient clinic, no. 
ame qualifications, and tenture of— 
(a) Ma anager: Lee G. Sewall, M.D. Master of science in hospital adminis- 
tration; certified and registered as qualified mental hospital administrator by 
American Psychiatric Association; nominee, American College of Hospital Admin- 
istrators; diplomate, American Board of Psychiatry and Neurology, in psychiatry. 
Entered on duty April 21, 1957. 

(b) Assistant manager: "James A. Toon, entered on dut May 14, 1950. 

(c) Director, professional services: 8. P. LaCerva, M.D., entered on duty 
October 20, 1957, diplomate, American Board of Psychiatry "and Neurology, in 


psychiatry. 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item f J 1959, 
(as of Jan, 12, ‘vessel be 
Total | TB ee Neuro- | G.M. & 8S. 
chia‘ logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed capacity... 1,715 


0 
1, 634 0 150 |------------ 
Beds use (unavailable): 


Construction (modernization) 81 
not recruitable: Beds _ re- 


3. 

4. 

7 


rent operating plan regardless of 
8. 


9. Patients 1, 456 9 105 |..---------- 
10. Average daily = for 12 
months ending Dec. 31, 1958.........| 1,527 0 118 |..---------- 


| 
| 
{ 
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II. Bed capacity and patient load—Continued 


- Hospitals—T ype of bed or patient 
- Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
668 0 623 4 
(6) Percent of total patients re- 
maining (line 43 44 
18. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957__....-- 43 55 43 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d * eg 282 326 197 272 
15. Number of patients on trial-visit status as o: . 31. 223 227 184 201 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital average daily patient 
load reduced because construction (modernization) program has made a number of 
nursing units temporarily unavailable for patient care. Despite this, our dis- 
charge rate has remained about the same, reflecting an increased patient turnover. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
Pree ya 12, 1959, because they were not required for fiscal year 1959 operating 
p None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 
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IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 24 days.' 

(c) NP hospitals: What is the length of time in hospital since admission of those 
patients reported on item 9 in category II (total column) as in hospital on Jan- 
uary 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 

203 


2. For G.M. & 8. hospitals only.'’ Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions): 


Average 
stay 


y 


Subtotal gastrectomy for duodenal ulcer___..............-..--.-.------------ 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital stay committee periodically reviews discharged records for the 
purpose of recommending modifications in operating procedures that will expedite 
patient care. Appropriate diagnostic and/or therapeutic laboratory procedures 
are initiated during admission examination. 

(b) What improvements have you made since your last report to this com- 
mittee? There is improved understanding and support of controls to reduce 
hospitalization to minimal stay and maintain maximum benefit; hospital resources 
are made available to a greater number of veterans despite reduction in operating 
beds; and, effective utilization of attending and consulting staff has been enhanced. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) one. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may 
of importance in the future. (If so, describe.) n increasin percentage of 
hospital admissions require treatment for chronic illnesses. This progressive 
change in the hospital workload, in addition to advancing age of the veteran 
population, makes it important to plan the development of those hospital re- 
sources—facilities and staff with special training—that will enable the social 
restoration of patients, despite increased residual handicaps of mental and physical 
disabilities. For example, hospital counselors to motivate patient interest in & 
change in vocation when medically determined as necessary; hospital facilities 
to test and develop the veteran’s capacity in new occupational skills; and staff 
to one appropriate community resources during posthospital adjustment 

riod. 

a (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Provision for 


1 The above statistics are for our 150 bed G.M. & S. section. 
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adequate, extended posthospital followup on an outpatient basis would substan- 
tially reduce length of hospital stay for psychiatric illness, particularly if such a 
program could be extended to include veterans now hospitalized for treatment of 
non-service-connected psychiatric 

(b) What effect would such a program have on your cost of operation? For 
the first 4 or 5 years, implementation of such a program would increase hospital 
operating cost because additional personnel are req uired to (1) extend rehabilita- 
tion programs to entire hospital population and (2) stimulate community interest 
and understanding in support of such a program. Ultimately, hospital operatin 
cost will show a progressive decline, since fewer beds and staff would be requirec 
to serve veterans yequizieg hospitalization for chronic mental illness. The reality 
of this opinion is supported by the increasing number of veterans discharged during 
the past 18 months that have been hospitalized for 5 years or longer. 

5. What would you suggest to further reduce hospital stay without impairing 
care? (a) Provide sufficient funds to enable psychiatric hospitals to employ 
skilled professional and teehnical personnel, as these become available for recruit- 
ment, to extend social and vocational rehabilitation programs to all veterans now 
hospitalized for psychiatric illness. (6) Provision for adequate supporting staff 
to assure Maximum utilization of skilled personnel. For instance, the effectiveness 
of a psychiatric nurse is limited if time is diverted to housekeeping functions; 
social workers and counseling psychologists are seriously handicapped unless there 
is clerical personnel to type reports required for communication and coordination 
of other supplementary hospital programs. 

6. What is needed to improve turnover of patients? See recommendation under 
5. Reduction in hospital stay is directly related to increased patient turnover. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
T of uired Total ah 
care connec 
Total Innon-VA} Not yet 
hospitals [hospitalized 
1. Total applicants: G.M. & S__........--. 314 0 314 169 145 


oe Pa A many patients are scheduled for admission subsequent to January 12, 
1959? 30. 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled in accordance with the priority system established by 
law as supplemented by VA procedural guides, i. e., service-connected veterans 
receiving the highest priority. Non-service-connected veterans are scheduled 
according to the availability of beds by type and suitability. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
footie admissions? 70 applications pending determination of legal and medical 
eligibility. 

5. Are patients admitted without placement on the waiting lists? Ifthe answer 
is “Yes,” please describe the circumatances. Non-service-connected veterans with 
psychiatric illness, needing specialized hospital facilities and therapeutic resources 
not immediately available, are placed on our waiting list. Hospital resources 
have been adequate to provide for the immediate admission of all veterans with 
service-connected disabilities and non-service-connected veterans with emergent 
conditions without placing their names on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,606; approved, 1,546; rejected, 60. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 


Dee. 31, 1958 


1, 096. 6 


! 


aon 


Bhi ud 


onac 


urses 
7. Hospital aids 
8. Therapists and technicians f 
9. Social workers 
10. Office of manager, personnel, and finance 
11. Dietians 
12. Other food-service employees 
13. Laundry 
14. Engineering maintenance (excluding laundry) 
15, Engineering operations (excluding laundry) 
16, Supply ? 
17. Special services 
18. All other staff _. 


+ 
bad 


= 


i ~y report reflected the number of consultants and attendings on the rolls rather than the full-time 
valent. 
“4 The 1956 figure was incorrect. It should have been 28.5 instead of the 20 one. 

3 The 1956 figure was incorrect. The correct figure for all other staff was 152.8. he figure of 153.8 reported 
on line 18 above includes 1 vocational counselor, reported in the 1956 survey in a Separate category. It is 
shown in this report on line 18. 

tIn physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 14. Annual 
wage (average) $757. 

(b) What is the value of this program to the member and to the hospital? The 
program serves (1) to assist professional staff in discharge planning by evaluating 
vocational skills of patients so that the support of VA and community agencies 
can be mobilized in veteran’s posthospital adjustment period, thereby improving 
prospects for sustained, successful community adjustment; and (2) to provide a 
realistic work record as a useful means of enlisting the interest of potential em- 
ployees naying jo> opportunities that require skills utilized in member-employee 
assignment. he member-employee program is viewed as an instrument for social 
and vocational rehabilitation and the average length of assignment is from 6 to 
8 months. Work performed by the individual member is of minimal value in 
hospital operations. In fact, as soon as the veteran’s work record indicates that 
he is ape to become self-supporting, his participation in this program is ter- 
minated. 

20. What was number of guards on duty December 31, 1958? None. We 
had 22 firefighters on duty December 31, 1958. Protective duties are included 
in the firefighter positions. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 245. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 18. 

(c) Average days of hospitalization of patients ne in (6): 992. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. . 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 —— 


1958 1959 


Number of different persons who provided service --......-.-- 38 
Average payment per consultant or attending $1, 
Total amount paid to all consultants and attendings !_...___ $72, 600 


1 Exclusive of travel. 


Dee. 31, 1956 to 1958 
2. Physicians, full- and part-time. ...............-...-. 31.0 
3. Physicians, residents and interns._............-....- 
4. Physicians, consultants and attendings !__._........ 
| 
704 
300 


ment were increased? 
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25. What categories of employees would be recruited if the primary fund allot- 


Full time 


Cus 


of residents and other trainees. 


hospital educational program. 


3. Amount of fun 


stimulates latent creative capacities. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(a) Staff morale and motivation to improve performance stimulated by the 
knowledge that medical schools and universities utilize hospital resources for 
training, thereby endorsing hospital standards of performance and fostering the 
community attitude that the hospital is a good place to work. 
and economic use of drugs is enhanced by clinical research. 
for training and research encourages staff to improve professional competence and 
(d) Regular staff are able to extend 
specialized therapeutic resources to a greater number of patients with assistance 
(e) Administrative trainees permit hospital staff, 
other than J aseoewne to share in the stimulus and prestige of contributing to the 

(f) Adequate supervision of trainees requires 
hospital staff to have current knowledge of medical literature, thereby making 
new techniques and Femme available for patient care. 

available in fiscal year 1958: 


(b) The effective 
(c) Opportunity 


Foreducation 
and train- 


ing (pro- 


1. VA appropriation 
2. Gifts and donations deposited in general pos 


3. Grants from other sources administered affiliated medical schools _- 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


Eligibility category 


culosis 


Psychi- 
atric 


General medical and surgical 
and neurological 


With insurance ! 


Entitle- 


Entitle- 


Without 
insurance 


_(0) For treatment ®f a service-connected 
condition 


(1) Patient has compensable serv- 

ice-connected disability 
(2) In receipt of VA pension... - 
(3) In hospital more than 30 days. 


-_ 
Con 


Any form of prepayment insurance. 
? Insurance cases where liability denied. 


Nore.—If a patient receiving care for 


be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in 


the listing. 


Category Part time | Consultants, 
attendings 
Research | 
gram 8300) 
| 
Au | Tuber. | 
| ment ex- ment 
hausted | not ex- 
hausted 
(a) 48 0 — 22 25 
(c) For treatment of a non-service-con- 
| 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

db) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Continued emphasis has been placed on this program to assure that all 
applicants are carefully interviewed to determine if they have hospitalization 
insurance coverage. Power of pthocney is obtained from all veterans being ad- 
mitted for other than service-connected conditions and bills presented in keeping 
with current procedural guides. Regular followup is made in cases where pay- 
ment is not received within a reasonable length of time. The increase in the 
amount collected for calendar year 1958 over calendar year 1957 may be due to 
the increased emphasis on this program. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1087 1908 


2, 338 4, 096 


ou Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA_ hospital 
of G.M. & 8. care required before oath is signed? Each applicant for hospitaliza- 
tion is given an estimate as to the approximate amount that would be required 
to pay for hospital care in a community hospital. The daily rate used in these 
estimates was obtained by a survey of loeal hospitals. This estimate is given 
before the veteran signs the oath on VA form 10-P-10 and 10-P-10a. In addi- 
tion the warning, relative to the making of a false statement is read to or read 
by each applicant emphasizing the importance of the documents being signed. 

8. In your opinion are there abuses of non-service-connected care? No. 
Continuous, critical review of addenda of all hospital admissions for the past 2 

ears, has not required that a single case be referred to the chief medical director 
becatise of any question as to the veteran’s ability to pay the cost of private 
hospitalization. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

World War IT_-__- 46 54 100 
Spanish-American War 0 100 100 
Peacetime - 85 15 1 

patients. 45 55 1 


8 
( 
| 
| 
| 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? - 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load._........... 1, 708 1, 734 1, 733 1, 560 1, 530 
Full-time 1, 207 1, 167 1, 107 1, 106 
() Total cost: ! Total dollars__......}.........--- $6, 156, 741 | $6, 555, 299 | $6,609,251 | $6,970, 760 
4,779,198 | 4,924,168 | 5,234, 665 5, 577, 657 
7, 070 6, 043 3, 726 
) Utilities (gas, coal, water, etc.) ........|-.----.-.---. 54, 360 54, 530 53, 880 54,7 
557, 501 566, 588 545, 693 556, 
Dr 96, 230 115, 022 94, 851 122, 479 
Medical and dental supplies-.-.-.....:-|....-----.-- 93, 645 123, 962 87, 131 80, 
# Asset acquisitions including equip- 
eS adkccindestibcacsmaceunspchlinseedpanaie 110, 786 125, 505 102, 650 42, 959 
441, 604 623. 544 468, 782 513, 816 
(m) Cost per discharged patient -....__..._|.......--.-- 1, 763 1, 683 2, 288 2, 489 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. Despite the tradition-breaking prece- 
dent of allocating special funds to psychiatric hospitals, the amount thus far 

rovided, over and above the primary fund allocation for fiscal year 1959, is 
inadequate. A beginning has been made as reflected by the increased number 
of long-term patients discharged this past year. It is to be hoped that future 
primary fund allocations will allow these programs to be extended, as skilled staff 
can be recruited, and also provide adequate funds for other hospital programs. 
Otherwise, hospital management is caught in the dilemma of attempting to 
satisfy overall program needs with less than adequate fiseal resources. Any 
acceptable administrative compromise compels that patient care to given pri- 
ority, if necessary, at the expense of other operating costs, This can only result 
in deferment of all maintenance, except that which is most urgent, and limits pur- 
chase of equipment to those items that can no longer be repaired. The accumu- 
lative effect of 37 years of less than adequate budgets to implement acceptable 
standards of patient care, but attempting to satisfy this administrative obligation 
at the expense of other programs, is worth your committee’s special attention. 
Adequate mental hospital programing is handicapped by the custodial concept 
that treatment of mental illness costs less than other illnesses. The per diem costs 
of private nonprofit mental hospitals and psychiatric services in community 
hospitals belies any such assumption. There is good reason to believe that a 
realistic appraisal of the budgetary needs of mental hospitals would approximate 
those of aM. & 5. hospitals. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? No. Patients are dis- 
charged when their condition warrants and when adequate provision has been 
made for posthospital adjustment. ‘The fact that treatment resources of this 
hospital have been made available to more veterans, despite a reduction of operat- 
ing beds, adequately supports our adherence to this basic medical principle in 
hospital administration. 

.4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
poesioley Have they been discussed with responsible officials? No. Statistical 

ata now available for a comparison of one VA hospital with others in the system 
is neither adequate nor meaningful. Such factors as age and layout of hospital 
plant, variety of therapeutic programs, percentage of chronic patients admitted, 
pent turnover, etc., all have a bearing upon operating cost and budget program- 

. Satisfactory comparisons with similar civil hospitals are even more difficult— 
to what extend does hospital operations depend upon patient labor, what educa- 
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tional and experience standards qualify for employment, how does management 
eer in one system compare with the other. The difficulty of comparin 
ospitals with statistical data now available and suggestions for developing vali 
idelines for management guidance has been discussed at most managers con- 
erences. As yet no solution seems possible. As part of the research program at 
this hospital, a study of public mental hospitals, Federal, State, and private, has 
been initiated to develop an acceptable audit instrument for psychiatric hospitals, 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.9547. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.0360. 

(c) if all yours patients are not on the same ration, what differances are there? 
Why? Patients hospitalized for treatment of mental illness are provided a ration 
pattern that is 10 percent less than patients hospitalized for medical, surgical, 
neurological and nonpsychotic neuropsychiatric disabilities. There is no accept- 
able medical rationale for this difference in ration pattern. We doubt that this 
policy can be defended except that food costs in custodial psychiatric institutions 
are lower than in other public hospital systems or on the basis of the incorrect, 
though generally expressed opinion, that, since mentally ill patients behave 
irrationally they cannot be expected to be as discriminating in their dietary needs 
as individuals that are not mentally ill. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 55 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The importance of these quarters, especially housekeeping quarters, 
in maintaining staff cannot be overemphasized. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? In addition to the minimum five housekeeping quarters that a 
station is directed to maintain, additional quarters should be provided for staff 
members that are required to move periodically such as assistant managers, 
division and service chiefs, assistant chiefs, and professional staff. 

(d) Could cost of such quarters be a lucrative investment? It is doubtful 
that the cost of such quarters would be considered a lucrative investment. Hous- 
ing on the grounds of a mental hospital limits rent scales to such an extent that 
the revenue from these quarters, less deduction for maintenance, yields little 
net profit. On the other hand, availability of such units to house those responsible 
for mental hospital operation and sufficiently sophisticated to tolerate, without 
undue stress, abnormalities in patient behavior, equalizes, to some extent, the 
higher salaries paid for comparable employment in industry, community health 
i ganeon and other civilian employment. From the point of view of the patient 

ospitalized for mental illness, availability of such quarters is an essential invest- 
ment in quality of medical care. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $33,700,000. 

8. What factors have operated to — the costs of hospital operation? 
Please explain the effect of these factors. veral factors have materially con- 
tributed to the increased costs of psychiatric hospital operation: (a) Today the 
primary purpose of psychiatric hospitalization, indeed all hospitalization, is 
return to community living—successful social rehabilitation—within the shortest 
time possible. Custodial care is no longer an acceptable limitation in mental 
hospital programing. The effectiveness of psychiatric hospital care, judged by 
modern standards, is directly proportional to the individual patient’s opportunity 
for purposeful, therapeutic interaction with staff, other patients, and the com- 
munity. All this takes people, highly skilled people in short supply. Until 
needs for individualized patient service can be satisfied, the costs of implementing 
an acceptable mental hospital program will continue to increase. (b) New drugs 
promising ‘another chance’”’ to many patients, previously inaccessible to thera- 
pra efforts, now place greater demands upon hospital staff. If present medical 

owledge is to be translated into action, staff to supplement the work of skilled 
professional and technical employees is essential; i.e., recreational leaders, to 
nee opportunity for socialization in the community as well as at the hospital; 

ousekeepers and clerical staff, to relieve nursing personnel and psychiatric 
staff of housekeeping, clerical and administrative functions; etc. (c) Increasing 
costs of materials, supplies and equipment. (d) Failure of Federal wage scales 
to keep pace with comparable civilian employment results in loss of difficult 
to recruit employees, thereby placing heavier, sometimes intolerable, workl 
demands upon those that remain further stimulating dissatisfaction with Govern 
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ment service. This vicious cycle inevitably lowers the effectiveness, increasing 
the ultimate cost, of those programs that remain. In mental hospitals it is 
budgetary nonsense to assume that better care can be provided for less money, 
meaning fewer skilled people. ‘ 

9. What internal programs have you developed to engender cost consciousness 
at yourstation. Under the supervision and control of a hospital budget committee 
authority for budget sapequanent is delegated to the responsible division and 
service chief. By decentralizing budget management to those responsible for 
program implementation, limiting management supervision to definition of 
principles as a basis for fiscal policy and monitoring the rate of expenditure so as 
to assure that actual cost does not exceed funds allocated, cost consciousness 
has been stimulated at all es porter levels throughout the hospital. Responsi- 
bility for the use and control of funds at the point of decision creates a climate 
in which hospital management, and the Government, can best assure that maxi- 
mum value is received from every dollar “arse This program is in process of 
continual refinement, to improve and simplify techniques of control and reporting 
and for the purpose of developing priorities to assure allocation of funds to those 
programs that can contribute most effectively to achievement of hospital goals— 
patient care. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient day 


(b) What was the cost of Pee service during rhe last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 

excluding memorandum accounts: Per piece, $0032 ; per pound, $0.036. 

11, What import does the average daily patient load. concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? 

Though psychiatric hospital budgets do not, as yet, permit implementation of 
adequate rehabilitation programs, the average daily patient load concept in hos- 
pital fiscal programing is the most rational method thus far developed. Adequate 
controls, to assure turnover and restriction of hospital resources to those requir- 
ing such services, are provided if length of stay data is properly interpreted. 
Average length of stay statistics lead to spurious conclusions in evaluating psychi- 
atric hospital function. In psychiatric hospitals average patient stay data is 
subject to statistical artifacts at both ends of the scale. If a hospital census is 
taken today, to determine average length of hospitalization of the patient x 
lation, the average misleads in the direction of being too conservative. The 
patient who came in yesterday, but who may stay for 20 years, is counted as a 
I-day patient and contributes materially to lowering the average stay. Con- 
versely, if you calculate average, from the date of Gistharge, you underweigh 
the long-term patient who seldom gets into this average because he seldom gets 
discharged. Your average misleads again, in the same direction. On the other 
hand, average stay fails to portray, in proper perspective, the amount and inten- 
sity of effort rendered in behalf of those few long-term psychiatric cases that are 
discharged. The discharge of relatively few patients, hospitalized 5 years or 
longer, can so distort the Yann * that cost ‘per discharged patient and length 
of stay are both meaningless. edian length of ‘hospitalization seems to be 
the only fair way to measure the function of psychiatric hospitals and should 
be applied only to patients discharged during the reporting period. Mathemati- 
P| the median is the value which is midmost in an array of values. The most 

ng feature of the median is its simplicity in computing and its relative re- 
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sistance to the influence of extreme scores. This problem is interpreting statis- 
tical data from G.M. & 8. and psychiatric hospitals seems worth calling to your 
attention. There is no magic in the average. The development of useful guide. 
lines to properly evaluate such objective information will be part of our researeh 
—— “! psychiatric hospitals. (See answer to question in regard to medical 
audits. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating be’s required to meet the needs of veterans 
actually needing hospitalization? CBOC program is identified as a cost factor, 
In our G.M. & 8S. program it has not essentially altered the number of operating 
beds required to meet the needs of veterans since we continue to maintain approxi- 
mately 80 to 85 percent bed utilization. We feel it should be identified with 
special funds allocated since it does dip into the operating funds of the hospital 
as it is presently established. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $4,855.30. 
(2) Visits to hospitals by patients on CBOC status: 631. 
(3) Cost per visit: $7.69. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Through delegation 
of operational authority to area offices. (Examples:) Supervisory personnel in 
the area office have first hand knowledge of the station’s operating problems. 
Now that authority to approve and monitor station workloads (average daily 
potions load) and control budget operations has been delegated to the area office, 

ospital decisions and programing will be enhanced—because communication 
between field stations and immediate supervisory authority carries with it the 
knowledge that advice and/or direction is informed. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? An internal audit at this station was conducted in 1954. Prob- 
ably because the audit team lacked experience more attention was given to 
compliance with directives and organizational procedures than to practical 
administrative problems. Lack of familiarity with the administrative pro- 
cedures peculiar to psychiatric hospitals made communication with mem 
of the audit team especially difficult. 

(3) How was the internal audit valuable to your hospital? Despite lack 
of experience of the audit team, some administrative problems requiring cor- 
rective action were brought to attention. No doubt subsequent internal 
audits at this hospital will be more profitable. The staff now assigned this 
supervisory obligation are experienced, many are well informed in regard to 
the operation of psychiatric hospitals. ‘‘Feedback’’ from hospitals ream 
visited by internal audit teams assures that these management apprai 
have, for the most part, been conducted in an atmosphere of constructive 
criticism, directed to improving management effectiveness. wig 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? No. ‘ 

The hospital manager is program director of a study project having as_its 
purpose the development of a medical audit plan for psychiatric hospitals. 
research proposal is approved by the National Research Council and supported 
by grants from the National Institute of Mental Health (through Johns Hopkins 
University School of Hygiene and Public Health) and the Veterans’ Administra- 
tion. These funds were made available October 1, 1958, staff has been recruited 
and preliminary exploratory work has been initiated. We plan to first study 
“traditional” State mental hospitals. When valid research instruments and 
methods have been developed, our study will extend to other systems and types 
of psychiatric hospital care. 
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As presented in our application for a research grant, we believe that determina- 
tion of desirable guidelines for evaluating quality of care in mental hospitals 
will provide the medical staff an instrument to serve many purposes; i.e., (1) 
define deficiencies in treatment programs subject to improvement, (2) provide 
objective data to support the need for additional financial support, and (3) serve 
as a means of documenting results of psychiatric hospitalization. As minimum 
possibilities we hope the psychiatric audit will: 

I. Highlight significant differences between comparable psychiatric hospitals. 
These will serve as clues for special study so that each hospital becomes a potential 
research laboratory. We will have opportunity to compare: 

(a) Results of definitive treatment and psychiatric rehabilitation programs. 

(b) Develop realistic staffing patterns and redefine the role (function) of 
staff assisting in the treatment of the mentally ill. 

(c) Determine more explicitly the need and usefulness of psychiatric 
hospital facilities (space and equipment for various groups of mentally ill 
patients now hospitalized). 

II. Materially improve present treatment programs because— 

(a) Self-evaluation is a stimulus to improvement. 

(6) Worthwhile new ideas will be recognized and supported. 

(c) Conscious awareness of therapeutic failures will provide for better 
dynamic understanding and corrective measures. 

(d) Criteria for evaluating patient response to treatment will become more 
objective and thus “improvement” (and the rest of the vocabulary will be- 
come the same at all hospitals). 

(e) Critical areas needing education in the field of mental health and the 
development of community resources for the outpatient and general hospital 
treatment of the mentally ill will be pinpointed. 

III. Enable budgeting to be translated into treatment programing with greater 
effectiveness so that— 

(a) Maximum utilization will be made of funds available. 

(b) Psychiatric hospitals are more likely to receive comparable support 
from legislative bodies—no community will want its treatment programs to 
lag conspicuously behind that provided in other sections of the country. 

i etter define the specialized role of the psychiatric hospital administrator 
so that— 

(a) Skilled individuals may be encouraged to undertake this professional 
career. 

(b) The specialized functions of the administrator of a psychiatric hospital 
may be made explicit. 

(c) Education and training programs may be developed to prepare admin- 
istrators of psychiatric hospitals to make maximum utilization of these 
facilities in the restoration of health. — 

The project staff is firmly wedded to the conviction that joint sponsorship and 
support are essential in undertaking an exploration of this nebulous, highly 
controversial problem; it is also essential te acceptance and use of any evaluative 
instrument that may be developed. We are encouraged by your interest and feel 
eed to bring our work to your attention. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Supervisory visits of the area office staff have proven to be helpful 
in all areas. Their attitude is one of helpfulness and constructive criticism. 

(2) Of what value would you think these visits are to VACO? The super- 
visory visits of the area staff afford a means of keeping the VACO currently 
informed of field conditions and certainly appears to be of inestimable value. 

(3) Would less frequent visits be more useful? Existing scheduled visits 
appear to be well spaced. I would not recommend less frequency. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 

neficial to the hospital’s operation? No. In general directives, information 
and advice received through organizational channels have been helpful. When 
local situations required modification of procedural guices, there has been prompt 
alae tay of requests for necessary deviation to accomplish the hospital function 
required. 
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2. Is the management development program directed toward making good 
employees or good managers? The basic mission of our management develop- 


ment program is directed toward making good employees. 
X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1959 | (a) Replacement of elevator, building 9-H.._.............-.-..-....-.------------ $27, 911 
(6) Replace electric wiring system, building 17__..................-.-.------.---.-- 15, 500 
1960 8) Project No. 19-5140, alterations and additions, building 23................-.-- 251, 700 
6) Project No. 19-5152, sewage disposal plant or connection...................... 175, 000 
1961 | None scheduled. 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
{a) consideration: 
3. New therapeutic exercise clinic building ---.............-....--..----.----------- 705, 
(b) Not programed: 
3. Replace hardware in hospital buildings.._._._._..........-...-.----------------- 47,712 
4. Interconnecting corridors between 9-H and 23-H...-...-.....-.--...----.------- 15, 000 
5. Interconnecting corridors between remaining buildings. 185, 000 
6. Complete modernization, building 17-H--...............-..-.-.----------------- 300, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

1. Plant equipment and utility systems maintenance.__..__.__..........-.-.-.---..--.------ $138, 693 
Major items included in the above total: 

(a) Remove and replace both sidewalls of No. 1 and No. 2 boilers, building 17. - 10, 300 

(b) mee 10-inch water main—6-inch, 5-inch, and 3-inch branch lines, building 2, 800 

(d) Replace elevator gate, ward 14-H__..__._..__.-...-.-.-.-.-.-.-----------.--- 750 

(f) General maintenance of plants, equipment and utility systems-_......__..__-- 121, 023 

Major items included in the above total: 

(e) General building maintenance. 353, 733 

Major — Aen in the above total: 

(0) ee and relocating detention fence, wards 22-H and 24-H and repair- 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1. Repairs to roads, walks, curbs and parking lots...__..............-.-.-.--..---.---.----- $28, 400 
2. Replace floor covering in buildings 17-H, 19-H and 23-H-__.._._-_._._.------------------ 22, 600 
4, Replacement of underground steam condensate return and service lines....___..._._____- 21, 200 
6. Waterproof building 20-H, 39, 59, 101 and 102___.__-_..-_-..._-.-------2-2 ele 26, 765 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
4, Constructional changes to cafeteria line, building 17-H_-_-_....-...........--.-..-------- 40, 000 
5. Constructional changes and redecorating, patient’s dining room. 5, 000 
7. Install automatic controls from filter plant in pumping station._................-..----- 7, 500 
8. Install 8-inch water main service to building 4.__..........-...-...--------------------- 5, 000 
11. Rework electrical facilities in public health area_-_..-..........-........---.-----.------ 15, 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
1, Rewire and refixture garage, building $1, 900 
3. Repair roof, pumping station, building 20...............-...-..----.---------------------- 1, 000 
6. Repairs to parking lot, building 300 
7. Repairs to sections of perimeter fence crossing Mill Creek_..-............-----..----.---- 250 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Install battery operated lighting on emergency stairwells_................-.---.-.----.- $5, 000 
2. Replace elevators in buildings 24-H and 25-H___..............-..-.---...--------------- 50, 000 
3. Replace coal belt (6-ply, 32-ounce duck and rubber, 316-inch top cover, 116-inch pully 
cover, 34 inches wide by 170 feet long (powerhouse) ._-..........---------------------- 2, 000 
4. Install rack condenser tubes for boiler feed water heater (powerhouse). .___........---_. 1, 500 
5 — 3 — flow meters in powerhouse: (1—laundry, 1—village and utilities, 1—hos- P 
6. Install emergency generator set in filter plant (for pumping water from filter plant to 
7. Replace 2 boiler feed water pumps in powerhouse, electric driven. ._......-.--.--.------ 5, 000 
8. Install public address system (dietetic service).............---.----.-------------------- 1, 800 
9. Install 4 food waste disposal units in 17-H (new).........-.----------------------------- 1, 500 
10. Install washer—pot and pan (dietetic service) (new) -.....----------------------------- 6, 000 
ll. Exhaist fans (for shower rooms) (20) (new).....---..----.------------------------------ 4, 450 
12. Vertical roll steel door (entrance general supply warehouse) ........-..------------------ 3, 300 
15 Cooking kettles (1 trunnion type kettle) 40 gallons (3 standards kettles). _-__-__-______- 2, 200 
16 Conversion of smoke box to deep freeze (dietetic servies)...................-22---cesnnee 4, 500 
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Description Amount 
| 
19. Condensate pumps and receivers 2, 000 
23. Replacement of refrigeration system, building 17-H_.......-- 60, 000 
24. Install emergency generator sets for other —s areas 60, 000 
25. Install hospital staff remote control call system. 10, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Adequate primary fund allocation to employ; (a) skilled professional and 
technical personnel, as they become available for recruitment, to assure all hos- 
pitalized psychiatric patients a realistic opportunity for rehabilitation into the 
community; and (6) supporting clerical and housekeeping personnel to relieve 
professional staff of these functions, and assure maximum effective utilization of 
these ‘“‘all-too-searce”’ skills. (2) Completion of hospital modernization program, 
that is now in process as well as construction clanned but not programed, without 
undue delay. (3) Replacement of three patient care buildings (considered too ob- 
solete and deteriorated to remodel) not included in present modernization plans 
ri essential for the continued maintenance of our psychiatric treatment program, 

(4) Supplement present modernization of building 17—H (main kitchen and aye 
room) in order to provide adequate facilities for food preparation and service an 
justify the expenditure of funds now provided in the current modernization 
construction contract for this building. (The modernization survey at Perry 
Point was made approximately 10 years ago and conditions now are far different 
than those recorded at that time.) (5) Provide sufficient funds to implement a 
long-range replacement program of portable and fixed equipment. Adequate 
funds to replace equipment has not been available for the past several years. 
(6) The development of a plan to set up a “‘reserve”’ for the depreciation of equip- 
ment and facilities of VA hospitals is recommended, similar to that generally 
provided in solvent organizations with large capital investment and prudent 
management, 


BEDFORD, MASS. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Springs Road. 

City and State: Bedford, Mass. 

Type of services: Type of hospital, NP. 

Name, qualifications, and tenure of— 

(a) Manager: B. F. Jackson, M.D., diplomate, American Board of Psychiatry 
and Neurology, September 1, 1957. 

(b) Assistant manager: Arthur W. Harvey, fellow, ACHA, December 20, 1953. 

(c) Direetor, professional services: Ben S. Wells, M.D., diplomate, American 
Board of Psychiatry and Neurology, December 29, 1957. 
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II. Bed capacity and patientload 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): ; 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless 0: 
10, Average daily tientload for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
1955 | 1956 1957 1958 
14. Number of patients sent to trial visit during year__. 245 378 409 564 
15. Number of patients on trial-visit status as of Dec. 31- 194 184 177 228 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. With each passing 
year, our older patients develop more physical infirmities in addition to their 
mental condition. It is to be expected that the annual death rate will rise sharply 
during the coming years. By the same token, we may expect a somewhat 
lessened patient turnover which will be important in face of the increasing demand 
for psychiatric beds. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
Operating plan? None. 
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(6) During the past 12 months, how many TB beds (rated ela were con- 
verted to other than TB use? None, no TB beds at this hospital. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patiencs patients 
annus eres 206 12 


_3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? This is a neuropsychiatric hospital in which a majority of our patients are 
chronic and long term. Many factors operate to neutralize benefits from a 
regular length-of-stay committee. However, the ever present and increasing 
demand for NP beds keeps all of our service and division chiefs under pressure 
to create vacancies for new admissions. 

(6) What improvements have you made since your last report to this com- 
mittee? We expect more efficient and expeditious handling of admissions and 
releases in view of the fact that we now have a complete admission and treatment 
service located in a new building which was designed and constructed for these 
specific purposes. . 

(c) _Are there any identifiable administrative practices or licies that may 
contribute to increasing length of stay? (If so, describe.) Although we some- 
times do so, we are not supposed to discharge patients upon whom there has been 
no adjudicative actions regarding disposition of funds on deposit in the hospital. 
We have experienced more delays in definitive action upon some of these cases 
when requests have been referred for adjudicative procedure. 

(d) Are there an identifiable differences in the characteristics of atients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) As mentioned elsewhere, the 
advancing age of patients, the growing chronicity of psychiatric condition, the 
upsurge of medical and neurological conditions of these aging patients will, 
undoubtedly, result in longer average length of stay. ; 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospitel followup care, as needed, on an outpatient basis? This hospital is so 
situated that outpatient care for eligible patients is readily available in several 
nearby communities. We question the help which would result from establish- 
ment of a regular outpatient setup because, with the trial visit plan under which 
we operate, patients can report back to the hospital at anytime their condition 
warrants such. Further, we have an extensive and efficient social service followup 
which is quite effective since most of our patients come from this immediate 
geographic area. 

(b) What effect would such a program have on your cost of operation? No 
comments. 

5. What would you suggest to further reduce hospital stay without impairing 
care? We believe it has been demonstrated that NP patients on the ave 
respond in direct proportion to the amount of professional effort expended directly 
upon them. This again would point to the need for additional personnel qualifi 
in special medical fields, such as PMRS, nursing, psychology, etc. 

6. What is needed to improve turnover of patients? As mentioned on page 20, 
under pressing needs, we feel there would be a definite advantage to establishing 
installations for the reception of patients who need a modicum of supervision 
but who do not need the elaborate setup of a modern hospital for their continu 


care. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type cf care required Total connected 
Total In non-VA| Not yet 
hospitals |hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? None. 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions to this hospital are accomplished in accordance with established 
priority groups with the exception of applicants that require treatment on our 
medical and geriatric service. In many instances, these veterans must be by- 
passed due to the shortage of beds in these categories. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. Yes. Emergency admis- 
sions. Veterans classifying in priority groups higher than the veterans on our 
waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958; Total, 124; approved, 123; rejected, 1. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospita) patients.) 
“Hospital staff on duty Increase (+) or 
decrease (—) 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
1. 1, 031. 8 1, 042. 0 +10. 2 
2. Physicians, full- and part-time...............-..--.. 21.5 23.4 +19 
3. Physicians, residents and interns.______________.___- 4.0 0 —4.0 
4. Physicians, consultants and attendings__.___________ 3.2 2.6 —.6 
8. Therapists and technicians !________________.__-._-_- 35.0 36 0 +1.0 
10. Office of manager, personnel, and finance_......-___- 27.0 26.0 —1.0 
12, Other food-service employees aan 141.0 148 0 +7.0 
14. Engineering maintenance (excluding laundry) -.--_- 54.0 62 4 +8.4 
15. Engineering operations (excluding laundry) --------- 43.0 44.0 +1.0 
17.0 


'In physical medicine, dentistry, laboratory, X-ray. 


19, (a) Number of member employees as of January 12, 1959: 9. Annual wage 
(average) $795. 

(6) What is the value of this program to the member and to the hospital? 
The chief value of the member employee program to the member is that it affords 
him a status situation where he is partially rewarded financially for his work. 
He can make decisions as to how he spends his money and use his leisure time. 
When assistance is needed in his readjustment, therapeutic help is readily avail- 
able. The hospital has a program that bridges the gap between the hospital and 
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the community; so for the patient needing assistance, a program is available. It 
also makes all employees aware of the positive factors of the rehabilitation 
rogram. 
us 20. What was number of guards on duty December 31, 1958? 5. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 720. 
(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 30. 
(c) Average days of hospitalization of patients reported in (b): 804. 
22, Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service_- ---------- 25 28 125 
Average payment per consultant or attending ?__........_.__-. $1, 032 $1, 024 1 $963 
Total amount paid to all consultants and attendings ?___.____- $25, 810 $28, 675 1 $24, 080 


1 Estimate based on experience from July 1 to Dec. 31, 1958. 
2? Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time /| Consultants, 
attendings 
Nursing assistants 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Effect of research activities on patient care is indirect but the things we learn are 
adopted to improve care in the future. Research also stimulates professional 
enthusiasm. Educational program, affiliated students spend a good portion of 
their time working directly under supervision with the patient who benefits 
tremendously from their efforts. In this respect, these students supplement 
greatly the functions performed by regular full-time employees in their respective 
fields (example, social work, PMRS, and nursing). Furthermore, 
education a ase are a distinct stimulus to the intellectual betterment of 
regular staff. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
3. Grants from other sources administered through affiliated medical schools_ 76, 000 | ....----sesenatt 


| | 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days- 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) None. -Most insurance policies do not cover mental illness and we have 
found it is a waste of time and effort to attempt to recover in these cases. 

5 3 Is the addendum filled in before or after the oath of inability to pay is signed? 

efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? No, not 
in this NP type of hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


20 100 
32 100 
68 100 
100 100 
14 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load__...._..... 1,749 1, 756 1, 738 1, 721.0 1, 670.0 
(6) Full-time equivalent staff__._....._._. 1,078 1, 044 1, 035 1, 023.1 1, 031.4 
(e) | ee Serer ry $5, 130, 654 | $5, 485, 743 | $5, 535, 458 | $6,199,750 | $6, 498, 608 
3, 988,868 | 4,305,230 | 4,362,284 | 4,876, 829 5, 171, 512 
(f) Communiontions ...............--.... 13, 863 15, 062 14, 358 15, 022 16, 200 
(g) Utilities (gas, coal, water, etc.)-.....-. 164, 049 159, 159 176, 562 183, 336 195, 830 
614, 088 626, 193 630, 225 646, 136 627, 905 
(i) Drugs and medicines -._..-.-......-- 31, 342 46, 656 49, 435 81, 630 87, 941 
) Medical and dental supplies. --------- 99, 249 64, 139 90, 637 92, 017 110, 576 

) Asset acquisitions including equip- 

5, 942 26, 851 18, 131 65, 276 44, 417 

ok EE SS ee 213, 135 242, 254 193, 741 239, 304 a 
(m) Cost per discharged patient-_-___...... 8, 940 7, 426 8, 158 11, 022 11, 623 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. In order to maintain our medical 
standards, it has been necessary to curtail preventive maintenance, needed 
equipment, varieties of food, and Gacodataien . The addition of a few additional 
medical personnel would enable us to provide better supervision and minimize 
injuries, unauthorized absences, and provide better general care of our mental 
patients. Modern methods of treatment have caused more patients to be in need 
of more individual attention in various forms of specialized therapy. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? No effect at this 
hospital either way. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Btatistical figures 
are available based on cost accounting from VA hospitals. However, local 
situations vary so much that the reliability of these statistics for pu es of 
comparison is questionable. (2) No. (3) Because of individual differences 
in stations, we can offer no suggestions for improvement. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.02. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.10. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients at this hospital are classified in the NP group. In this group 
there are approximately 500 patients who have complications and are prescribed 
therapeutic diets. It is our opinion that the ration pattern for NP hospitals 
should be raised to the same level or nearer the level allowed for the general 
medical hospital. Although medical and surgical patients require more special 
food for therapeutic diets, NP patients are active, so require large quantities of 
food, It has . noted that the use of tranquilizing drugs has noticeably in- 
creased food consumption _ patient. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 14 nonhousekeeping rooms. f 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Little effect at this particular station. However, from experience we 
have noticed at isolated stations the availability of quarters becomes extremely 
important in recruitment. 

tt) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $30 million. 


SERSSRS Silas 


a 


02 
123 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 757 


8. What factors have operated to a the costs of hospital operation? 
Please explain the effect of these factors. ighty percent of our allotted funds 
are expended for salaries which have risen from daily average $14.69 in 1954 to 
$20.02 at present time. Further factors are the general rise in the prices of com- 
modities and in this respect we are always 1 year in arrears. Furthermore, the 
annual cost of drugs has gone from approximately $31,000 to $82,000 in the last 
5 years. This station uses approximately 10,000 tons of coal per year and fre- 
quent increases in coal and freight rates, as much as $0.25 per ton has had to be 
absorbed from primary fund allocation. During the past few years, legislation 
has required additional funds for uniform allowances, Federal life insurance, in- 
creased retirement increment, and other fringe benefits. Executive holidays of 
recent origin costs the hospital approximately $6,000 per day when they are 
granted. Advancing age of hospital population requires more intensified and 
costly medical care. The above are a few of the factors that contribute to 
increased hospital costs. 

9. What internal programs have you develo to engender cost consciousness 
at your station? ecentralized control of funds to using services, frequent 
budget discussions at general staff meetings. Fiscal officer or his assistant make 
periodic visits to services and divisions to discuss budget matters. Monthly 
manpower and utilization surveys so that each operating segment of hospital is 
surveyed at least once a year with each service or division chief. Discussions at 
budget council meetings held the third Thursday of each month with all division 
chiefs and chief dietitian present. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.027; per pound, $0.037. 
_1l. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None at this hospital. However, 
we do not consider it a sound concept, for example, four new buildings now under 
construction at this hospital are nonbed producing structures which will in no 
way be influenced by our average daily patient load, yet will add materially to 
overall cost of —— operation. For example, funds based on average daily 
atient ioad must be stretched to a maintenance, utility costs and house- 
coping for these additional areas for which we cannot use average daily patient- 
load to justify the additional funds to provide same. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? To maintain our allocated 
average daily patient load, it has been necessary for us to keep active 70 beds on 
building 4 which we had planned to vacate completely for remodeling. This 
necessitated the assignment of personnel who had been designated for our new 
admission and treatment building 78 which opened October 1, 1958, and as a 
result, this new building has been operated shorthanded since it opened. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? CBOC is a negligible factor at this 
hospital. The principle of trial visits is used in the majority of cases. The 
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CBOC program was originally initiated with approximately 35 patients but 
since it seemed to be ill suited to our local program, it subsided rapidly, mak- 
ing it impossible to estimate actual costs which, at any rate, were small. 
(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: See above. 
(2) Visits to hospitals by patients on CBOC status: 45. 
(3) Cost per visit. Same as 13(b)(1). 


IX. Miscellaneous 


1, The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Directives. Cite 
examples. Nursing service in central office has decentralized authority to make 
substitution for educational requirements in the case of registered nurses being 
considered for promotion. Determination of the policy of dietetic employees 
being required to take meals as part of their employment contract is now left to 
direction of management. There has been a liberalization of policy of local 
procurement of equipment without central office authority. 
ie (b) Has your hospital had an internal audit of its administrative operations? 

0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? Often times skilled outsiders can make val- 
uable recommendations in situations not apparent to completely competent 
intramural employees on a day-by-day basis. We would prefer a joint team 
due to the fact that many of our necessary procedures do not appear logical to 
people outside the Government service. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office? 
Area office supervising personnel are of particular value to this hospital by 
bringing to us during their visits the comparison of our operation with other 
stations in the area and extramural interpretation of central office policy. 

(2) Of what value would you think these visits are to VACO? Give 
central office an unbiased view of local operation. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not extensively, but one example of such 
recentralization is in DMS supplement, change 4, MP-5, part 1, December 1957, 
which centralizes many more positions than were centralized before. This works 
to the disadvantage of the hospital since local personnel division does the work of 
classification but experiences much delay in return of decision by central office. 

2. Is the management development program directed toward making good 
employees or good managers? At station level, we direct this program to making 
better employees. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Alterations to buildings 2 and $421, 000 
Alterations to boiler plant (bids to be opened Jan. 20, 1959)__....-...--.--.-----.- 110, 000 
1960 | Alterations to buildings 5, 6, and 10_.............___-_.-.-..-.-----------------.-- 220, 000 
1961 | Therapeutic exercise clinic 600, 000 
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Not programmed, or under consideration for fiscal year 1962: 


Description Amount 
Underground oil storage and oil 12, 000 
Emergency electrical systems in buildings not included in remodeling program_.-.---....-.-- 12, 000 
Enclosure over basement stairs, building 62 to eliminate hazard of falling snow----------.--- 3, 500 
Alterations to buildings 8, 0, 17, 62, amd 70... 101, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Sewage disposal plant repair and maintenance-.--..-.........-.--...--.-.---.--.------------- $3, 315 
Painting and waterproofing buildings 4, 5, and 6. 4, 513 
Water coolers, buildings 6 and 7 and snowplow... --.-...-..--.----------.------------------ 1, 395 
Plumbing replacement, building 12, completion. 1, 136 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Sewage disposal plant repairs and maintenance (P. & H.)_.-....-..--.-..----------.------- $2, 000 
Exterior and interior painting (P. & 8, 000 
Replacement of slate and stone stair treads, buildings 3, 8, and 62__..........-.-...------.- 4, 000 
Hot water tenk and piping replacement, buildings 12and18 _..-......--...-------------- 6, 000 
Replacement of plumbing fixtures, certain waterlines and installing ceramic tile wainscot in 
toilet sections of building 18 (P. & H. and 2, 500 
Completion conversion of hot water temperature control systems in patient occupied build- 
g, central of! ce letter Aug 21, 1958 ........_.-.-.- iteathdidaletininiaedhiinhcenheietelondaiabaipasnineeths 3, 500 
Laundry washer and extractor combination, 375 pounds capacity............--.------------ 12, 000 


2, Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal 
year Description Amount 
Pointing and waterproofing, buildings 2 and 4! - 1 
Exterior and interior painting. 
Roof and gutter repairs, buildings 8 and 9 ‘ 
Water cooler replacement 


Floor covering replacement, buildings 2 and 3 
Extend toilet stalls and add doors, building 70..........-. 


cast stone trim, buildings 61 and 
e 
Lock and door replacement, building 2 !_.._................-.-----.---.- 


Replace cold water mains, buildings 19 and 20._..................-.---.- 


Install heat reclaiming system with necessary piping, laundry b' 
Replacement for t -mounted sander and snowp) 


Resealing roads, topping parking lots and strips. -_......................-.------.. 
Pointing and waterproofing buildings 5, 6!.............-..-.---..--.-.----------- 


Exterior and interior painting. 
Water cooler replacement 

Floor covering replacement, buildings 4 and 12. 


Stair treads, buil 


walk replacement, Great Court area.......................----.----- 


Foundation planting replacement, building 17....................--..--. 
Replace acoustic material corridors, building 1-..................-.....--- 
Replace doors in 11-car 


Complete replacement of hot and cold water piping, kitchen fixtures, etc., in 4 
Replace hot and cold water lines and plumbing fixtures, beg me ere 
Power sprayer for window washing and tree work. _..............---..-- 


Sidewalks replacement, various areas.................--..--...-...------.--.-.-.- 
Replacement of locks, building 12, including door replacement ..................--. 

Replace hot water lines and tank, building 3...............-.......-.-------.----- 
Replace certain plumbing fixtures and lines, building 1_..............-..--.-..--. 
Provide new nm entrance doors, steps, etc., building 1.................-.--.- ba 
Replace steel windows in boilerhouse----......-............-.--.------------------ 


SEEPS pepe 


S 


if not sccomplished under modernisation program by contract for remodeling 


Norte.—Item 4 includes repairs to cast stone and cornices as well as repairs to brickwork. 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Drains in building 3, dishwashing rooms, can washing room, and milk refrigerator__....____ $1, 900 
Replace light fixtures throughout laundry and incidental wiring._.......................--- 1, 100 
Improvement to fire alarm register and coding system..-..................--.-------------- 600 
(c) Replacement and new fixed equipment costing over $1,000: 
Fiscal Description Amount 
year 
1960 | Shirt- ing unit, 2-operator type, 2 units.................... . $22, 200 
Laundry washer, extractor combination, 375-pound capacity... - 12, 000 
1961 | Laundry washer and extractor combination, 200-pound capacity. 10, 000 
Laundry washer and extractor combination, 100-pound capacity - om 


Replace 8-roll Troy F.W.I. with new 6-roll 120-inch modern unit 


at), 
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3. What, in your opinion, are the most pressing needs in your installation? 
(1) Additional personnel in engineering, housekeeping, and certain medical cate- 
gories. (2) Additional funds for deferred M. & R. and the implementation of 
adequate preventive maintenance. (3) Provisions for the better physical care of 
geriatric and semi-infirm patients; exampie, more ward dining units for men who 
can’t walk one-fourth to three-fourths of a mile to existing and proposed dining 
areas and wait in line. It is to be remembered more than 50 percent of our 
patients are 60 years of age or older. (4) Some type of installation for the care 
of the type of patient who needs some supervision but not active hospital care. 
(5) Standard ration allowance needs to be made more realistic with present cost 
of living. It is now financially impossible to feed our patients any of the choice 
cuts of meats, ete. (6) Establishment of closer cooperation between commercial 
architects central office design service and the station in establishing and carrying 
out eriteria for construction and modernization in older installations. We are 
finding that many unsatisfactory situations are arising in plans which might have 
been prevented had we been considered as full partners in the ultimate planning. 


BOSTON, MASS. 
I. General 


Name of hospital: Veterans’ Administration Hospital 

Street address: 150 South Huntington Avenue. 

City and State: Boston, Mass. 

Type of services: Type of hospital, G.M. & 8.; NP, yes; domicile, no; formal 
outpatient clinic, no. 

“Name, qualifications, and tenure of— 

(a) Manager: R. S. Metheny, M.D., Army Medical Corps, 1933-46; com- 
manding officer, Army hospital, 1945; director of professional services, November 
1946; manager, August 1949. 

(b) Assistant manager: J. V. Sheehan, Ph. B.; ACHA, assistant manager 
training; assistant manager, April 1954. 

(c) Director, professional services: J. H. Townsend, M.D., Army Medical 
Corps, January 1942—March 1946; ch. med. September 1951; director of profes- 
sional services, February 1956. 

(d) Director, professional services: H. 8. Talbot, M.D.; ch. spinal cord injury, 
August 1948—December 1958; director of professional services, December 1958. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
‘ otherwise specified) 


Total TB Neuro- | G.M. & 8. 


Psy- 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


3. 

Construction 


7 bed for cur- 
rent operat 

10. Average = patient load for 12 

months ending Dee. 31, 1380 269 


83427— 59——50 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, es 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospita) on Jan. 12, 1959, 
who were 55 years of age or older: 


maining (line 9)...........-- 86] 313 


389.0 |....--.- 30.0 75.0 204.0 
maining Jan. 10, 96 10.4 28.0 43.7 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1058 
14. Number of patients sent to trial visit during year. --. 56 38 33 %. 
15. Number of patients on trial-visit status as of Dec. 31_ 4 4 0 6 


16. (a) What is the number of patients discharged from your hospital duri 


Type of discharge 1956 1957 1958 
11, 671 11, 769 11, 735 


(b) If there arte trends in any of the components above, please. describe their 
significance and impact on the activities of your hospital: Inasmuch as there is 
a greater number of critically ill patients and of those with many complications, 
these cases require relatively more nursing care and professional attention and 
thus create a substantially increased workload on laboratory and X-ray facilities. 

17. (a2) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plant None. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


(Ul. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: ; 
(a) G.M. & S. hospitals: Average stay for G.M. & S. patients: 21 days. 
2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 


13. Patients in hospital on Jan. 10, 1957, 
w 5 vears Ider: 
| 
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patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 


| 


' 
' 


Retropabie... 
Perineal. 


SSRN YRAEE 


1 These nt 10 preoperative days before specific type of operation was decided. 
days prior to a decision to operate. 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? The length-of-stay committee meets frequently to review individual 
records to find areas where improvement can be achieved and to recommend such 
changes in procedure as are indicated. Special studies on specific disease cate- 

ies are conducted so that objective comparisons can be made of length of stay. 
Ward physicians, daily reviews, clinical progress of each patient with super- 
visory medical staff to insure early dis¢harge consistent with welfare of patient. 
Social work service is used freely in advance discharge planning. 

(b) What improvements have you made since your last report to this commit- 
tee? We have instituted a review of each patient episode of hospitalization in 
excess of 90 days. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Under present VA 
policy, certain patients, | sagbyatcarht Bas in the older age group who have reached 
maximum hospital benefit cannot be discharged from hospital until it can be as- 
sured that they have an adequate place to stay. However, any other policy 
would be a distinct violation of humanitarian principles. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) The aging of the veteran popula- 
tion will significantly affect length of stay in future years because the illnesses of 
the aged are usually more complicated and severe. A possible relative decline 
in the economie status of patients would contribute to obstruction to early dis- 
charge of certain groups of patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? At the present, 
this has been done to a minimum degree through the CBOC program, and has 
resulted in shorter length of stay in a gerat number of cases. The provisions of 
full posthospital followup care on an outpatient basis would materially reduce 
length of stay in many instances. 

(b) What effect would such a program have on your cost of operation? The 
cost for an outpatient program for the same number of patients would be admin- 
istratively more economical. However, the increased patient load which would 
be served under this program would raise the overall cost to the hospital, but we 
would be furnishing a more complete service to a much larger number of veterans. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Actions recommended in 4(a) and 4(b) would be of material advantage. 


The most important single feature would be the establishment of procedures to 
permit a more complete diagnostic work up A pie to admission. 


patients? See 4(a), 4(b), and 5. 


6. What is needed to improve turnover 


Subtotal gastrectomy for duodenal ulcer 
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IV. Waiting lists 


1. Number of eligible applicants not 7 hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total j|Innon-VA/ Not yet 

hospitals |hospitalized 

1, Total applicants 142 0 142 


PR patients are scheduled for admission subsequent to January 12, 

3. What system do you. use for scheduling admissions from the waiting list? 
Patients are scheduled according to priority preference, as outlined in VA Circular 
18 (1958), with the exception of emergencies. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 34. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Medical emergencies are given top 
priority. Applicants for admission to services for which there is no waiting list 
are admitted directly. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 8,990; approved, 6,196; rejected, 2,794. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital Ailes ty 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

1. Total 1, 684.7 1, 621. 5 —63.2 

2. Physicians, full- and part-time. 75.5 62.5 —13.0 

3. Physicians, residents and interns 47.5 52.6 +5.1 

4. Physicians, consultants and attendings.............. 18.9 17.9 -1L0 

8. Therapists and technicians 103.0 107.0 +4.0 

10. Office of manager, personnel, and 41.0 41:0 
12. Other food-service employees._............-.-.---.-- 199. 5. 189. 5 —10.0 
14. Engineering maintenance (excluding laundry) ------- 90.0 83.0 -7.0 
15. Engineering operations (excluding laundry) -.-.....- 47.0 45.0 —2.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. te 

(b) What is the value of this program to the member and to the hospital? 
This program, allowing — to continue under active therapy while perform- 
ing useful work under close supervision, is an important “halfway house’’ in the 


rehabilitation of patients with serious mental illness. This hospital had an 
active program in fiscal year 1957. The necessity of reducing staff for budgetary 
limitation prevented the continuation of the member program. We feel it is an 
essential program which we would immediately reinstitute if additional funds 
were made available. 
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20. What was number of guards on duty December 31, 1958? 9. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
rogram: None. 

. (b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. ’ 

24, For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959! 

Number of different persons who provided service---..-..-.---- 202 202 181 
Average payment # gos consultant or attending ?__.........-.--- $1, 413 $1, 325 $765 
Total amount paid to all consultants and attendings ?__._----- $152, 940 $141, 362 $71, 424 

16 months, 

3 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Cc Full time Part time | Consultants, 
attendings 
Food service workers, nurse » 
Medical record librarian, social > 
Psychologists, medical technicians 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
First and foremost, they facilitate the recruitment for key staff Borage physi- 
cians with excellent training and high professional standing. ese individuals 
set the standards for patient care within the hospital. Secondly, the presence of 
residents and students and physical facilities for formalized research provides 
intellectual stimulus to keep up high standards. Various practical examples 
could be given as to how good patient care, teaching and research complement 
each other. The oncology (cancer) clinic is one such. It is directed by a con- 
sultant of national reputation in his field. It is attended by the entire surgical 
full-time staff, several attending surgeons, all the surgical residents and medical 
students currently assigned for third or fourth-year work. Perhaps 8 or 10 patients 
are presented and discussed at each meeting. Patients benefit by the best advice 
available in the community; staff and students benefit by the teaching process, 
and the records of the patients seen and later followed for the basis for analyzin 
the results of present methods of treatment. This is research. All hospita 
clinics and clinical services are conducted along similar lines. 

3. Amout of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
1, VA $342, 132 493 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered t h affiliated medical schools. 4 SE 
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VII, Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General sad 
and ne 
7 All Tuher- | Psychi- | With insurance! 
Without 
Entitle- | Entitle- | insurance 
ment ex-/| ment 
hausted | not ex- 
(6) “treatment of a serviece-connected 
‘or treatment of a non-service-con- 
(1) Patient has com ble serv- 
In hospital more than 30 days. 4 43 


t Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 7. 

(6) Number of patients in (2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) On workmen’s compensation cases, the registrar’s office immediately 
contacts the insurance company requesting something in writing stating that they 
will assume full liability and cost of hospital treatment. Then, we take steps to 
discharge patient into the care of a physician and transfer to a private hospital. 
In billing procedure, the all-inclusive room and board station rate is used now 
except when insurance company asks for a complete listing of services rendered. 
Collection methods, as outlined in VA Technical Bulletins 10-306, 10-424, and 
10-434 are closely followed. Estimated cost of operation for the collection program 
for calendar year 1958 was $6,500. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year year 


1957 
$484, 567 $516, 205 
Amount Wile’... 118, 809 98, 850 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to cental office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? one. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans are advised of esti- 
mated cost in community hospital, including surgery, in all cases before given the 
opportunity to sign oath. 

se In oer opinion are there abuses of non-service-connected care? We are not 
aware of any clear-cut cases of abuse. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War e Service Nonservice Total 
connected connected 
Spanish-American War --...---.--.---------------------------- 0 100 100 
28 72 100 


VIII. Costs 


1. What were your net costs for hospital eare after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load__.........-. 1,072.0 1,972.0 1, 084.0 1,077.0 1,080 
) Full-time equivalent staff............- 1, 679. 6 1,659.7 1, 654. 6 1, 614.4 1, 636 
{c) 2 $3, 696, 036 | $9,115,495 | $9,173,965 | $9,979,130 } $10, 448, 746 
OF 7,027,179 | 7,473,685 | 7,558,112 | 8,302,426 8, 759, 351 
21, 693 19, 210 4, 664 14, 241 15, 283 
(f) Communiecations-.--.......--..-.--.- 42, 423 42, 590 44, 442 45, 224 45, 428 
He Utilities (gas, coal, water, etc.) ......-- 259, 390 254, 800 251, 472 261, 860 286, 876 
435, 895 422, O84 424, 256 434, 258 442, 899 
(i) Drugs and medicines. -__-........-.- 231, 462 221, 580 233, 719 252, 909 245, 355 
(j) Medical and dental supplies--...._... 225, 347 289, 656 299, 287 315, 326 301, 956 

(k) Asset acquisitions including equip- 
77, 272 72, 350 31, 976 38, 992 24, 554 
375, 375 319, 240 316, 037 313, 894 326, 044 
{m) Cost per discharged patient........._- 605 746 726 794 840 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Ineluding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? If “acceptable” is defined as “equal to 
that in the best civilian hospitals,’ the answer is “‘no,” and the reason is that 
during recent years, while the best civilian hospitals have found it necessary to 
make substantial increases in their personnel to give their patients the benefit of 
recent advances in diagnoses and treatment, VA hospitals generally, and this 
hospital among them, have been forced by budgetary considerations to move in 
the opposite direction and reduce personnel, including professional personnel, 
directly concerned with patient care. Similarly, this hospital has not been able 
to replace equipment which has reached its life expectancy or to purchase new 
and improved medical equipment which is required to meet the ever-changing 
MnpROvAR medical and surgical techniques. 

. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? From the experience of 
this hospital, the allotment of funds on an average daily patient load basis has 
not affected patient length of stay. 

,.4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? This hospital 
receives several journals in the field of hospital management which contain tables 
and charts concerning bed occupancy and per diem cost trends in civilian hospitals. 
Central office has also furnished detailed analyses of comparative costs in all VA 
hospitals and centers. Through membership in the Boston Hospital Council, we 
also receive data concerning data and related material in local civilian hospitals. 
Central office has also furnished comparative analyses of per diem costs and 
personnel/patient ratios in VA hospitals and select civilian hospitals including 
two in the city of Boston with whom we are closely associated. 
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It is difficult to accurately compare the statistics of civilian hospitals with VA 
hospitals for the following reasons: (a) The obligation of the VA to its patients 
is considerably broader than that of civilian hospitals. (b) Prehospitalization 
and posthospitalization are limited in VA hospitals as compared to similar pro- 
grams in civilian hospitals. (c) The VA hospital costs include services of physi- 
cians and other professional personnel which are not included in civilian hospital 
costs. (d) Cost of dental, X-ray, laboratory, and other services, are included in 
VA hospital costs and are excluded from those of civilian hospitals. (e) Travel 
to and from VA hospitals and burial benefits are part of VA hospital costs, but 
not part of civilian hospital costs. We believe that improvement in standards of 
comparison with other hospitals can be achieved only by finding more suitable 
denominators with which to measure costs and services rendered. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.02. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.26. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Psychotic patients are allowed basic rations. A 10-percent increase for 
medical and surgical, which covers the cost of modified diets. A 30-percent 
ncrease is allowed for spinal cord injury patients who require a high caloric, high 
iprotein content in their diets. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 9 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The quarters at the Boston division are adequate and enhance the recruit- 
ment of physicians, nurses and key staff officials. e situation at West Roxbury 
is just the a because of the substandard facilities (quonset huts) that are 
available. his has made recruitment extremely difficult. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Quarters at the Boston division are adequate. 

The West Roxbury division urgently needs permanent living quarters with 
approximately a 20-room nurses’ quarters and at least two sets of housekeeping 
quarters for key staff members. The hospital is located on the outskirts of Boston 
and there is a scarcity of rooms and houses for rent. There is also a transporta- 
tion problem because of poor connections available when using public transporta- 
tion. The construction of permanent quarters would greatly aid the recruitment 
program, particularly for nurses. These quarters would have a direct bearing on 
patient care with nurses and key staff members available on the grounds. Many 
times during winter storms, adequate care of patients has been maintained only 
with great effort since there were few extra staff personnel available on the reserva- 
tion and those living away had great difficulty getting there. The construction 
of quarters would insure that more trained personnel would be available in times 
of emergency. 

(d) Could cost of such quarters be a lucrative investment? We feel the cost 
of such quarters would be a profitable rather than lucrative investment money- 
wise. In regard to patient care and administrative efficiency, we feel it would 
a lucrative investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $27 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increase in age of the building and 
equipment; increased cost of supplies; increase in wages; new expensive drugs; 
new and improved scientific equipment; improved and more complicated medical 
and surgical techniques; open ward approach in treatment of patients in b pchieet 
atry; rapid turnover policy; followup of hospital care program; increased demand 
for beds; increased age of patients; research programs. 

9. What internal programs have you developed to engender cost consciousness 
at ee station? Decentralization of station funds to chiefs of operating divisions 
and services and their participation in the work up of the distribution of the 
— fund allocation. Issues of rams ee cost data of similar hospitals. 

ynamic approach to systematic revue of operations is carried out to insure that 


ever-changing demands are fully evaluated and proper emphasis placed on 
priority objectives. 
10. Laundry service: 
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(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number potions 


8.2 1, 082 
6.2 1, 082 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0405; per pound, $0.0541. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0506; per pound, $0.0676. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? From the experience of this hospital, 
we do not believe the average daily patient load concept has any import on these 
matters. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? The number of operating beds would not be 
effected, but funds specifically allocated for the CBOC program would relieve 
present deficiencies in various areas of hospital operation where the large CBOC 
program has resulted in increased workloads. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $86,896. 
(2) Visits to hospitals by patients on CBOC status: 20,080. 
(3) Cost per visit: $4.33. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? o. By what methods? Cite examples: 
Decentralization of authority to manager has remained fairly static during the 
past 2 years. I feel that manager have been given the necessary authority to 
their mission. 

y. (b) Has ‘your hospital had an internal audit of its administrative operations? 
es, 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Internal audit was made at the West Roxbury division. The 
team was well trained and well accepted by the hospital staff. We feel the 
team made an effective contribution to the development of our administra- 
tive oh gga and did not seem concerned with compliance with central office 
minutiae. 

(3) How was the internal audit valuable to your hospital? By bringing 
the experience of other VA hospitals to our attention. y providing a con- 
centrated and objective review of our administrative program leading to 
increased efficiency of operation. 
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(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. All controversial items were amicably 
discussed and meeting of minds realized on all recommendations. 

(c) If a fair by ypwes mee medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It is difficult to predict the benefits, if any, that 
would result. There would be no objection to submit to a trial of such an audit, 
Since there are many factors that might not be understood by an exclusively 
non-VA group and since a VA group might not have an objective a view as others, 
then perhaps a joint team would be best. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The supervisory visits of the area office staff have been valuable to 
the hospital staff. The periodic evaluation of program effectiveness, sug- 

tion of new approaches to procedures or techniques provides the stimulation 
‘for self-improvement of the hospital staff. The accessibility of the area 
wg toed consultation on difficult problems has been of material advantage to 

e hospital. 

(2) what value would you think these visits are to VACO? The ares 
staff, through its comprehensive evaluation of programs, can provide central 
office with valuable insight into operating problems, achievements or 
deficiencies of the hospital. 

(3) Would less frequent visits be more useful? The frequency of area 
office visits is not the problem. The inadequate staff to carry out super- 
visory visits prohibits them from doing a comprehensive survey in many 
administrative areas. We would prefer longer visits at the same frequency. 
now in effect. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority . 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward makin 
employees or good managers? irected primarily to employees with the end 
result of developing good supervisory personnel at all levels. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? . 


Fiscal Description Amount 
year 
1959 | Animal laboratory, West Roxbury division. $116, 490 
1960 | Enclose paraplegic ramp, West Roxbury- - _..- 8, 000 
Addition to main Roaiial building, research, West Roxbury division.............| 540, 000 
1961 | Nurses home and staff quarters, West Roxbury division (estimated) __............ _ 350, 000 
Emergency electrical generators, Boston division___... 50, 000 
Construction of laundry loading dock, Boston division. - 8, 700 
Platform scales for coal and ashes, Boston division. 6, 000 
Giass-enclosed vestibule in lobby, Boston division foe 7, 500 


Not programed, or under consideration for fiscal year 1962: Research addition, 
south wing main hospital building, West Roxbury division; animal laboratory, 
Boston division. 


1 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Amount 


West Roxbury division: 
Overhaul zone heating controls. 


Overhaul air-conditioning control. - - 


Replace 6-foot section ash-handling line - -.- 


Clean transformer oil__.....- 


Replace machine bearings, elevators Nos. 4 and 5.. 


Slate work on roofs _...........- 


Erect partition, 5th floor nurses station. 


Linoleum replacement - 


Gate and leaf valves for ash handling line_- 


Bosten division: 


Replacement of casings on coal-handling equipment at boiler plant 
Cleaning of ventilating systems in main building No. 1-- 


Undereutting mica and commutators for passenger and freight elevators and adjusting 
of floor-leveling devices ......................- 


Lining interior of cold-water storage tanks (4 each) - 
Replacement of hoist ropes on elevators - 


NN 
sg 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description. 


Amount 


West Roxbury division: 
Conductive flooring for operating room suite -. . 


Waterproofing and tuckpointing exterior walls - 
Replace floor cover 


Repair boiler plant chimney - - 


Resurface canteen loading area_... 


Replace ammonia refrigeration plant with a Freon system ___ 


Remodel darkroom section of X-ray department --._. 


Purchase ice-flaking machine. 


Remodel ward utilities rooms. - 


Boston division: 


Glazing and waterproofing exterior of main belting. = 

Repairs to deep wells outside main building bases which have settled and split, causing 
large cracks to appear along building lines where moisture can enter..............--.- 

Repairs to exterior brickwork of main building_-...........- 


Repairs to cracked terrazza floors in main lobby and operating room section...........- | 


BepR 
38 


(2) Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 


in question 1b above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description 


Amoun' 


West Roxbury division: 
Replace sections of street light cable. 
Exterior painting, main hospital buildings 
Boston division: 
Seal roadways and parking lots. 
Waterproof and tuckpoint exterior areas of buildings 1, 2, 4, 7, as required 
Exterior painting of window lintels, building No. 1-- 
Repaint exterior of buildings 7, 8, 9, 10, and 12_............----------------------------- 
Repairs to exterior brickwork on main building No. 1..-._-.------.--------------------- 
Maintenance of landscaping for grounds areas-----_--..-.-.----------------------------- 
Repairs to and pointing of boiler plant chimney-.--.--......---------------------------- 
Conductive flooring for operating room suite corridors....-.-...------------------------ 


SSSSEs 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Erect smoke barriers on 3d, 4th, and 5th floors. .........--.----- 
Boston division: 

Installation of new 

Install door between agent cashier’s office and fiscal office._..............--.--.----.---- 

Installation of partitions in basement corridor in B wing to prevent drafts and cold air 

Enclose alcove waiting room area at D1-168 for office space__.........-....-----------.- 

Install paint-stripping shop at station garage area........-...--.----------------------- 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


West Roxbury division: 
Replace dish machine, main kitchen. . 
Boston division: 
Replacement of dishwashing machine at patients’ dining room-_-_.......-.-.-- 
Replacement of electric mixer for dietetic department - - - 
Replacement of compressed air system at the boiler plant. -. 
Replacement of developing tanks at X-ray department_- anew 
Fixed equipment, new: 
Installation of electric door operators for station otis besca 
Installation of automatic controls, electrical, for au ves at operating suite and central 


S858 


~ 


4 


3. What, in your opinion, are the most pressing needs in your installation? 
West Roxbury division: 
1. Conductive flooring for the operating suite. 
2. Replace ammonia refrigeration plant with a Freon system. 
3. Reline boiler furnaces. 
4, Replace dish machine in main kitchen. 
Boston division: 
1. Installation of emergency electrical generators necessary for operation of 
hospital facilities during disasters and other emergencies. 
2. Construction of a glass-enclosed vestibule inside main entrance of hos- 
pital (heated) to prevent cold air and drafts from entering hospital. 
3. Construction of enclosed loading dock at station laundry. 
4. Installation of conductive flooring for corridors at operating room suite. 
5. Replace diswashing machine at patients’ dining room area. 
6. Replacigg steel casings on coal-handling equipment at the boiler plant. 
7 Glaakngfand waterproofing exterior of main building. 
8. Lining interior of cold-water tanks (4 each). 
9. Repairs to exterior brickwork of building No. 1. 
10. Repairs to deep wells outside main building. 


West Roxbury division: 

300 
600 
200 
300 
600 
200 
500 
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BROCKTON, MASS. 
= I, General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: Belmont Street. 
City and State: Brockton, Mass. 


500 
300 Type of services: Type of hospital, NP and TB. 
00 Name, qualifications, and tenure of— 
- (a) Manager: Peter A. Peffer, M.D., August 16, 1953. 
200 (b) Assistant manager: Joseph L. Lawler, September 23, 1956. 
300 (c) Director, professional services: Aaron 8. Mason, M.D., August 16, 1953. 
“4 II. Bed capacity and patient load 
500 
oa Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless Pet 
otherwise specified) Domiciles 
wad Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
00 
1. Rated bed oss | 162 826 
00 Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
4 7 Type of bed not required for cur- 
rent operating plan less of 
9. Patients 957 | 187 800 |. 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_.-...- 935 156 779 ond * 
AGE OF PATIENTS 
of 12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
3- (6) Percent of total patients re- 
maining (line 9). ............ 25 53 
’ 13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
e. 203 121 |.. 
(b) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year... 240 399 314 313 
15, Number of patients on trial-visit status as of Dec. 31. 175 250 176 199 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 448 673 780 
Irregular discharg 31 19 
384 624 724 


. (b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. An increasingl 
greater number of patients are discharged CBOC and return to the hospiial 
at regular intervals on our NBO program. This dilutes the amount of time the 

fessional staff are able to give our inpatients. 

17. (@) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
4 None. 

uring the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. . orn 


III. Length of stay 


1. Length of stay: Avetnes stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 


Length of time since admission Number of | Percent of 

patients patients 
Total 957 100.0 
Less than 1 year 379 40.0 
1 year and less than 2 129 13.0 
2 years and less than 5 374 39.0 
5 years and less than 10. 75 8.0 

10 years over 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Continuous review of patient’s level of adjustment and his readiness for 
discharge planning. Monthly comparison is made of patient turnover from the 
various buildings. Frequent s meetings to discover methods of further 
reducing length of stay. 

(b) What improvements have you made since your last report to this com- 
mittee? Research studies have disclosed to us the inpatients who have been 
hospitalized here the longest period of time. Concentrated efforts are being 
made with this group toward rehabilitation, preparation for community living, 
and extramural placement. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Occasional patients 
cannot ? released from the hospital until their institutional award has been 
removed. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (Ifso, describe.) The increasing age of our inpatient 
population as well as our admissions is a factor in length of stay which will become 
of increasingly greater importance during the next two decades. The geriatric 
mentally ill patient more often requires transition programs into the eommunity 
and more extensive use of half-way houses or foster home programs. To finalize 
this type of disposition planning requires much time on the part of the hospital 
staff and effects length of stay. The disposition of the elderly non-service- 
connected veteran who requires a foster home arrangement for community 
— and has no funds available is a knotty problem which prolongs length 
of stay. i 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Very little in 
view of the NBO program. To be able to provide posthospital followup care as 
needed would prevent some relapses and lower the number of readmissions. 


| | 
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(b) What effect would such a program have on your cost of operation? Certain 
increase in cost of operation. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Additional staff working solely on the discharge planning phase of patient 
care. 

6. What is needed to improve turnover of patients? To improve turnover of 
patients, trained psychiatrists are needed for medical leadership, guidance, and 
direction. At this hospital during the past several years, it has become increas- 
ingly difficult to reeruit an adequate psychiatric x 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 
hospitals hospitalized 
1. Tota] applicants: 90 80 10 


‘. Hee many patients are scheduled for admission subsequent to January 12, 
19 

3. What system do you use for scheduling admissions from the waiting list? 
Based on the priorities established in VA Circular 18, dated September 8, 1958, 
and in turn those on the waiting list longest according to these priorities, 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 15. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Only those service- 
connected patients who apply directly provided there are no service-connected 
patients on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 411; approved, 378; rejected, 33. 


V. Hospital staff 
opors full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) or 

decrease (—) 
from 1956 
Dec. 31, 1956 | Dec, 31, 1958 to 1958 

1, 1,007.1 988. 0 —19,1 

2. Physicians, full- and part-time. 24.1 21.3 —2.8 

3. Physicians, residents and interns. 0 

4,. Physicians, consultants and 40 3.0 

8. Therapists and technicians 52.5 50.6 —2.5 

10 ce of manager, personnel, and finance. __----_---- 26.0 27.0 +1.0 

12, Other food-service 118.0 0 —12.0 

14. Engineering maintenance (excluding laundry) ------- 45.0 47.0 +20 

15, Engineering operations (excluding laundry) _......-. 48.0 30.5 ~17.5 

17.0 | 16. 0 —1.0 

180. 1 | 28. 1 +280 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: 38. Annual 
(average): $764. 

(6) What is the value of this program to the member and to the hospital? This 
program is valuable because it helps condition the member-employee to commu- 
nity work standards in a realistic job framework. It is a tremendous source of 
motivation and security to the member to make a good social and work adjust- 
ment on the program and secure a job in the community. The fact that member 
employees leave as employees and not as patients is of inestimable value in ma 
ways. This program is of value to the hospital because (1) it rehabilitates the 
hard-core group of patients who need this bridging experience, (2) the success 
of member-employees in industry brings favorable public relations to the hospital 
and the VA, and (3) it saves money for the Government by turning a tax-supported 
patient into a taxpaying citizen. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: 558. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 177. 

(c) Average days of hospitalization of patients reported in (6): 451. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service---._-------- 38 40 40 
Average payment consultant or attending !___............ $1, 048 $991 $990 
Total amount paid to all consultants and attendings !_._____-- $39, 810 $39, 655 $39, 748 
0 186 200 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Educational activities promote professional growth which results in improved 
patient care. Many of our research projects involve therapeutic programs for 
patients and it has been our experience that even if the hypothesis behind the 
proses’ is not proven, out patients benefit from the additional interest generated. 

urthermore, there is a ‘‘spread effect’’ so that personnel caring for the ‘“‘control”’ 
patients give them more intensive care from which the patient benefits, An 
example whereby a research effort has resulted in improved patient care is a urine 
excretion test for phenothiazine drugs, discovered through our research program. 
This test pan us to rapidly detect which patients do not take their medicine 
either while in the hospital or while at home, on pass, or on the NBO program. 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient-care program by the 
piesenee of (1) research and (2) training programs such as medical, paramedical, or 

ospital administrative trainees? 
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3. Amount of funds available in fiscal year 1958: 


For education. 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools - 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance. 
ment ex- ment 
not ex- 
hausted 
(6) For treatment of a service-connected 


(c) For treatment of a non-service-con- 


(1) Patient has com ble serv- 

3) In hospital more than 30 days -- 


! Any form of prepayment insurance. 


Nore.—If a patient ree care for a non-service-connected Coy mes be reported in more than one- 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None, 

3. What action do you take do collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year- 
1958. FL-10-98; initial bill; supplementary billing (cost calendar year 1958, 
$72.66) ; registrar. 

. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


1957 1958 
1, 681. 50 1, 866. 00 


an Is the addendum filled in before or after the oath of inability to pay is signed? 
r. 


6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? No. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
serviees (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load._-_..._.__- 714.0 900. 0 935.0 935.0 935.0 
Full-time equivalent 930.8 1,050.8 1,073.6 | 11,1233 11,1209 
$4, 182, 094 | $5, 136,431 | $6,402,044 | $6,293,455 | $6, 652,774 
3, 152,830 | 4,185,764 | 4,308,575 | 5,304,855 5, 747, 387 
Oye 31 , 006 864 
areas Tel TS, 15, 259 17,018 18, 250 18, 325 16, 904 
Utilities (gas, coal, water, ete.) .......- 123, 322 143, 154, 063 144, 129 139, 982 
Ed icenenenduhoasccccang 271, 629 339, 669 353, 321 357, 986 355, 836 
Drugs and medicines___-_._- cnnginnna 35, 071 65, 975 99, 362 128, 701 124, 409 
Medical and dental supplies__......__- 30, 666 61, 622 65, 116 60, 589 58, 679 

Asset acquisitions including equip- 
218, 916 69, 953 63, 675 41, 152 14, 619 
212 253, 074 248, 676 742 194, 144 
(m) Cost per discharged patient. ..._...... 1,310 2, 528 3, 766 6, 066 6, 781 


! This figure includes all psychology trainees in area 1 and specific stations in New Jersey. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost, 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily Ogi load 
increase or decrease the patient’s length of stay? How or why? o. It is our 
aim to return our patients to their communities as quickly as possible through the 
full utilization of all of our facilities. Of course, any drastic reduction in funds 
might make it necessary to curtail or reduce some of our programs, thus delaying 
completion of treatment and increasing length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. With 
other VA NP hospitals. These comparisons are generally adequate if considera- 
tion is given to variables such as type of construction, wage rates, availability of 
personnel, acreage spread of buildings and other factors. Cost analyses are 
constantly referred to staffs and every effort made to instill cost consciousness. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.996. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1,467. 

(c) if all your petients are not on the same ration, what differences are there? 
Why? The basic ration pattern is followed for psychiatric patients. General 
medical and surgicai patients are allowed 10 percent more and TB patients are 
allowed 30 percent more of the protein milk and vegetable groups. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None. 


13188 | 


47, 


387 
864 
904 
39, 932 
836 
409 
679 
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(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Because of our location with respect to the city of Brockton and sur- 
rounding area and the greater Brocktan area existence or laek of quarters has had 
little, if any, effect on staffing. 

(c) What additional quarters do you believe would add quality or stability to 
vour staff? None, except we believe arrangement of five housekeeping quarters 
jin one building is poor. We feel the manager should have his quarters in a sepa- 
rate building. 

(d) Could cost of such quarters be a lucrative investment? Do not believe so 
unless adequate maintenance were neglected. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The following factors inereased the 
cost of ~~ operation: 

1. Wage-rate increases. 

2. Ten percent pay increase to G.S. and D.M..& 8. employees effective 
January 12, 1958. 

3. Increased use and cost of drugs used in treatment of NP patients. The 
results of the use of these drugs also opened up other areas of treatment which 
further added to cost. 

4. Increased cost of all other supplies, materials, serviees, and equipment 
in line with the general rise in the cost of living. 

9. What internal programs have you developed to engender cost consciousness 
at your station? 

1. Program of allocating operating funds other than salaries to division 
and service chiefs with the responsibility for establishing prescribed controls 
in order that no deficiencies will oecur. 

2. Distribution of cost analyses to aid division and services in their opera- 
tions. 

3. Briefing at monthly staff meetings of our operating costs and reviewing 
costs of other stations for comparisons. 

4. Studies of vacancies as they arise regarding the need for replacements. 

5. Restrictions on filling positions until the cost of terminal leave pay- 
ments to former encumbants has been liquidated. 

6. Management review of operations. 

10. Laundry service: 

(a) waoe was the utilization of laundry per patient per day during calendar 
year 195 


Total Number 
number patient-day 


1, 774, 530 5 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs eppiceive to Federal laun- 

dries, excluding memorandum accounts: Per piece, $0.023; per pound, $0.03. 

_11. What import does the average daily patient load concept of financing hos- 

pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
nevdling hospitalisation. one. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $13,278. 
(2) Visits to hospitals by patients on CBOC status: 1,268. 
(3) Cost per visit: $10.47. 
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1X. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been more- 
increased than diminished? Increased. By what methods? Cite examples. 
Present budget operations; decentralization of budget. 

(b) Has your hospital had an internal audit of its administrative operations? 

es. ‘ 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? We believe the team which visited us were primarily interested in 
good administration in line with central office directives. 

(3) How was the internal audit valuable to your hospital? In bringing to. 
our attention areas of weakness; also we were able to benefit by their experi- 
ences at other stations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. The team which visisted us was very 
considerate and helpful. Each recommendation was discussed. Where we 
did not concur our nonconcurrence was fairly repesiert: 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? It would assist us in improving medical care. We 
believe it could best be done by an adequately staffed area medical office. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Of considerable help. This staff points out our weaknesses, offers 
suggestions, and recommendations for improvements and endeavors to 
be helpful wherever possible. 

(2) Of what value would you think these visits are to VACO? Advises 
central office of quality of service provided. Advises central office of em- 
ployees capable of greater responsibility. Advises central office of need for 
changes in procedures. 

(3) Would less frequent visits be more useful? We do not feel we have 
been burdened in this respect. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? We do not believe there has been any great 
recentralization. 

2. Is the management development program directed toward making good 
employees or good managers? Both. e look upon the program as a-‘means of 
improving supervision and also increasing the abilities of employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? one. 

Not programed, or under consideration for fiscal year 1962: Alterations of 
roof garden, building No. 3, ward 3—5—C; extension to warehouse section, build- 
ing No. 20; continued treatment building; infirmary building. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Maintenance and re : 
Elevators, firefighting services, swimming pool, etc.....................---------------- 17, 000 
Buildings (carpentry, painting, plumbing, electric, ete.)..............--....------------ 17, 469 
Special-use equipment (radio, 35 mm. projection, autoclave sterilizers) _ ............--.. 2, 027 
Deferred maintenance and repair items, seprered by central office for which funds are ex- 
pected 4th quarter 1959 or Ist quarter 1960: 
Replacement for operating room air conditioner condenser_..............-.-.----------- 4, 200 
Weatherstrip exterior doors 3, 000 
Tuckpoint building No. 60- of 4, 800 
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2. Future plans: In the following three categories, list all items for which there 
-will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 
1960 | Boiler shins $3, 000 
1960 | Elevators, firefighting, swimming pool, 
3 000 


The above are estimates of our normal maintenance costs allowances being 
made for increased maintenance caused by the station and equipment being 7 to 


8 years of age. 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Fiscal Description Amount 
year 
1960 | Laying concrete floors and vapor barriers in craw] spaces and basement areas. ; 
is a long-term project (10 years) to cost about $2,000 per = 
1960 | Improvement of ventilating systems in ward dayrooms. A 5-year project, about ' 
1960 | Installing safety stair treads to be done on progressive basis. 5 years about $2,000 ' 
1960 | Removal of grassed island front of boiler plant. A traffic hazard____..........-.. 1, 500 ' 
3 1960 | Laying drainage tile and installing blacktop rear of incinerator to remove mosquito ot 
1960 | Removal of grassed area, rear, building No. 3__.............---.--_-.---___------- 2, 000 
1960 | Extension of road from rear of boiler plant to rear entrance building No. 51, pro- i 
1960 | Drainage gutter along overhead walk. Blacktop with leaders to catch basins to 
stop hydrostatic pressure against tunnel walls... 1, 900 
1960: | Widening of road entrance to building No. 22 from building No. 7 to allow 2-way 
1960 | Modification of heating lobby, building No. 3, lobby now greatly underradiated__ 600 { 
. 1960 | Installation of drainage boots for expansion joints in connecting corridors ($50 per | 
joint; 150 joints; 4-year project; $2,000 per year.) _- * 2, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
Fiscal Description Amount 
year 
1960 | Automatic switch gear for emergency electric generator, building No. 45_......--- $4, 000 
: 1961 | Automatic switch gear for emergency electric generator, building No. 3.....------ 3, 000 
1960 | Circulating pump, swimming pool.................---.--------------------------- 1, 100 
1960 | Washing machines for female wards, 3 at $500...................--.-------------- 1, 000 
3. What, in your opinion, are the most pressing needs in your installation? 
teplacement of automotive equipment; Lawn-mowing equipment; total elimina- 
, tion of condensation problem; and additional psychiatrists whom we have been 
) unable to recruit. 
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NORTHAMPTON, MASS. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Berkshire Trail. 

City and State: Northampton, Mass. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 

Name, qualifications, and tenure of— 

(a) Manager: John D. McCullough, M.D., June 2, 1957. 

8 Assistant manager: Norman D. Lavoie, November 21, 1954. 

e) Director, professional services: Frederick 8S. Ranno, M.D., July 14, 1957 


II. Bed capacity and patient load 


| Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M,. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use ew 
6. one not recruitable: Beds re- 
rent operating plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: ° 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during year_-. 170 219 143 133 
15. Number of patients on trial-visit status as of Dec. 31- 116 131 89 86 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The program has 
remained fairly constant over the years. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 845.5 days. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 
3 years lees then 177 16 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
We have a hospital stay committee, the function of which is to analyze procedures 
to insure that patients are not kept in the hospital through any administrative 
procedures past the date when they could be discharged MHB. In addition, 
we also have a screening team consisting of a psychiatrist, psychologist, social 
worker and PMRS representative. This team on a continuing basis visits all 
wards, checks records and interviews likely patients for discharge. 

(6) Whst improvements have you made since your last report to this com- 
mittee? Since our last report, our waiting list has been cut in half to 50-odd. 
This, of course, represents a higher discharge rate resulting in a greater number 
of admissions. 

(c) Are there any indentificable administrative practices or policies that ma 
contribute to increasing length of stay? (If so, describe.) We feel that throug 
the stay committee we have eliminated any administrative bottlenecks. 

(d) Are there any identifiable differences in the characteristics of patients or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We are getting an increased 
population of geriatric patients which increases the length of stay. The tran- 
quilizing drugs have worked exceedingly well in decreasing the length of say in 
younger patients. We feel that these two type compensate for each other. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We believe that 
patient stay would be materially reduced if posthospital care, including medi¢a- 
tion, could be afforded waidirvles-cetnaaiek patients. A provision would have 
to be made that regional office clinics could furnish the care and medication be- 
= most cases the patients home is nearer an outpatient clinic than the 

ospital. 

(6) What effect would such a program have on your cost of operation? It 
would have no effect on the cost of our operation as far as the followup is con- 
cerned but might materially raise the pharmacy cost in outpatient clinics. It. 


would indirectly oncern the total cost of operation because of the increased 
turnover rate. 


, 
| 
| 
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5. What would you suggest to further reduce hospital stay without impairing 
care? The addition of sufficient professional and ancillary personnel to implement 
push programs. More research to determine the elements needed for spanning 
the gap between hospitalization and the community. Establishment of way 
house and community houses. 

6. What is needed to improve turnover of patients? Same as 5 above. 


IV. Waiting lists 


1. Number of eligible applicants wl ee hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total jInnon-VA| Not yet 
hospitals |hospitalized 
1, Total applicants: NP_.........-..-...-- 0 0 59 51 8 


ha many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
According to VA policy on priorities. 

4. In addition to the persons reported in reply to questions 1 and 2 above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the an- 
swer is “Yes,” please describe the circumstances. Yes, when the patient cannot 
be safely transported to a State hospital. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 80; approved, 70; rejected, 10. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 


Hospital staff on duty Increase (+-) or 

decrease (— 

from 1956 

Dec. 31, 1956 | Dee. 31, 1958 to 1958 

‘2. Physicians, full- and part-time.................-.--- 11.0 13.0 +2.0 
4. Physicians, consultants and 3.1 BA 
2 3.1 4.1 +1.0 
8. Therapists and technicians !__.._...................- 25.0 22.0 —3.0 
10. Office of manager, personnel, and finance... __-__-._- 21.0 22.0 +1.0 

14, Engineering maintenance (excluding laundry) -_------ 53.1 44.0 —9.1 
15. Engineering operations (excluding laundry) - 32.1 28.0 
16: Louse g 16.0 15.0 -1.0 
17. Special services. 15.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959; 7. Annual 
(average) $736. 

(6) What is the value of this program to the member and to the hospital? 
This program is one of the most vital and long-sought bridges between hospital 
and community adjustment. The member-employee establishes a work pattern 
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and work conditioning process and work record for reference purposes. It 
facilitates job and social adjustment. He lives and works in the hospital com- 
munity just as any other employee living on the station. It increases morale of 
hospital patients as they see former patients doing a full day’s work. He has his 
freedom after work hours to go where he wishes and he spends his money as he 
wishes. The member-employee feels more like a human being and is accepted 
as he works along with other employees. His family is pleased that he is read- 
justing to job life. Through the stresses of working it helps to increase his work 
tolerance. The hospital’s main goal of rehabilitation is aided in this program 
through the media of resocialization and reconditioning the patient to returning 
to his civilian environment as a member in his community. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 427. 

(6) Number of patients discharged during past 3 months who were given: 
industrial therapy: 58. 

(c) Average days of hospitalization of patients reported in .(b): 728. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 4. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service--........-- 20 21 21 
Average payment per consultant or attending !_............_- 2, 457 2, 150 2, 126- 
Total amount ‘wie to all consultants and attendings !...__..._ 49, 148 45, 148 44, 638- 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 
Nurses » 4 None | None. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research programs add to fundamental knowledge of the factors involved in 
mental illness and mental health. Research of this kind is an ongoing, long-term 
endeavor, but the results of such research programs are essential for further 
progress in patient care procedures. Education programs keep the staff abreast 
of current knowledge concerning many aspects of patient care in the neuro- 
psychiatric hospital. These programs provide our staff an excellent opportunity 
to become acquainted with each other’s particular problems and disciplines. 
bi provides the basis for a well-oriented and smoothly functioning patient care 
unit. 


3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
A $50, 183. 68 


1.V 
2. Gifts and donations deposited in general post fund 
3. Grants from other through affiliated medical schools. 0 


| 
| 
| 
| 
| 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


All Tuber- Py - | With insurance ! 
Eligibility category patients | culosis ric 


Without 
insurance 


(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has com ble serv- 


! Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
ood 1958.) If a patient is covered by any form of hospitalization insurance, we 

ill the company. Estimated cost of collection program to hospital during 
calendar year, $25. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


A t billed J $3, 469 $880 


at Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the spaneper of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. ' 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


General medical and surgical 
| and neurological 
i 
Entitle- | Entitle- | 
ment ex-| ment 
hausted | not ex- 
hausted 
| | | 
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1. What were your net costs for hos 
services (including 84-8 accounts)? 


VIII. Costs 


pital care after adjustments for common 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient load... 1,065.0} 1,066.0} 1,069.0} 1,067.0 1, 065.0 
Full-equivalent 677.9 "687. 3 674.8 661. 2 670.9 
ro) | a. Set $3, 340, 787 | $3, 563, 440 | $3,611,169 | $3,926,259 | $4, 178, 526 
Salaries of staff ?...........-...-------- 2, 653,825 | 2,878,900 | 2, 908, 3, 182,654 | 3, 439, 145 
¢) Patient travel_....-..........--..-...- 344 341 314 140 256 
Communications... 6, 895 7,1 7,071 7,702 8, 596 
Utilities (gas, coal, water, etc.) 112,265 | 114,142} 120, 551 118, 482 121, 984 
367,115 | 354,662] 349,208 | 362, 108 376, 115 
Drugs and medicines__._..-.-..-.-...- 38, 182 45, 886 40, 209 44, 304 46, 314 
) Medical and denta) supplies. --..___.. 22, 085 41, 309 44, 005 45, 450 47, 359 

$ Asset acquisitions including equip- ; 
31, 451 25, 495 433 60, 125 29, 892 
108, 625 101,686 | 295 108, 865 
(m) Cost per discharged patient........... 7,015 8,045 6, 579 7, 758 9, 029 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is sufficient to 
support better than minimal standards of good medical care but not enough to 
support optimal medical programs. 

e Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? oO. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes; we compare 
with other Veterans’ Administration hospitals, civilian hospitals and American 
Psychiatric Association statistics. Central office analyses are used as guides since 
no two hospitals have the same problems. During visitations by central office 
- — office personnel and at managers’ conferences comparisons are discussed 
at length. 

5. (a) What is the averag raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.9218. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.842. 

(ec) If all your patients are not on the same ration, what differences are there? 
Why? All on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 4 housekeeping, 14 nonhousekeeping. The four housekeeping quarters 
vacant are quonset huts. These are scheduled for demolition in May 1960. As 
they become vacant they are not being rerented. Cost of rehabilitation too high. 

(6) How important are these quarters in maintaining staff and/or for reeruit- 
ment? They have assisted in recruitment. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None needed. 

(d) Could cost of such quarters be a lucrative investment? No, 

7. What, in your opinion, is the capital value of this installation (all buildings) 

on a replacement cost? $18 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Increased salaries through legislation 
and wage board action. (2) Charging Government’s share (6% percent) of retire- 
ment to VA appropriation. (3) Extensive use of tranquilizing drugs and resultant 
greater demand fcr professional and ancillary services. (4) Inereased cost of 
supplies and services. 

9. What internal programs have you developed to engender cost conseionsness 
at your station? (1) Better decentralized budget control to operating officials. 
(2) Separate cost studies on an as-needed basis. (3) Cost comparison with other 
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Government or civilian hospitals. (4) Emphasis on incentive awards, work 
simplification and training in general. ' 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


Pieces. . 2, 904, 557 7.3 
Pounds... 2, 196, 034 5.5 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CON TR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the parece of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.031; per pound, $0.041. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

atient load so funds would not be withdrawn? ‘The relation of operating beds 

average daily patient load is a measure of service to eligible veterans in need 

of hospitalization and medical care. If you cut the former, you decrease the 
service to eligible veterans. 

13. (a) If CBOC program could be ase | identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Not applicable at this hospital because of 
size of CBOC program. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $667. 
(2) Visits to hospitals by patients on CBOC status: 72. 
(3) Cost per visit: $9.26. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples. 
There has been a progressive increase in decentralization of operational authority 
from central office to station management. Directives from central office are 
being rewritten to portray broad policies thus leaving details to stations. The 
budget now under a primary fund allotment system permits management to 
reallocate funds to meet local needs; supply has removed many items from the 
controlled item list and personnel management has been broadened to permit 
increased flexibility in establishing local staffi atterns. 

(c) If a fair professional medical audit coul devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? This hospital has been reviewed by the Joint Com- 
mission on Accreditation (non-VA), area office and central office specialists and 
by ourselves through the systematic review program. We feel this is adequate. 
Any further review, if indicated, should come from Veterans’ Administration 
central office. 

(d) The area medical director’s office is regarded as part of the Central Office? 

(1) How helpful to the hospital are supervisory visits of the area office staff? 


r 
Area office visitations have proved to = refreshing and stimulating and 4 
source of many operating techniques. 
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(2) Of what value would you think these visits are to VACO? Probably 
act as a liaison in bringing central office up-to-date pictures of total hospital 
operations. 

P°3) Would less frequent visits be more useful? Our area office does not 
make excessive visits. 

(e) Have directives, circulars, manuals, ets., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to our knowledge. 

2. Is the management development program directed toward making good 
employees or good managers? At this station we slant our management-develop- 
ment program to improvement of on-the-job performance. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? Fiscal year 1959: Construction of chapel building, 
$175,000. 

Not programed, or under consideration for fiscal year 1962: Modernize all 
wards and tunnels; two new elevators in building No. 1; therapeutic exercise clinic 
building and pool; engineering shop building; additional water storage; halfway 
house. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Labor | Material 

Partial renovation and painting: 
Replacement electrical fixtures administrative area. 2, 500 
Replacement of locks throughout station. 2, 000 
Replacement of garage doors on staff quarters_............-...--.--------.-+---------. 664 600 
Renovation and painting, ward 7 (estimated) -_..........-...-..----..---------------- 12, 000 5,000 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1, Exterior painting buildings Nos. 1, 6, 11, 12, 20, 25, 21, 22, 23, and covered walks_-..--..-- $45, 000 
2. Replacement of steam and return lines, buildings 2and 3... 20, 000 
5. Replacement of cracked and stained urinals throughout all ward buildings_.____-----_--- 12, 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiseal year 1961. (Exclude items listed in 
question 1 (b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1. Replacement of 4 exterior doors and frames, building No. 1...--.....--.--.....--.------- $5, 000 
2. Replacement of floor tile in food service area of canteen. . - esol 1,200 
3. Replacement of floor tile in ward buildings. -.--._.--......--..-----..----..---------+..--- 5,000 

4. Redistribute loads on electrical main distribution lines (change building No. 5 from No. 
5. Renovation and painting of interior, buildings No. 6 and No, 8__..........-....-.--...- 6, 000 
6. Refinishing of bowling alleys and of approach flooring. 2, 000 
7. Rewiring occupational therapy, building No, 1..........-...-.s-----------..----------- 1,000 
9. Glass replacement, boiler plant and ward buildings............- 4, 000 
10. Replacement of mirrors in ward toilets... 1, 000 
1l, Rewiring covered walk for more adequate electrical service. 2,000 
(6) Minor betterments costing less than $2,000, excluding equipment: 

Description Amount 
1, Toilets adjacent to covered walks (2 required at $2,000 each). ._.........---.---..--.-.--- $4, 000 
2. Hard surface on parking lots between wards 6 and 8... _............----.----.-------..-- 850 
3. Conversion of butter and walk-in refrigerator to walk-in (contract)... 1, 500 
4. Patients’ toilet on Ist floor, building No. 11 (recreation tk Sa 1,900 
5. Hard surface on parking lot at laundry. SUS erawEPENEEUNEWETSBEEseeecueL 1, 700 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 

1. Phe ent of coils and controls on hot water generators to maintain 120 degree water at" 3 
000 
3. Refrigeration equipment for walk-in deep freeze, building 5_--...._~- 1, 900 
4. 12-inch jointer to replrce 2 stand-mounted 4-and 6-inch jointers now in carpenter shop... 1, 500 
5. Replacement and addition to ward Cx kitchen exhaust system -_- 2, 000 
6. New exhaust sys‘em for wards B and D, building No. 1, $2 000 each____.___--_.---------| 4, 000 
7. Ventilation for ward 6 showers and toilets-- 2,000 


_3. What in your opinion, are the most pressing needs in your installation? 
This station, built in 1924, has two pressing needs: (1) To bring the physical 
plant up to present-day acceptable standards; (2) increase the professional and 
ancillary service in an effort to effectuate the rehabilitation of more hospitalized 
veterans. 


RUTLAND HEIGHTS, MASS. 
I. General 


Name of hospital: VA Hospital, Rutland Heights, Mass, 

Street address: Maple Avenue. 

City and State: Rutland, Mass. 

Type of services: Type of hospital, TB; G.M. & S, yes; domicile, no; formal 
outpatient clinic, no. 

Name, qualifications, and tenure at this station of— 

(a) Manager: William J. Lyons, AB, Ph. G.—ACHA; a year. 

(b) Assistant manager: Francis A. Morris, qualified by USCSC, 5 years. 

(c) Director, professional services: James E. Kairans, M.D., 13 years. 


q 
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II. Bed capacity and patientload 


Hospitals— of bed or patient 
Item (as of J 12, 
Total | TB Per, Neuro- | G.M, & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 

6. Staff not recruitable: Beds 

7. Type of bed not required for cur- 

rent operating plan regardless of 

10. Average daily patient load for 12 A 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
18. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


Percent of total patients re- 

USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit d year... 
15. Se of patients on trial-visit status as of Dec. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_ (b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. ith fewer TB appli- 
cants, more general medical requests and more geriatric cases, there has Seen 
demonstrated a need for conversion of some TB beds to G.M. & S. beds. 

17. (a2) What is the number of TB beds (rated capacity) which were unavailable 
> : January 12, 1959, because they were not required for fiscal year 1959 operating 
one. 
(6) During the past 12 months, how many TB beds (rated capacity) were 
converted TB use? None. ” 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

3. (a) What system of control do you have to insure a minimum stay in hospital? 
‘The case of every patient in the hospital is presented before the therapy confer- 
ence board at scheduled intervals. At that time the medical staff is polled as to 
continuing treatment or discharge of the patient, but in any event is discussed 
at least every 3 months and oftener if indicated. 

(6) What improvements have ie made since your last report to this committee? 
(See explanation made in 3(a) above.) 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) It has been noted that there are 
increasing numbers of patients in the older age group. These geriatric cases do 
not recover as quickly as younger patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? If able to provide 
posthospital care by followup it would in certain cases cut down the length of 
stay of some TB cases, which comprise 75 percent of patientload. 

(b) What effect would such a program have on your cost of operation? A 
minimum increase of $50,000 per year would be needed to initiate this program. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions. 

6. What is needed to improve turnover of patients? Can think of nothing to 
improve turnover of type of patients hospitalized at this hospital. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
| January 12, 1959, and not yet scheduled for admission and not VA patients: 
None. 

2. Rec many patients are scheduled for admission subsequent to January 12, 
1959? 10. 

3. What system do you use for scheduling admissions from the waiting list? 
The priority system prescribed by VA Circular 18, dated September 8, 1958, is 
used to schedule admissions. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to oe on January 12, 1959, who were 
potential admissions? 31, all of whom were CBOC cases. 


5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘“‘Yes,’’ please deseribe the circumstances: Yes; when beds are available 
patiénts, when declared eligible, are admitted immediately. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 410; approved, 365; rejected, 45. 
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V. Hospital staff 
Cegart full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
1 570. 4 532.0 —38.4 
2. Physicians, full- and part-time__.............-..-.-. 16.7 14.6 —21 
3. Physicians, residents and +.5 
4. Physicians, consultants and attendings.............. 1,7 1.6 -.1 
8. Therapists and technicians -.......... 31.0 23.0 —8.0 
10. Office of manager, personnel, and finance Z 19.0 18.0 —1.0 
12. Other food-service employees-__---_.........----.--.-- 113.4 105.0 —8.4 
14. Engineering maintenance (excluding laundry) -....-- 27.0 30.0 +3.0 
15. Engineering operations (excluding laundry). 45.9 35.0 —10.9 
11.0 9.0 —2,0 


1 In physical medicine, dentistry, laboratory, X-ray. 


20. What was number of guards on duty December 31, 1958? 7. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 10. 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 3. 

(c) Average days of hospitalization of patients reported in (6): 367. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
19 20 20 
50 50 50 
22, 175 22, 935 26, 000 
0 0 


! Exclusive of travel. 


33427 O—59——52 
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794 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education programs furnish continuous stimulation to the medical 
staff which reflects itself in improved patient care throughout the hospital. The 
affiliating students in the basic collegiate program are assigned to selected patients 
thus providing comprehensive nursing care to more patients than can be planned 
for when the students are not available for service. These students contribute 
to the patient education program, stimulate the patients and the nursing staff, 
and assist us in recruiting nurses for this station. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and - 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post fund. _____._....___.-----.-]--------------]------------.- 
3. Grants from other sources administered through affiliated medical schools - -|_.........-..-|_-------...--- 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
all Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex-. 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-connec- 
(1) Patient has compensable serv- 
(2) Inreceipt of VA pension. ..___- 7 4 
(3) In hospital more than 30 


' Any form of prepayment insurance. 


NoteE.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 


] 
] 
f 
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3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) No changes in collection procedure have taken place since January 1957. 
If a reply is not received within 60 days of the original billing, a followup collec- 
tion letter is released. If no reply is received within the next 30 days another 
followup collection letter is submitted. After an additional 30 days if no reply 
is received, the entire file is assembled and forwarded to the chief attorney, 
regional office, for action. Estimated cost, 1958, $225. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar vear 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & 8. care required before oath is signed? Review by eligibility clerk and 
follow-up by registrar if and when needed. 

In your opinion are there abuses of non-service-connected care? Not from 
the experiences of the staff at this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(@) Average daily patient load__._.....__- 550.0 547.0 520. 0 517.0 470.0 
(6) Full-time equivalent staff__.........._- 578. 5 572.1 574. 5 563. 4 532.8 
(c) $2, 873, 459 | $3,003, 222 | $3,010,861 | $3,313,074 | $3, 306, 222 
(@) Salaries of staff 2, 302, 668 | 2,446,798 | 2,453,251 | 2,722,950 | 2, 737,726 
V4 (SS See 2, 642 2, 645 1, 470 1, 512 1, 608 
(fy Communications......._..._.___._____ 9, 425 9, 685 9, 765 10, 004 10, 304 
(9) Utilities (gas, coal, water, ete.)... .___- 88, 800 91, 471 95, 197 92, 974 95, 494 
276, 924 268, 236 250, 157 257, 480 240, 614 
(i) Drugs and medicines.................- 79, 861 52, 082 55, 858 68, 7. 64, 788 

(i) Medical and dental supplies.........._|.....----.-- 52, 386 50, 852 56, 813 . 

(k) Asset acquisitions including equip- 

WON 51, 816 31, 028 37, 873 65, 333 39, 745 
61, 323 48, 891 56, 438 37, 272 61, 340 
(m) Cost per discharged patient. _.._..___- 4, 108 3, 844 3, 814 4, 351 4, 762 


: Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 

acceptable standard of mide 3g care? Yes. Additional funds if provided would 

eae employment of new physicians, nurses, ward secretaries. Due to age of 
ospital, maintenance demands are ever increasing. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? 0. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We do have ade- 
quate comparative standards with other VA hospitals and the standards are 
appropriate. It is very difficult to estimate any improvements due to the physical 
layout of various hospitals of comparable size. This has been discussed with 
officials on many occasions. 

. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.196. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.423. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All our patients are on the same ration. They are on selective menus. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 23 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? This hospital is practically isolated. The nearest satisfactory food 
market is approximately 13 milesaway. Transportation is inadequate. Quarters 
are a decided factor in maintaining staff and for recruitment. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Minimum of three new duplexes. 

(d) Could cost of such quarters be a lucrative investment? Present duplexes 
approximately 35 years old. Apartments approximately 25 years old. Both 
types rented practically 100 percent of the time. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Age of buildings. Increased cost of 
materials and labor. Being forced to absorb unforseen expenses such as boiler- 
inspection fees, increase in burial allowance, upgrading positions, special mainte- 
nance, i.e., heating boiler plant. 

9. What internal programs have you developed to engender cost consciousness 
at your station? 


. Allotment of operating funds to divisions and services. 

. Frequent discussions and review with personnel on planned utilization. 

. Lecture by fiscal officer to physicians and key operating personnel on budget, 
fund control, trends, future plans, and replacement of equipment, ete. 

. Audit by fiscal of cost center records. 

. Continuous stress of cost consciousness. 


as, Whe 


10. Laundry service: 
(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


Pieces 1, 674, 972 9.4 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) . 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.05; per pound, $0.067. 


et, 
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Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.058; per pound, $0.078. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing ag to maintain an average daily 

atient load so funds would not be withdrawn? It is questionable if any could 
be closed. Our needs are being met with our present number of 540 operating 
beds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None at this hospital. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $4,050. 
(2) Visits to hospitals by patients on CBOC status: 202. 
(3) Cost per visit: $20.05. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. None. 

(b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A more complete definition of professional medical 
audit is needed before this question can be intelligently answered. The term is 
not familiar to our staff. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits by representatives of the area medical director are informative 
and assist by constructive suggestions to management. Area representatives 
visit 25 or more hospitals observing good and bad points in each and from 
their observations advise other stations. Area medical office assists in 
recruiting and strengthening staff. 

(2) Of what value would you think these visits are to VACO? This 
hospital feels that an answer to this question would be purely conjectural. 
We have nothing on which to base an intelligent response. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? 

Question 1. Not to any great extent. 

Question 2. Since question 1 is answered negatively, a negative response to this 
question follows. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program improves 
employee performance. However, when training has been completed some 
become discouraged when advancement opportunities are not 
available. 

X. Capital improvements 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1959 | Air conditioning, operating room, project 20-5167... .........---..---------------- $60, 375 
1960 | None 


! Unknown. 
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1961 | New canteen building, project 
S, Patients’ cafeteria, remodel ward kitchens, project 
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Not programed, or under consideration for fiscal year 1962. 


Description Amount 
Being developed for submission and completion in 1962: 


XI. Maintenance 


1, (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Replace exterior doors 661 
Install vacuum 183 
Improve theater ventilation _. 325 
Maintenance electrical system 2, 000 
Maintenance heating system 2, 500 
Maintenance plumbing system 1,750 
Convert feed water pump. 822 
Repair roof ventilators, building No. 20 282 

(6) In addition, list those items deferred due to lack of funds which in your 


opinion will result in further deterioration of property because of such deferral: 


one. 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 
question 1(b) above.) 


(Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1960: 

6, 000 

Floor replacement 7, 9383 
Temperature control of hot water 3, 500 
Install emergency generator, building No. 44 2, 350 
Sprinkler system, subsistence storeroom and warehouse 3, 000 
Renew steam line and return on water sto’ 2, 500 
Modernize electrical system in hospital bui 1,000 

Total 59, 753 


= 


«x 
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Description Amount 
1961: 

Replacement water tank, building No. 5. ........--.--.----.---+-----+---+---2s---2s.- $1, 400 
Repair special use equipment... 1, 600 

Painting: 
Modernize electrical system, hospital buildings.....................-.--.-..--.-----.-.- 1,000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 

1960: 
Lighted exit signs, various buildings. . 1,700 
Canopies over front entrances, quarters (9 units) _............-...-.-..----.--------.-.. 450 

(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 

1960: 
Replacement steam table, employees’ cafeteria....................-..----------------. $3, 500 
5 household ranges, 7 refrigerators. 2, 700 
Steam table and refrigerator, building No. 21---..-......-.-..---------------------..-- 2, 000 
Vacuum condensate pump, building No. 20..-..-.....-..-...-.---.---.-----.---------- 850 

1961: 
Replace autoclaves, central service and laboratory ....................--..-.......----.- 9, 500 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Modernization of all buildings; (2) canteen; (3) Chapel. 
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ANN ARBOR, MICH. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 2215 Fuller Road. 

City and State: Ann Arbor, Mich. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Bis mo Paul M. Ireland, M.D., 3 years 4 months tenure. 

(b) Assistant manager: R. 8. Via; 18 months specialized on-the-job training 
for position of assistant manager; 3 months tenure. 

(c) Director, professional services: Paul M. Ireland, M.D. (acting) 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of 5, 12, 1959, unless 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


bed 486 35 119 36 
Beds not in in use (unavailable): 
6. taff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
Patients 353 30 60 37 
10. Average daily patient ted for 12 
months ending Dec. 31, 343 28 49 34 


11. Why is staff unavailable with reference to line 6? Lack of available qual- 
ified professional personnel. 


Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 


chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(b) Percent of total patients re- 

maining (line 9) 41 4 1 5 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(0) Percent of total patients re- 
maining Jan. 10, 1957_______- 34 33 |...... 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 | 1958 
14. Number of patients sent to trial visit during year_. 6 9 27 8 
15. Number of patients on trial-visit status as of Dec. 31. 0 2 5 1 


| 


| 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
67 102 72 
3, 356 3, 190 3, 447 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 34 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple-treated conditions): 


Average 
Cases of 
Stay 
Subtotal gastrectomy for duodenal ulcer.......................-....--.-2--++ 5 27 
Prostatectomy: 

bunt aie 1 9 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Constant supervision by chiefs of service and director of professional 
services. Emphasis on planning for patient discharge to avoid unnecessary 
administrative delays. 

(b) What improvements have you made since your last report to this commit- 
tee? No change. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) We have noticed during the past 
year an increase in severity of illness of patients coming into this hospital. 

4. (a) What would be the effect on length of stay if you were able to provide 
nehoanitny followup care, as needed, on an outpatient basis? Very little 
effect, if any. 

(6) What effect would such a program have on your cost of operation? Ap- 
proximately $54,000 under our present CBOC program. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Provision for thorough preentrance examination on an outpatient basis. 

6. What is needed to improve turnover of patients? This will be very difficult 
due to increasing age of the veteran population, extension of infirmary facilities in 
domiciliary homes. 
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IV. Waiting lists 


1. Number of eligible applicants not 7% hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals |hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? Six veterans. 

3. What system do you use for scheduling admissions from the waiting list? 
Medical priority and date placed on waiting list. 

4. In addition to the persons reported in reply to question 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? Approximataly 50. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,’”’ please describe the circumstances: Yes; emergency admissions. 

6. Number of applications for admission from July | through December 31, 
1958: Total, 3,190; approved, 1,780; rejected, 1,410. 


V. Hospital staff 
yg full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time. 29.3 14.9 —14.4 
3. Physicians, residents and interns.__................. 14.5 17.0 +2.5 
4. Physicians, consultants and attendings...........____ 6.1 42 —-19 
8. Therapists and technicians !_-...................... 31.5 22.0 —9.5 
10. Office of manager, personnel, and finance_......._._. 19.0 17.0 —2.0 
12, Other food-service employees_.............-.--.-.--- 72.0 66.0 —6.0 
14. Ergineering maintenance (excluding laundry) 39.0 20.0 —19.0 
15. Engineering operations (excluding laundry) -.._._-.- 10.0 28.0 +18.0 


‘ In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients edb in (6): None. 

22. Number of patients in day hospitalization: None. 


23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


of 
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Total (fiscal years) 
From July 1 through June 30 
z 1957 1958 1959 
Number of different persons who provided service... ........- 84 74 75 
Average payment per consultant or attending !__._........... 554 738 800 
Total amount paid to all consultants and attendings !...._._.- 46, 575 54, 639 59, 971 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
By enriching the professional training of the medical staff, our patients are 
assured the benefit of advances in treatments. This is especially true in the 
treatment of mental disorders. Research may contribute materially to patient 
care by broadening our understanding of disease and by pointing out superior 
methods of treatment. 


3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post fund .................-...-- re 
3. Grants from other sources administered through affiliated medical schools _ - 98, GS |... ssasionncd 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Eligibility eategor winnie | 
y n 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days. Vink 1 6 


' Any form of prepayment insurance. 


Ow y in that category appearing » 


of the categories in (¢) above, 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) No changes since January 1957. Follow existing regulations governing 
the insurance program in rendering bill to insurance companies based on a dail 
per diem times number of days hospitalized. During calendar year 1958 $6,023 
was collected. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 = 
see | 21, 479 023 


ow Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Depending on nature of illness 
veteran is advised cost that would be comparable to local hospital. 

8. In your opinion are there abuses of non-service-connected care? To my 
knowledge there are no abuses of non-service-connected care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spanish-American War 25 75 100 
17 83 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load_.__.......- 277.0 319.0 348. 0 339.0 355.0 
Full-time equivalent 476.3 | 564.7 | 560.6 519.4] 
(c) $2, 444, 083 | $3,070,355 | $3, 206, 304 | $3,260,844 | $3, 442, 236 
(d) Salaries of staff ?...............--.---- 1,885,935 | 3,400,770 | 2,556,237 | 2,646,912 | 2, 791, 322 
(e) Patient travel..................-....-- 32, 554 45, 573 42, 278 31, 329 =< 
(f) Communications. 14. 788 16, 158 16, 447 16, 346 
) Utilities (gas, coal, water, etc.)....-.-- 80. 719 81, 282 91,111 95, 849 14 303 

(i) Drugs and medicines. 7 
Medical and dental supplies. 91, 081 84, 243 89. 202 89, 908 97,772 

Asset uisit uding 
117, 681 159, 618 136, 659 123, 653 

(m) Cost per discharged patient........._- 874 888 880 843 905 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Experience has proven the primary fund 
allocation to be about 10 percent under the amount required to provide an accept- 
able standard of medical care. 5 ‘ 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on a basis of average daily patient load has no appreciable effect on the patients 
length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? The central 
office furnishes adequate comparison standards covering other VA hospitals. 
There is a need for more information on local hospitals. A greater stability in 
cost accounting procedure would improve VA hospital comparison standards. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.142. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.448. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Numerous special diets are prescribed by attending physicians. This 
reflects the diversity and seriousness of cases treated in this hospital. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 15 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? In certain categories such as nurses, it would be impossible to maintain 
a staff without offering quarters. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Present quarters are adequate. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10,278,474. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) A very substantial increase in the 
cost of personal service; (2) the use of more expensive medical supplies and drugs; 
(3) general inflation; (4) the trend in using more expensive diagnostic and treat- 
ment equipment. 

9. What internal programs have you developed to engender cost consciousness 
at your station? The entire staff participates in the preparation of the annual 
fiscal plan and in controlling the monthly and quarterly expenditures. Staff 
recognition is given where appropriate. 

10. Laundry service: 

hat was the utilization of laundry per patient per day during calendar 
year ? 


Total Number per 
number patient-day 


Pounds 966, 735 7.6 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.045; per pound, $0.061. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.057; per pound, $0.077. 
_ll. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None, unless funds for this purpose were 
allotted over and above average daily patient load allocations. Additional 
funds might result in ability to provide more available beds. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $54,688. 
(2) Visits to hospitals by patients on CBOC status: 5,989. 
(3) Cost per visit: $9.13. 


IX. Miscellaneous 


1. The Department of Medicine and peeag was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? eon. By what methods? Cite examples. 
Broader general instructions rather than ibe, instructions allowing the manager 
greater latitude in managerial decisions. Budgetary procedures, permitting 
greater latitude in utilizing funds. Delegation of responsibility for position 
classification. 

(6) Has your hospital had an internal audit of its administrative operations? 

oO. 


(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Affiliated hospitals with residency training do 
receive a fair poten audit to determine their qualifications or approval. 
Hospitals which are surveyed by the Joint Commission on Accreditation of Hos- 
pitals also receive a fair professional medical audit. This results in motivation 
= neites the quality of care at a level at least equal to that found in non-VA 

ospitals. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Helpful. 

(2) Of what value would you think these visits are to VACO? Awareness 
of the minutiae of operation in the hospitals not available from their own 
distance. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficia) to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
No. 21-5153, ceiling mounted X-ray, operating room B-437.._........_...- 25, 000 
Project No. 21-5165, changes to wards 3E 52, 783 


No 
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Not programed, or under consideration for fiscal year 1962: 


Description - Amount 


Changes to outpaitent area Ist floor, unit B._-...._......-.---.- 


Orthopedic cast and storage rooms, room Nos. A-401 and A-477 i 
Changes to medical research areas...............-.--..----------------- 13, 383 
Alterations and changes to the X-ray suite 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


500 
Repair insulation on air-conditioning ducts_..................-.---...-----------------.--.- 625 
Conductive flooring in surgery area 1, 200 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Cc sewer to vegetable preparation room B-32_.._.................---...-.------------- $850 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
New stack for garbage disposals in all dietetic serving kitchens, 3d to 8th floor, inclusive -___ 7, 200 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Install 2-inch cork insulation in end of surgery corridor, C-719__.............-.-.---.----.-- $515 
Install grilles on canteen area windows, rooms A-144 and A-147____......-....---.---- 8 500 
Install grilles on window of agent cashier office, room B-119_.._......-.-.-.---.------------ 100 
Remove door and door frame from toilet stall, room A-253.....................-..----.--- * 160 
Install 2d ice-cube machine and increase size of storage cabinet_._.........-......-.---.---- 850 
size of ice-flake storage cabinet... ---- 700 
Razor cabinets for 7th and 8th floor patient toilet rooms... ..........-......-.------.---.-- 615 
Soundproof audiometric room (removal of walls and patching). ................---.-..-..- 600 


| 

| 
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(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Glass-washing machine, main kitchen... 1, 800 
4. Nun 
Nun 
3. What, in your opinion, are the most pressing needs in your installation? 
An adequate annual dollar allocation in order to provide adequate medical care 
and to permit the operation of a balanced hospital program. Sepa 
BATTLE CREEK, MICH. 
I. General TX 
Name of hospital: Veterans’ Administration Hospital. Irregulai 
City and State: Battle Creek, Mich. on 
Type of services: Type of hospital, NP; G.M. & S., yes. 
Name, qualifications, and tenure of— 
(a) Manager: E. F. Jones, M.D. certified in psychiatry and as mental hospital (b) 
administrator, 19 years VA service; 8 years as manager. signific 
(b) Assistant manager: F. J. Last, 40 years VA service, 13 years assistant trends 
manager. with t 
(ec) Director, professional services: A. H. Braverman, M.D., certified in psy- tien’ 
chiatry and as mental hospital administrator; 33 years VA service; 5 years director as me 
of professional services. sufficie 
patien' 
II. Bed capacity and patient load in the 
hospits 
progra 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatr logical 
BED CAPACITY AND PATIENTS REMAINING To 
Beds not in use (unavailable): 2 years a 
5 years a 
6. Staff not recruitable: Beds re- 3 (c 
7 Type of bed not required for cur- pital? 
rent operating plan regardless of ates all 
9. Patients £07 (b) 1 
10. Average daily patient load for 12 mittee’ 
months ending Dec. 31, 1958.........| 1,974 |......-- the dat 
the 
AGE OF PATIENTS r 
12, Patients in hospital on Jan. 12, 1959, Ac) 
who were 55 eam of age or older: tribute 
(6) Percent of total patients re- their re 
13. Patients in hospital on Jan. 10, 1957, mp 
who were 55 years of age or older: toda g 
(b) — re- “4 (a 
4 Posthos 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year... 73 155 152] . Hy 
15. Number of patients on trial-visit status as of Dec. 31 . 169 157 164 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
431 464 355 
Irregular discharge 74 83 tc} 
41 44 54 
All other 316 337 247 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: There are no particular 
trends indicated in the above components. Many questions are raised as to why, 
with the use of tranquilizing drugs and an increased activity program, more 
epee are not being discharged and sent on trial visit. The treatment program 

as markedly improved the condition of a great many patients but has not led to 
sufficient improvement to guarantee-their return to society. A great many 
patients, although only slightly older in their chronological age are much older 
in the age of their illness. This chronicity, it is believed, will lead to a greater 
hospital population unless it is possible to increase markedly the foster-home-care 


program. 
III. Length of stay 

Length of time since admission Number of | Percent of 

patients patients 
Total 2,012 100.0 
Less than 1 year 388 19.0 
l year and less than 2. 176 9.0 
2 years and less than 5. 438 21.0 
5 years and less than 10 213 11.0 
10 years and over 797 40.0 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A length-of-stay committee has been appointed. This committee evalu- 
ates all patients for a possible early discharge. The committee also recommends 
action to be taken to expedite patients’ discharges. 

(b) What improvements have you made since your last report to this com- 
mittee? The length-of-stay committee has been agentes in NP hospitals since 
the date of our last report. The medical staff has n appraised of the program 
by the committee and this has led to systematic reviews of both administrative 
and ican practices to prevent delays in getting the patient out of the 

i 


(c) Are there any identifiable administrative practices or ee that may con- 
tribute to increasing length of stay? (If so, describe.) one. 
(@) Are there any identifiable differences in the characteristics of patients, or 
ir requirements for care, which have affected length of stay or which may be 
Importance in the future. (If so, describe.) Patients entering the hospital 
way are older in their illness although not necessarily over 55 years of age. It 
is believed this has a definite bearing upon the length of stay in this type hospital. 
4. (a) What would be the effect on length of stay if you were able to provide 
Posthospital follow-up care, as needed, on an outpatient basis? It is felt that a 


33427—59—— 58 
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followup program of adequate size would ‘have a definite effect on length of stay, 
The problem is to get the patient out of the hospital and accepted in the com. 
munity even though he may not be a recovered from his mental illness 
and may even show active symptoms. is would enable us to more adequately 
utilize our beds and would decrease the crowded conditions. 

(b) What effect would such a program have on your cost of operation? This 
would undoubtedly lead to an increased cost as it would —_— additional staff 
to adequately perform such a program. However, it would also permit greater 
utilization of beds by increased turnover and would not actually increase the per 
diem rate per patient served in the two programs. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increased emphasis on foster-home care with perhaps some means for pay- 
ing for such care for those potinate without means. It is felt that increased 
followup care would also work to reduce hospital stay. 

6. What is needed to improve turnover of patients? Turnover of patients 
would also increase with a program as outlined in paragraph 5. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
T of care required Total uae 
Total Innon-VA| Not 
hospitals |hospit 
1. Total applicants: 769 690 79 


PD a many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Group IV veterans waiting at home are given priority; then group IV veterans in 
State hospitals; then group VI veterans at home. As a rule, our beds are filled 
by the time those on the waiting list, waiting at home, are authorized for ad- 
mission. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 4. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes. Admission is authorized by 
letter upon receipt of VA Form 10—P-10 of service-connected veterans; also by 
telephone calls from veterans’ service organizations, families, or veterans. Many 
veterans are referred by TWX from VAWO, Detroit; also, many admissions are 
authorized when veteran appears in person and the admitting physician feels 
hospitalization is needed. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 487; approved, 359; rejected, 128. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide. best estimate. of staff. providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
m 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

1, 1 1, 051. 8 1, 286.0 +234. 2 
2. Physicians, full- and part-time. 19.5 20.0 +.5 
3. Physicians, residents and interns..__.............--- 3.0 0 —3.0 
4. Physicians, consultants and attendings_-_.-.........- 1.3 1.2 -.1 
6. Nurses...... 55.0 57.8 +2.8 
10. Office of manager, personnel, and finance 30.0 
12. Other food-service employees..........-..---.-.----- 183.0 185. 5 +2.5 
14. Engineering maintenance (excluding laundry) ------- 51.0 56.0 +5.0 
15. Engineering operations (excluding laundry) - -.....-- 85.0 73.0 —12.0 
18, 130.1 “197.9 +67.8 


1 Line 1 (total) on Dec. 31, 1956, report did not include that part of line 2 pertaining to full-time physi- 
cians or line 18. ‘These lines are included in total for Dec. 31, 1958, report. 


19. (a) Number of member-employees as of January 12, 1959: 
Number: None. 
Annual wage (average): None. 
20. What was number of guards on duty December 31, 1958? 13. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 524. 
(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 100. 
(c) Average days of hospitalization of patients yaaa in (6): 1,632. 
22. Number of patients in day hospitalization: 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiseal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service. .-.....-..--| 13 15 117 
Average payment pe consultant or attending ?_.............-. $71. 16 $97, 34 $55. 1 
Total amount all consultants and attendings ?......... $24, 270 $26, 880 $10, 

' Through Nov. 30. 

+ Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultan: 
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Social workers, psychologists, PMRS 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research and education program stimulates thinking and interest in the 
overall care of our patients. The research program is constantly striving to 
bring about answers to the problems of cause and treatment of the mentally 


ill. e activities brought about by these programs stimulates the entire hospi 
to better care for the patient. 


3. Amount of funds available in fiscal year 1958: 


For education 
Research pote 
ing (pro- 
VA $15, 000 $1, 000 
2. Gifts and tions deposited in general post funds 0 
3. Grants affiliated medical schools... 0 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
ond 
All Tuber- | Psychi- | With insurance ! 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(a) Total. ll ll 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 1 1 
(1) Patient has com: le serv- 
ice-connected bility ...... 0 
In receipt of VA pension __.... 0 
3) In hospital more than 30 days 7 mv 
1 Any form of prepayment insurance. 
2 Active Marine 
Note.—If a patient recei care for a non-service-connected disability may be reported in more than one 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. ! 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. : 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Procedures as listed in interim issue 10-424, dated May 3, 1957, 
would be followed. This hospital has not had any action for collection during 
either 1957 or 1958... 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


year | Calendar year 
1957 1958 


Amount billed 0 0 
Amount collected 0 0 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before: Occasionally patients are admitted with P—10 from outside and addendum 
has to be made after arrival; i.e., emergencies, etc. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment 
of service-connected or non-service-connected conditions: 


War Service- | Non-service- Total 
connected connected 

World War II 75 25 100 
World War I 30 70 100 
Spanish-American War 0 100 100 
patients... 63 37 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 
(estimated) 
* Average daily patient load_.._.......- 1, 991.0 1, 990.0 1, 994.0 1, 994.0 1,970.0 
Full-time equivalent staff__...........]..........-. 1, 220.0 1, 222.1 1, 236. 5 1, 0 
©) Total cost !.. $5, 723, 249 | $6,002, 986 | $6,088,602 | $6,804,875 | $7, 188, 623 
Salaries of staff 2. _ 808 841,992 | 4,876, 828 549, 203 963, 381 
Communications...................-.- 10, 134 9, 10, 142 10, 574 10, 663 
Utilities (gas, coal, water, etc.) .......- 154, 502 154, 948 172, 547 179, 348 177, 889 
337 599, 169 630, 974 664, 908 659, 171 
Drugs and medicines ..._............- 27,340 31, 052 45, 59, 500 7 
Medical and dental aoe weet 669 51, 589 62, 811 52, 980 
Asset acquisitions uding equip- 
ment 131, 582 155, 725 140, 538 120, 829 78, 380 
® Allother 178,097 1565, 442 147, 884 166, 074 170, 500 
(m) Cost per discharged patient ?..........| 4,970.73 | 3,646.19 | 5,031.08 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 

‘Including all payroll analysis accounts, 

41955 and 1956 data are based on tabulations of 25 percent of discharge records for each calendar 
Jur and 1957 are based on tabulations of 20 percent sample of records for that year. Figures 
calendar year 1958 not available. 


2. Do you believe that the poe | fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The increase granted to NP hos- 

s has improved the situation in this installation but is still not sufficient to 
provide all of the personnel needs. Further, it is not sufficient to maintain the 
physical plant as regards regular maintenance and equipment so as to prevent 
eaenion and to provide adequate tools with which to accomplish the mission 
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3. Does the allotment of funds on the basis of average wre patient load jin- 
crease or decrease the patient’s length of stay? How or why? Not at this 
hospital. Since we are the only NP hospital serving the veterans of the State of 
Michigan, the demands for our services are so great that we are constantly occupy- 
ing all of our beds and most of the time exceed our average daily patient load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistical sum- 
maries from both VA and civil hospitals provide comparison standards which are 
reasonably adequate. Programing varies between different hospitals and in this 
field the adequacy of comparison suffers. I think, at the present time, the Vet- 
erans’ Administration is attempting to explore this field and it is hoped that some 
method may be devised to more adequately gage the end results accomplished by 
various programs in the different hospitals so as to more nearly arrive at a standard 
operating procedure. The wide spread in the per diem costs between various 
hospitals should be adequately explained so that all hospitals more nearly ap- 
proach an average cost. It is recognized that this would undoubtedly raise the 
overall costs as it is anticipated that the poorer programs would not be the object 
for which to strive. This has been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.858. 

(b) What‘is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.962. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Modified diets are supplied according to doctors’ prescriptions. The 
ats are prescribed according to the nutritional requirements of various disease 
conditions. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
‘nel. 3 housekeeping, 12 nonhousekeeping (female quarters). 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important due to the fact that this station is isolated from the city 
of Battle Creek. These quarters are one of the most important factors in recruit- 
ment and retention of personnel. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $27 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increasing age of the buildings which 
require increased maintenance and modernization; increased wages, both for 

eneral-service and wage-board sonnel; increased cost of utilities of all types; 
increased cost of all building and maintenance materials as well as increased cost 
of hospital supplies and drugs. A gradually increasing spiral of all costs connected 
with hospital operation. 
' 9. What internal programs have you developed to engender cost consciousness 
at your station? Cost consciousness has been developed by the decentralization 
to the using levels of the control of station allocations pretaining to each of their 

icular services. Records are required to be kept and are audited monthly 

y the fiscal division. Throughout the year various statistics are furnished so 
each service or division is able to determine their operating cost in relation to other 
like hospitals. Budget is discussed at the various monthly supervisory st 
umeetings as well as at the various departmental meetings. We feel each division 
and service chief, as well as the employees of each service and/or division, are 
cognizant of the costs of their particular operation. sy 
~ 10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


. Total Number per. 
number 


Pieces &3 
Pounds. “ 4, 570, 889 63 
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) What was the cost of laundry service during thr last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0226; per pound, $0.030. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etec.? This hospital has never had to 
be concerned with this question since we have always operated over the average 
daily patient load due to the fact that this hospital is the only NP hospital serving 
the State of Michigan, 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load Vyecuny td of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds art allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? This program is not in effect at this station. 
The trial visit program is used in its place. 


IX. Miscellaneous 


1, The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
tocarrv out his responsibilities for operations. Has the decentralization been more 
increased than diminished? Yes. By what methods? (1) By annual dollar 
allocation of funds. Example: The hospital now receives the annual funds in a 
lump sum and is privileged to budget within the operating areas at its own dis- 
cretion. (2) By change in manuals. Example: Manuals are now written as 
guidelines and only as regards basic policy are they considered mandatory. 
(3) Central office control of equipment has lessened. Example: Stations are given 
greater leeway in buying certain types of equipment to suit their own problems. 
(4) Contracting authority. Example: Station has been given greater leeway in 
contracting for maintenance on formal maintenance contracts. (5) Change in 
attitude as regards relationship between central office and field. Example: In- 
spectors are not sent from central office to find problem areas or discrepancies; 
rather, consultants are sent to aid the station in performing its functions. 
xe as your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It is felt that a professional medical audit is 
rather constantly taking place by a regular review of programs within the hospital 
by consultations with counterparts in central office, both by mail and personal 
visits by counterparts, with area office personnel and by regular inspection by 
accreditation personnel from the Joint Committee on Hospital Accreditation. 
Any further professional medical audit, of course, would be helpful as are all 
such reviews of programs. It is not felt that any special one-time such audit 
would be of any value. This station uses the systematic review of operations as 
outlined in VA manuals to constantly review operating areas. This is valuable 
im improving operations and services. 

d) The area medical director’s office is regarded as part of the Central office? 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? We feel they are extremely valuable in that the people who have 
visited this hospital bring helpful suggestions from their experiences at other 
hospitals. They are welcomed because they give us an outside view of our 
wn operations and our only complaint at this hospital is that they have not 
been of sufficient frequency to give us all the help we feel they are capable of. 

" (2) Of what value would you think these visits are to VACO? I have 

no experience in this area; however, since VACO is charged with the 
Overall responsibility of the operations of the Veterans’ Administration, it 
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would be my opinion these visits would be extremely valuable in keeping 
VACO adequately informed as to the overall en of the agency. 
3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good em- 
ployees or good managers? It is the feeling at this hospital that it is directed 
toward making good employees. We have used the a eee in an endeavor to 
grenete training to all levels of supervision and to all employees with potential 

or 


supervisory positions. 
X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1959 | Projects 21-5147 and 6-4051 (funds, 1958; construction, 1959), remodel kitchen and 
mess hall; remodel boiler — therapeutic exercise building. .................. $2, 056, 000 
Project 21-5158 (design only), new canteen and library; electrical and mechanical 
underground bution; zone heating controls, buildings Nos. 82, 83, and 84_ - ( 
1960 21-5158 (see above), construction, station estimate__-.............-........ 000 
1961 | Project 21-5167, close openings in corridors (ineludes heating), station estimate-.__| 150, 


1 Design only. 


Not programed, or under consideration for fiscal year 1962: Future modern- 
ization, including: New admission and treatment building; new infirm building; 
new laundry and utility shops building; modernize buildings Nos. 2, 3, 4, 7, 8, 
9, 10, 11, 12, 13, 14, 39, 82, 83, and 84; modernize steam and electric services; 
new chapel; alterations and additions to administration building, (building 
No. 1); alterations to firehouse, building No. 25; convert laundry building to 
rege Aare me remodel garage, building No. 26; alterations to warehouse, building 
No. 28; lawn-sprinkler system; multichannel radio; new theater with alterations 
to recreation building No. 6. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Replace condensate return buildings Nos, 7 and $800 
Remodel water sections, buildings Nos, 22 and 24 66, 912 
Replace service sinks, buildings Nos. 8, 9, 10, 11, ahd’ 12 OM 1,300 
Total. 100, 687 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Building No, 12,000 
New hoisting machine, elevator, building No. 39....--..- hoa 13, 000 
Total 81,000 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


tractor 
Chevrolet 1-ton panel, year 1953. en 
Ford %-ton pickup, var 1949 


(b) Minor betterments costing less than $2,000, excluding equipment: Installa- 
tion of safety rails for geriatric patients in hallways and bathrooms; installation of 
new fuse panels; installation of roof gutters; installation of new light fixtures; 
installation of new floor tile. 

Amounts to accomplish the above are unknown. There are many items of a 
similar nature. They can and are being accomplished progressively depending 
on the amount of funds available. Actually, these are a form of maintenance 
rather than betterment. Depending on amount accomplished, funds needed 
could be from $1,000 to $100,000. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Replacemen 
Present gasoline tank and 1, 500 
Flatwork 8-roll, with folder. 29, 000 
3. What, in your opinion, are the most pressing needs in your installation? 


Continuation of modernization, new balivenes, etc. Assure that there is no 
interruption in the modernization program nless this is done, a great deal of 
maintenance will have to be accomplished as the buildings at this hospital are, for 
the most part, 30 years old. Plumbing and electrical systems are constantly 
wearing out. ‘Maintenance is deferred as much as possible based on the moderni- 
zation plans. Space is one of the biggest problems at this hospital. Areas not 
meant for patient care and treatment are being used due to lack of adequate space. 
New buildings would not inerease the bed rt of the  y ital but would only 
provide for modern treatment facilities. The building of new buildings, as 


planned, would permit the adequate modernization of existing buildings at a 
regular planned rate and thus prevent excessive costs in the maintenance programs. 
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DEARBORN, MICH. 
I. General 


Name of hospital: Veterans’ Administration. 
Street address: Southfield and Outer Drive. 
City and State: Dearborn, Mich. 


Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, 


no; formal outpatient clinic, no. 
Name, qualifications, and tenure of — 
(a) Manager: Ernest M. Tapp, M.D. (appointed June 30, 1957). 
(b) Assistant manager: John G. LaDue (appointed January 2, 1955). 


(c) gaa professional services: A. M. Gottlieb, M.D. (appointed December 


27, 1945 
II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan, 12, 1959, unless 
otherwise 


specified) Domiciles 


Total | TB Psy- Neuro- | G.M, & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1. bed 914 241 18° 34 621 0 
I 888 236 18 34 600 0 
Beds t not in — (unavailable): 
3. Saree 26 5 0 0 21 0 
4. In process of activation............ 
6. Staff not recruitable: Beds re- 
s. pe of bed not required for cur- 
rent operating plan regardless of 
8. Other ! ob 26 5 0 0 21 0 
9. Patients remaining...................-. 791 188 9 74 520 0 
10. Average daily patient load for 12 
months nding Dee. 31, 1958_......- 207 12 59 550 0 


1 These 26 beds will be reactivated on or about Feb. 1, 1959. They are only temporarily not in use due 
construction. 


to other 
AGE OF PATIENTS 


12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of of age or older: 


353 45 265 21 222 0 
6) Percent of total patients re- 
maining 45 6 8 3 28 0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
@ Num 414 57 67 @) 290 0 
maining, Jan. 10, 1957__....-- 48 7 7 () 34 8 
2 64 of these patients are psychoti tric patients on medical ward 
31957 report did not indicate neurological patients separately. These were included with G.M. & 8. 
USE OF TRIAL VISIT 
Calendar year 
Item — 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d ear__. 0 0 0 0 
15. Number of patients on trial-visit status rye y oe 31. 0 0 0 0 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total_ 6, 155 6, 769 6, 730 
All other....----.-- ite 5, 456 6, 065 6, 036 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: No significant trends 
are shown in above figures. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12; 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? one. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 48 days. 


Length of time since admission Number of | Percent of 
patients patients 
Total 791 100.0 
Less than 1 year__._....---- 666 84.0 
l year and less than 2....._. 2 5.0 
2 years and less than 5_......- 3.0 
10 years and over_.......... 43 6.0 


2. For G.M. & S. hospitals only: Give average number of days of hospitaliza- 
tion required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : . 


Average 
Cases length of 
stay 

Subtotal gastrectomy for duodenal uloer_............-..-.-------.----------- 30 31 

atectomy: 
23 38 
Retropubic. 0 0 
neal 0 0 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital?’ Monthly hospital stay information is prepared for the director, professional 
services. These statistics are broken down for individual wards and the informa- 
tion is reviewed at ‘a monthly staff meeting. At 6-month intervals, this informa- 
tion is broken down by disease so that a comparison can be made as to why some 
Physicians hold a’certain condition in longer than other physicians. 

All new admissions must be examined within 24 hours and diagnostic procedures 
initiated within this period. Preadmission review is made of cases to be hospital- 
ized for elective surgery in order to avoid’ unnecéssary delay while in the hospital 
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awaiting surgery. The admitting physicians have been oriented to order indicate 
X-rays and laboratory procedures prior to the patient’s being taken to his assign 
ward. The ward secretaries are on schedule to pick up clinical laboratory an 
X-ray reports several times a day. These are not routed through the mail, 
This has expedited information getting to the wards. 

We have established a 24-hour deadline for the interpretation, dictation, and 
transcription of X-ray reports and we have adhered to this deadline except when 
there is an unusual shortage of typists. We have instituted a system of X-ray 
examinations by eens. is has resulted in a smoother flow of patients 
through the X-ray department and a considerable decrease in delay. 

Cases for elective surgery or elective hospitalization for other causes are ad- 
mitted in the early portion of the week and not close to the weekend. The staff 
is continuously being oriented to request early social service surveys in order that 
necessary arrangements for discharge can be made as early as possible. 

Plans for dietary instructions for patients after discharge are made sufficiently 
early prior to discharge so the patient does not wait for instructions from the 
dietetic department. 

All factors mentioned above are items which are checked particularly by the 
hospital stay committee and notes are made as to the staff members who do not 
adhere to the deadlines described above. This information is brought to the 
attention of the staff members who are delinquent in this regard. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes. A higher percentage of 
patients are in the older age group, have a longer convalescence. This trend 
will increase and accelerate in the future, 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We believe there 
would be a decided rease in the average length of stay. 

(b) What effect would such a program have on your cost of operation? It 
would decrease provided the total number of patients treated remained constant, 

5. What would you suggest to further reduce hospital stay without impairing 
care? A more liberal outpatient care program. 

6. What is needed to improve turnover of patients? A more liberal outpatient 
IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet schalaied for admission and not VA patients: 


‘Nonservice connected 
of uired Total | connected 
Total |Innon-VA]| Not yet 
hospitals {hospitalized 
1, Total applicants: G.M. & 8...........- 95 0 95 5 90 


Se ee many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Applicants on waiting list are removed and scheduled according to existing VA 
priority rules. As beds become available patients are called in by phone or sched- 
uled for admission for a given day. 

4. In addition to the persons — in reply to questions 1 and 2 above, 
how many additional persons were known to you on January 12, 1959, who were 
parental Aclaenane’ 30 patients on leave were scheduled to return as, bed 
occupants, 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,” please describe the circumstances. Yes, Patients reporting direct to 
the hospital without being scheduled and who are found to require immediate 
hospitalization are admitted without being placed on the waiting list. Our waiting 
list. generally consists only of nonurgent cases. Nonemergent applicants are 
admitted also without placement on waiting list, if there are no other applicants 
of that category on the waiting list. 
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6. Number of applications for admission from July 1 through December 31, 
1958: Total, 5,892; approved, 4,078; rejected, 1,814. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Inerease (+) or 
from 1 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

Total_- 1,065.1 1, 047, 1 —18.0 
2. Physicians, full- and part-time. 31.3 38.3 +7.0 
3. Physicians, residents and interns. 26.5 21.0 —5.5 
4. Physicians, consultants and attendings.............. 14.5 12.3 -2.2 
6. 5.0 5.0 
152.5 132.3 —20.2 

7. Hospital aids. 206. 0 214.0 
8. Therapists and technicians ! 65.0 66.5 1.5 

ce , Personnel, and finance.........-... x 

. Dietitians... 9.0 6.0 -3.0 
12. Other food-service employees-...........-.---.------ 157.0 148.0 —9.0 
13. Laundry... 31.0 30.0 —1.0 
14. Engineering maintenance (excluding laundry) -.....-- 15.0 41.0 26.0 
15. Engineering operations (excluding laundry) 78.0 50.0 —28.0 
16. Supply -.-- 22.0 28.0 +6.0 
17, Special services....... 10.0 10.0 0 
18, All other staff 209.3 210.7 +1.4 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 
20. What was number of pai 2 on duty December 31, 1958? 7. 
21. (a) ata of patients on January 12, 1959, who are in industrial therapy 


program: 6. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 18. 

(c) ~ tas days of hospitalization of patients reported in (6): 270 (TB 
patients). 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal ) 
From July 1 through June 30 =o 
1957 1958 1959 
Number of different persons who provided service. -.......... 100 105 100 
Average payment per consultant or attending !____........... $1, 800 $1, 346 $1534 
Total amount to all consultants and attendings !___...... $179, 870 $141, 350 $153, 340 
for travel_. 0 0 0 
' Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


y 
, 
| 

| 
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VI. Research and education - 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
It is felt that a research rogram acts as a stimulus to the professional staff to 
constantly seek better diagnostic and therapeutic methods. This constant 
striving for improvement naturally must reautt i in a better quality of medical 
care for the patients. Another indirect benefit of a research program is that it 
— us attract physicians and surgeons of higher qualifications and caliber. 

as been our experience that the more desirable candidates for vacancies are 
interested in conducting research. The lack of a research program would dis- 
courage such physicians from seeking staff appointments at our hospital. It 
follows that the research program aids us in retaining our professional staff. 

‘The education program at this hospital for residents, medical and nursi 
students acts as a stimulus to our professional staff to become familiar with all 
the latest advances in the medical field. In order for our professional staff to 
carry on such teaching programs, they must have all the latest information at 
their command. As a result of this constant acquisition of the latest medical 
knowledge, our staff is better qualified to take care of their patients. The proof 
of this opinion lies in the fact that the best medical care available in any community 
is in those hospitals that have teaching activities. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations | deposited 
3. Grants from other sources administered affiliated medical schools. 


1 National Institutes of Health, $9,107; Cox Foundation, $4,000. 
VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and surgical 
and neurological 
All Tuber- With insurance ! 
Eligibility category patients | culosis = 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total. 149 7 2 0 22 101 
tment of a service-connected 
17 0 0 0 0 0 
of -service-con- 
© For treatment of -dpanamcannarecyiiend 132 7 2 2 101 
1) Patient has compensable serv- 
ice-connected Hisability. 30 3 0 0 3 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be pe in more than 
one of the categories in (c) above, show him only in that category apperaing first in the listing. 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury. None. ‘ 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) All veterans admitted for _non-service-connected disabilities are 
required to assign their benefits to the VA. Bills are submitted promptly fol- 
lowing discharge, or at end of 30 days if patient is not discharged. Notification 
of intent to bill is furnished company immediately after admission. Where 
chief attorney has determined that a company will not pay for care in a Federal 
hospital no bill is sent. Many cases such as accident, workmen’s compensation, 
ete. are picked up after admission of patient. We hear of these through corre- 
spondence, insurance investigators or patient contacts. Prompt action is taken 
to submit claims in these cases. Total cost of collection program during year 
1958: $8,260. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


aa Is the addendum filled in before or after the oath of inability to pay is signed? 
fore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 
of hospitalization during calendar year 1958? one. 

if What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Chief or assistant chief, admit- 
ting service estimates probable number of days of care needed. ‘Based on average 
local private hospital per diem cost, the patient is advised by the admitting clerks 
as to what private care would probably cost. This is done before the patient 
signs the oath of inability to pay for private care, 

8. In your opinion are there abuses of non-service-connected care? No, 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? , 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 

A daily patient load... ......... 746.0 0 826. 0 828.0 
Full-time equivalent staff_............ 1, 064. 3 1,051.8 1,055. 9 1,046.7 1, 056.8 
Total cost ! .| $5, 258, 597 | $5,887,158 | $6,035,637 | $6,317,709 | $6, 609, 576 
of staff ? * 309, 779 811, 563 955, 294 995 
17, 847 18, 011 17, 555 17,712 17, 660 
Utilities (gas, coal, water, etc.)........ 638 51, 943 58, 163 59, 173 59, 970 
w (ab a Re 337, 002 358, 675 349, 736 354, 110 354, 526 
"a TE ETA, 136, 416 161, 478 196, 621 201, 150 
Medical and dental supplies. -........ 113, 219 141, 324 ‘ 135, 179 138, 930 

acq including equip- 
inc icdiencihanchacnqeeuninte® 18, 547 59, 384 946 68, 249 3, 200 
295, 482 275, 885 190, 066 172, 245 
(m) Cost per discharged patient-__........ 850 834 843 986 1,048 
1A for common services: Show all costs to nearest dollar of actual cost. 
2 all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? At this long established 
G.M. & 8. hospital, with an averse of over 200 tuberculosis patients plus 90 
long-term patients, the allotment of funds on the basis of an average daily patient 
load has no material effect on our patient’s length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? e have statistical 
tables and charts showing the costs and staffing patterns at other VA hospitals 
and civilian hospitals. This information is valuable to us in reviewing year-to- 
year operations. Extreme caution must be used when making comparisons with 
other hospitals because of marked differences in physical plants, types, and 
of patients being treated, climatic factors, affiliated teaching programs, and other 
variables not evident from the tables and charts. 

5. (a) What is the Ko raw food cost per served ration from July 1, 1958, 

December 31, 1958? $1.06. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.28. : 

Oo if all your patients are not on the same ration, what differences are there? 
Why? Ali VA hospitals follow the same basic allowance plus adjustments for 
patients by type. is provides a basic ration for all personnel and NP patients, 
plus 10 percent for G.M. & 8. patients and 30 percent for TB and paraplegie 
patients. 


6. (a) As of December 31, 1958, give the number of vacant quarters for per- 


sonnel: 15 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Availability of quarters has been quite important in recruitment of 
personnel, especially those that have no family connections in the area. 

(c) What additional quarters do you believe would add quality or stability te 
your staff? Initially at this hospital single quarters for the manager and ! 
duplex housekeeping quarters were built, whereas customarily 5 sets of quarters 
have been built at other hospitals. Temporary small wooden housekeepi 
quarters were built for residents in 1946. Because of unsuitability for continu 
occupancy these were demolished in 1957. Provision for second duplex is in the 
——s po. Its availability will aid materially in the retention and stability 
of our staff. 


( 
visi 
7 
bas 
8 
Ple: 
whe 
Sta 
con 
alsc 
the 
typ 
usa 
our 
for 
9 
at 
disc 
div 
sav 
in 
1 
( 
yea 
Piec 
Pou 
( 
yes 
to 
pla 
ser 
tio 
ho: 
wi 
th 
th 
mi 
no 
av 
pa 
Tu 
it 
ac 
be 


= 
~ 


OT 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 825 


(d) Could cost of such quarters be a lucrative investment? No. The pro- 
vision of adequate and comfortable quarters for key staff members is a long- 
established VA poliey. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18 million. 

8. What factors have operated to chalige the costs of hospital operation? 
Please explain the effect of these factors. his hospital is in the Detroit area 
where the industrial wage is one of the highest if not the highest in the United 
States. The wage-board rates at this hospital are accordingly very high in 
comparison with other hospitals. Inflation and all factors related thereto have 
also been a major factor in our increased costs. These two factors together with 
the spiraling costs of newer drugs, the recent advances in vascular and other 
types of surgery, with the mounting costs of special instruments, the increased 
usage of whole blood and the purchasing of it on contract, all have contributed to 
our ever-increasing cost of hospital operation. (The comparative amount spent 
for salaries and drugs in 1955 versus 1959—see costs—well illustrates the above.) 

9. What internal programs have you developed to engender cost consciousness 
at your station? Study of drug costs at professional staff meetings, repeatedly 
discussing operating costs at staff meetings, the monthly review of different 
divisions and services with report to central office, showing where manpower 
savings have been effected, and creation of an atmosphere of cost consciousness 
in day-to-day contacts and activities. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pounds... ..- 2, 436, 574 7.9 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will —— costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NB hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.044; per pound, 
$0.055. Laundry costs computed on basis of commercial operation, in- 
cluding memorandum accounts: Per piece, $0.054; per pound, $0.067. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? No significant import. Fur- 
ther, since the capacity of this hospital is relatively small when compared with 
the very large veteran population in this area, a large majority of patients ad- 
mitted are either emergent or urgent cases. No patients are admitted who do 
not need hospital treatment. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
Tunning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. Ihe CBOC program is currently 
being used for all suitable cases. 

What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $36,186. 

(2) Visits to hospitals i § patients on CBOC status: 7,567. 

(3) Cost per visit: $4.07. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? es. By what methods? Cite examples. 
Decentralization has been increased since 1953. Budgetary limitations and 
restrictions are considerably less than they were. 


(b) Has your hospital had an internal audit of its administrative operations? 


oO. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? We feel that the specialty board requirements for 
residency training, the American Cancer Society requisites, and the periodic 
survey by the Joint Accreditation Committee are all very good and do constitute 
a fair professional medical audit. 

(d) The area medical director’s office is regarded as part of the central office. 

ie (1) aes core! to the hospital are supervisory visits of the area office staff? 
ery helpful. 
(3) what value would you think these visits are to VACO? They 
apprise central office of the administrative and professional activities at the 
hospital and the effectiveness of responsible employees. 
(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been bene- 
ficial to the hospital’s operation? No. Actually they standardize operations 
along the most efficient and effective lines. 

2. Is the management development program directed toward making good 
employees or good managers? he direction or emphasis of this program is 
dependent upon management at the hospital level. We concentrate on developing 
good employees. This increases his productivity and makes for a better quality 


of patient care. 
X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | None, 
1960 | Consolidation of regional office medical activities with hospital (fiscal year 1955 
1961 | Remote control transcribing service, project No. 21-5132. .............---..--..... 20, 000 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 
Personnel garage and replacement of quarters building. $45, 000 
Smoke barriers, automatic sprinklers, exit lights, ete._................-------2---- eke 100, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
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Description Amount 

Replace vacuum pumps in original portion of main building No. 1...-....------..--------- $1, 806 

Replace portion of window screens, continuing project... 4, 000 

Provide controls, elevators Nos. 1 and 2_.......-.-.--+.------..------- es 8, 872 

Replace temperature regulating valves on hot-water tanks__..........-...-----.-..--------- 1, 275 
Within the present primary fund allocation the overall maintenance and repair pro- 
gram, including painting, roads and grounds, buildings, and equipment repairs and 
replacements amount to an average of $100,000 per year not including personnel salaries. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
Replacement of obsolete and inadequate equipment in transformer vault A wing, 
building No. 1. Sufficient flexibility of the maintenance program. is provided to 
take care of most other essentials. Items that are thereby deferred are of a less 
critical nature and would not in themselves result in further deterioration, but 
may cause shabby appearance and retention of equipment that should be replaced 
with new, more efficient equipment. 

2. Future plans; In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buiidings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replace portion of window screens (continuing project) -...........-.....-.---------------- $8, 000 
Replace vacuum pumps, B and C wings, building No. 1- 7, 000 
Provide a agen storage in existing cold-storage rooms 6, 000 
Replace washing-machine controls, laundry- -............-..-.----...---------------------- 1, 800 
Start continuing program of floor covering replacement (asphalt tile and linoleum) ----_-__.-- 2, 000 
Materials for painting program, at present levels averages $7,000 to $8,000 per year__._..-.-- 15, 000 
Replace existing substandard narcotic boxes-_...-.......-.-.-----.-.---------+-.------------ 2, 500 
Install electrostatic bordering devices on operating room equipment--__...-........-----.-- 2, 000 

See note under 1(a). 
(b) Minor betterments costing less than $2,000, excluding equipment: 

Description é Amount 
Install automatic door operators for operating suite_._...........-.....----.-----------.---- 2, 000 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Replace 4 window-type air-conditioning units--___.__..................-.--------.---------- 1, 200 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Adequate space for storage and efficient grouping of offices; (2) adequate 
funds in order to maintain a balanced program. 

Most areas of this hospital are badly crowded and this results in continued 


hard usage of the available space and equipment. Because of space limitations 
it is not possible to suitably locate some activities so that the most efficient opera- 
tion and service can be provided. Funds are needed to increase the maintenance 
force and purchase supplies, materials and equipment necessary for an adequate 
maintenance program. While we adjust our program to take care of the-essential 
and emergency items the other needs, such as painting, roads and ground work, 
equipment replacement, floor covering replacement, etc., become backlogged. 
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IRON MOUNTAIN, 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: East H Street. 
City and State: Iron Mountain, Mich. 
en2P*, of Services: Type of Hospital: G.M. & S.; domicile, no; formal outpatient 
c, no. 
Name, qualifications, and tenure of— 
anager: Bascom M. Johnadn, M.D. j January 11, to date. 


MICH. 


Assistant manager: John R. Rowan, June 3, 1956, 
c) Director, professional services: Same as (a). 


II. Bed capacity and patient load 


Hospitals— of bed or nt 
Item (as of Jan. 12, 1 unless 
otherwise Domiciles 
Total | TB ins a Neuro- | G.M, & 8, 
chia 
BED CAPACITY AND PATIENTS REMAINING 
Beds notin use (unavailable) 
In process of activation............ 0 0 
0 0 0 0 
7. Type of bed not required for cur- 
rent operating regardless of 
staff availability................ 0 0 0 0 
9. Patients 249 1 2 3 
10. Average daily paitent load for 12 
months ends Dee 31, 1958_........ 233 4 
AGE OF PATIENTS 
12. Patients in hospital on Jan. a one, 
who were 55 years of age or older 
Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who we 55 years of age or older: 
b) Percent of total patients re- 
maining Jan. 10, 76 80 |- 


patients in 1957 who are now considered G.M. & S. chronic long- 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit ar None None None None 
15. Number of patients on trial-visit status as . 31. None None None None 


16. (a) What is the iiather of patients discharged from your hospital during 
the past 3 calendar years? 
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Type of discharge 1956 1957 1958 
Total... fou 1, 298 1,2% 1, 475 
Irregular 34 33 7 
1,180 1,096 1,349 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The above components 
indicate that we are treating more veterans. This has been accomplished by 
adding to our professional staff, thereby increasing patient turnover on our active- 
treatment wards. The number of 55-year-old-or-over patients continues to increase 
which will increase our waiting list and our demand for beds. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8S. hospitals: Average stay for G.M. & S. patients 37 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple-treated conditions) : 


Average 

Cases length of 
Appendectomy 1 8 
Subtotal gastrectomy for duodenal | 0 0 

Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A length-of-stay committee has been appointed and conducts a quarterly 
review of all procedures that could adversely affect the length of patient stay. 

(b) What improvements have you made since your last report to this commit- 
tee? Additional consultants and attendings have joined our professional staff 
expediting the handling of patients who require consultation in specialized fields. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) e increasing — 
centage of long-term chronic patients admitted to this hospital is having a dele- 
terious effect on length of stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We have a long-term section of 
82 patients. These patients have been hospitalized by the VA for a long oe 
of time, some since 1925. When one of these patients expires or otherwise leaves 
the hospital, the average length of stay increases tremendously for the period 
during which this loss occurs due to the method employed in computing this 


4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Approximately 

5 percent of all our patients are from distances too great to make such a program 
Practical. Therefore, there would be very little effect on the length of stay. 
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(b) What effect would such a program have on your cost of operation? Costs 
would increase in proportion to the number of patients provided outpatient care. 
5. What would you suggest to further reduce hospital stay without impairi 
care? From the facts now at hand any further reduction of hospital stay would 
impair their care. The distances between the hospital and patients’ homes limits 

the use of the CBOC program. 
6. What is needed to improve turnover of patients? More physicians would 
improve the turnover of patients; especially a pathologist. 


IV. Waiting lists 


1. Number of eligible applicants wll hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total oobi 
of care co! 
Total In non-VA q Not yet 
hospitals [hospitalized 
1. Total ll 1 10 
NP 
G.M. & eta ll 1 10: 


Be Bae 4 many patients are scheduled for admission subsequent to January 12,. 

3, What system do you use for scheduling admissions from the waiting list? 
Waiting list is maintained in accordance with priority groups established by VA 
Circular 18. Scheduling is accomplished as s become available. Veterans: 
are usually given 10 days notice when to report. 

4. In addition to the persons reported in reply to —_ 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“‘Yes,”’ please describe the circumstances. Yes; when a medical emergency 
exists; if treatment is needed for service-connected disability or if there is not a 
waiting list. 

6. Number of applications for admission from July 1 through December 31,, 
1958. Total, 893; approved, 810; rejected, 83. 


V. Hospital staff 


~ (Report full-time equivalent employment for both full- and part-time employees: 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

4 Total_ 302.0 303.0 +1.0 
.2. Physicians, full- and part-time. 8.5 8.0 

3. Physicians, residents, and interns_.............-..-- 0 0 0 

4. Physicians, consultants, and attendings.-__-_....-_-- 2.0 2.0 0 

5. Dentists. _- 2.0 2.0 0 
6. Nurses 45.5 48.0 +2.5 
7. Hospital aids. 60.0 61.5 +1.5 
8. Therapists and technicians (plus 11.0 14.5 +3.5- 

9. Social workers. 2.0 2.0 0 
10. Office of manager, personnel, and finance ...._._____ 11.0 12.0 +1.0 

12. Other food-service 39.0 36.0 4 
14. Engineering maintenance (excluding laundry) 20.0 16.0 
15. ‘Engineering operations (excluding laundry) -...-...- 19.5 20.5 +1.0 

18. All other staff. 50.0 53.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


| 


| 
ale 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 3. ‘ 

21. (a) aan of patients on January 12, 1959, who are in industrial therapy 

rogram: 6. 

7 (b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service -.........-- 15 16 20 
Average payment per consultant or attending !_____.-.__.___- $1, 395 $1, 508 $1, 156 
Total amount paid to all consultants and attendings !__..__-_- 20, 925 24, 130 24, 280 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot~ 
ment were increased? 


Category Full time Part time /| Consultants, 

attendings 


VI. Research and education 


2. For hospitals without approved research and education activities: What. 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, para medical, or 
hospital administrative trainees? The presence of research and training programs 
will always serve to stimulate the furtherance of education of our medical and 
administrative staff which would benefit the patient care program, 

3. Amount of funds available in fiscal year 1958: None. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958° 


General medical and surgical 
and neurologieal 
All Tuber- Poy With insurance ! 
Eligibility category patients | culosis 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(a) 39 0 1 0 4 34 
(b) For treatment of a service-connected 
6 0 1 0 0 5 
(c) For treatment of a non-service-con- 
33 0 0 0 4 2 
(1) Patient has compensable serv- 
ice-connected disability _ _-.- 4 0 0 0 1 3 
(2) In receipt of VA pension. 0 0 0 2 9 
(3) In hospital more than 30 days. s 0 0 0 0 8 
10 0 0 0 1 9 


' Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more tham 
one of first in the listing. 


the categories in (c) above, show him only in that category appearing 


ed 
10 
12... 
ns: 
| | 
ow 
re: 
yer 
cy 
t 
—3.0 
—1.0' 
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2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or Rene injury: None. 

b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect Ms pew for hospitalization under 
insurance plans, emphasizing any changes e since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Action is taken to collect payment from insurance companies on 
veterans receiving treatment for non-service-connected conditions if they indi- 
cate that they have reimbursable benefits at the time of admission. The billi 
is no longer itemized unless requested by the company, but rather the plann 
per diem rate for the current quarter is used. If payment in full is not received 
additional billing is submitted unless the insurance contract precludes payment 
to the VA. This fact is ascertained with assistance of the chief attorney. 

4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The services, supplies, length 
of stay, and doctors’ visits necessary for the treatment of his condition are deter- 
mined and itemized by the admitting ag era and are priced according to our 
fee schedule and the local community hospital daily rate. The total cost is 
berets. ge explained to the applicant by the admitting physician before the oath 

8 


8. In your opinion are there abuses of nonservice-connected care? Very few, 
if any, abuses. This is substantiated in part by the facts shown in our answer 
to question 6 and that 92 percent of all patients remaining January 12, 1959, 
were — service connected, drawing nonservice-connected pension, or had a 
claim pending. 

9. Percentage of patients as of Jan 12, 1959, in hospitals for treatment of 
service-connected or nonservice-connected conditions: 


War Service- Nonservice- Total 
connected connected 

World War I__--.___- 5 95 100 
panish-American War....................-----.---.-...----- 0 100 100 
All patien 12 88 100 
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VIII. Costs 
1. What were your net costs for hospital care after adjustments for common 
18 services (including 84-8 accounts)? 
Fiscal year— 
ie Item 
1955 1956 1957 1958 1959 
ar (estimated) 

Average dail: 140.0 224.0 229.0 235.0 236.0 
Full-time 246.3 296. 4 302. 6 303. 4 304.0 
d © pg MET SET $1, 202, 160 | $1, 556,260 | $1,630,207 | $1,810,975 | $1,895, 143 
nt Salaries of staff 9. ................-.... 965,277 | 1,217,776 | 1,285,249 | 1,458,716 | 1, 548, 624 

pe | a ee 15, 564 20, 614 19, 085 22, 157 22, 395 
rs i Communications. -.............------ 8, 840 8, 990 8, 870 8, 596 8, 421 
Utilities (gas, coal, water, etc.)_......- 50, 006 58, 092 , 406 63, 801 64, 202 
59, 380 88, 233 91, 390 96, 488 99, 615 
Drugs and medicines. 23, 021 30, 588 31, 292 41, 358 43, 085 
i Medical and dental supplies. __._._._- 22, 996 41, 198 41, 492 43, 986 38, 503 
ar ) Asset acquisitions including equip- 
ment... 7,839 13, 751 35, 994 16, 317 12, 148 
inl @ All other 49, 237 77, 018 57, 429 59, 556 58, 150 
(m) Cost per discharged patient........... 710 609 724 824 730 
"a 1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
i? 2 all payroll analysis accounts. 

2. Do you believe that the none fund allocation is sufficient to provide an 
re acceptable standard of medical care? The primary fund allocation received for 
of fiscal year 1959 will not be sufficient to operate this hospital efficiently in fiscal 

year 1960. This is due to increased cost of services and supplies and increased 
ils cost in payroll due to periodic step increases. 
th 3. Does the allotment of funds on the basis of average alte potions load in- 
T= crease or decrease the patient’s length of stay? How or why? o. All patients 
ur are discharged as soon as they have reached MHB. Further, our average daily 
is patient load is planned according to our veteran potential rather than length of 
th stay. Constant emphasis is placed on reducing the length of stay to the minimum 
consistent with good medical practice. 
Ww, 4. Do you have any adequate comparison standards with other VA hospitals? 
er Civil hospitals? Are such comparisons appropriate? What improvements seem 
19, patie Have they been discussed with responsible officials? Cost comparisons 
a tween VA hospitals are furnished periodically. Comparisons reveal our oper- 
ating costs to be in the lower half. These figures are not always conclusive in 
of their explanation as to the differences in cost and number of employees. There 
are no appropriate comparisons available from civil hospitals. is hospital 
_ could not efficiently operate at a lower cost. 
5. (a2) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.10. 
— (b) What is the cost per served ration for all other food service activities from 
100 July 1, 1958, through December 31, 1958? $2.16. 
° © if all your patients are not on the same ration, what differences are there? 
100 Why? Basically all patients are on the same ration. 
100 6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
—_ (b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very essential for both professional and nonprofessional personnel. 

(c) What additional quarters do you believe would add quality or stability to 

your staff? None required. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 

based on a replacement cost? $5,790,000. 

8. What factors have operated to change the costs of hospital operation? 

Please explain the effect of these factors. Comparatively small turnover of 
Personnel puts employees in the top half of the grade, thereby increasing salary 
costs each year. Increased cost of services and supplies due to our inflated 
ory exert constant upward pressure which cannot be controlled by manage- 
me 
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9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralization of fund control to the using divisions and/or 
services. Frequent discussions calculated to stimulate cost consciousness during 
staff meetings and periodic surveys to detect and eliminate wasteful practices. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


concede 726, 258 8. 


8 
7 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—Per piece, $0.05; per pound, $0.06. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts—Per piece, $0.06; per pound, $0.08. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

_ 12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC ba ate could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,880. 
(2) Visits to hospitals by patients on CBOC status: 357. 
(3) Cost per visit: $8.09. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? See below. 
Cite examples. Budget decentralized. However, elimination of fund control by 
Bureau of Budget would further improve operations. Personnel matters have 
been in general decentralized. Greater flexibility in maintaining and improving 
physical plant established. There has been a reduction in the number of items 
controlled by central office for procurement purposes. ; 

y. (b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operations? Yes. 
(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? This emphasis was on good practical administration. ' 
(3) How was the internal audit valuable to your hospital? The findings 
of the team and the report made confirmed our belief that the management 
‘team is doing a creditable job and assisted management by identifying 
administrative practices in need of improvement. en 
(4) Were you pressured or compelled to adopt any impractiéal or inhibitive 
operational changes as a result? No. - 
_ (c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? We do not see a need for such an audit. However, 
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if such an audit should become necessary, it would seem that VACO would be 
better equipped by experience to conduct it. We believe the consultants, attend- 
ings, and area inspections are accomplishing this purpose satisfactorily. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits by the area supervisor are stimulating and informative. They 
keep the area medical directors informed on station problems. 

(2) Of what value would you think these visits are to VACO? They enable 
the area medical director to keep central office abreast of progress being 
made, operational problems and the need for central office support and 
assistance in resolving problems. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by. citing examples. Have such always been 
beneficial to the hospital’s operation? No. Statements of policy and guidelines 
to assist local management in fulfilling its responsibilities are essential in any large 
organization, public or private. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program has as its 
primary objective increasing the skill of employees in the position to which they 
are currently assigned. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 
Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Conversion of elevators from manual to fully automatic operation...................--.-... 30, 000 
Install ventilating hoods over griddle in kitchen........-....-------..-----------+---------- 5, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal vear 1959. | 


Description Amount 


Enclose transformer bank in subbasement -_.............--..--.--------------+-----+-------- 600 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Resurface roof garden decks on 6th floor. --.-........----.---------------------------------- $1, 000 
Replace double doors in boilerhouse with overhead doors 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Replace dumbwaiter 
door interlocks, $2,500. 

(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
‘Grating around window wells, main building... $1, 500 


3 
7 
| 
) 
| 
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| 
| 
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(ec) Replacement and new fixed equipment costing over $1,000: None. 

3. What, in your opinion, are the most pressing needs in your installation? 
Services of a Pathologist; conversion of two manually operated passenger ele- 
vators to automatic operation; resurfacing of sixth floor roof decks; storm win- 
dows to increase patients’ comfort during winter months. 

The increase in our annual dollar allocation requested in our fiscal year 1960 
— submission to offset higher eosts due to inflation and periodic step 

creases, 


SAGINAW, MICH. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 1500 Weiss Street. 

City and State: Saginaw, Mich. 

Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
no. 

Name, qualifications, and tenure of— 

a) Manager: Russell E. Pleune, M.D., 2 years. 

b) Assistant manager: J. Lloyd Baird, 1% years. 

ao Seer professional services: Manager serves also as director of profes- 


services. 
II, Bed capacity and patientload 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB PN oe Neuro- | G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
4. In process of 
6. Staff not recruitable: Beds re- 
rent opera’ less 
10. Average daily patient 
ths ending Dec. 31, 1958........- 191 | 
AGE OF PATIENTS 
12. Patients in ital on Jan. . 1959, 
6) Percent of total patients re- 
maining (line 9)............-- OB 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 


ent 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 
Type of discharge 1956 1957 1958 
Total 1, 607 1,619 1,629 
Death 13 137 144 
1, 432 1, 446 1, 447 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: No established trends 
of significance, 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal. year 1959 
operating plan? None. There are no rated TB beds at this hospital. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 42 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions: 


A dectomy -.. 
erniorrhaphy 
Subtotal gastrectomy for duodenal ulcer. 
Prostatectomy: 
Suprapubic.... : 
Transurethral - 10 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A hospital-stay committee makes a periodic review of cases discharged 
from the hospital and makes appropriate recommendations as indicated. Also 
uo. stay is discussed at medical staff meetings from time to time. 

(6) What improvements have you made since your last report to this com- 
mittee? leuk of stay at this hospital has been a minimal problem. Because 
of this there has been little need to change any of our existing policies and prac- 
tices. The length-of-stay committee, however, has been instructed to give 
special attention to chronic long-term cases when making future studies, 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Chronically ill patients, of course, 
require longer periods of hospitalization than acutely ill patients. Approxi- 
mately one-third of our patients are hospitalized for chronic illnesses. There will 
undoubtedly be an increase in demand for this type of case as the age of veterans’ 
increases. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? With the present 

C program which makes it possible to provide aagpecemgeey followup care 
for a maximum period of 18 months, depending on the type of disability, it is 


doubtful that followup care on an outpatient basis would effect length of stay to 
any great extent. 


mn? 
in- 
160° 
ep 
les 
Cases length of 
stay 
14 
14 
21 
40 
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(b) What effect would:such a program have on your cost of operation? Prob- 
ably very little, assuming that the number of ou oe would be no greater 
than those who now receive NBO eare following CBOC diseharge. 

5. What would you snagert to further reduce hospital stay without impairing 
care? See paragraph 6 be 

6. What is needed to improve turnover of oF ager (a) A vigorous and con- 
tinuous discharge planning program princi directed at the long-term chronic 
patient, and (b) outpatient facilities in V. oapitale would help to some extent, 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
ag 12, 1959, and not yet scheduled for admission and not VA patients: 

one 
19597 18. many patients are scheduled for admission subsequent to January 12, 

5 

3. What system do you use for scheduling admissions from the waiting list? 
Applicants are scheduled from the waiting list in priority order as defined in VA 
Circular 18, dated September 8, 1958. 

4. In addition to the persons “ene in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are > patients admitted without placement on the waiting lists? If the answer 

is ‘‘Yes,’’ please describe the circumstances. Yes; emergency and service-con- 
aie cases are admitted without placement on waiting list. All other cases are 
admitted in priority order as beds somes available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,363; approved, 837; rejected, 526. 


V: Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service Tanase to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

9. Physicians, full- and part-time 10.0 9.0 -1.0 

3. Physicians, residents, and interns---.-..-.----------- 0 0 0 
4. Physicians, consultants, and attendings- ----......-- 3.8 4.0 +.2 

8. Therapists and technicians 11.0 9.0 

10. Office of manager, personnel, and finance_-_----.----- 14.0 13.0 —1.0 

12. Other food-service employees..............-..-.-..-- 35.1 35.0 -1 

15. Engineering operations (excluding laundry) 19.0 18.0 —1.0 
17. 8 Services 6.0 5.0 —1.0 
18, All other staff. 48.7 52.3 +3.6 


1 In physical medicine, dentistry, laboratory, X-ray. 


to 
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19. (a) Number of member e ae as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? None. 
21. (a) Number of patients on January-12, 1959, who are in industrial therapy 


program: None. 


(b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


i Total (fiscal years) 
From July t through June 30 
1958 1959 

Number of different persons who provided service--_-..---.---- : 24 21 22 
Average payment consultant or attending !__....-......-- $33. 58 $32.75 2 $32.75 
Total amount paid to all consultants and attendings !___..___- $30, 625 625 $28, 800 

1 Exclusive of travel. 

2 Per visit 


25. What categories of employees would be recruited if the primary fund 
allotment were incre 2? 


Category Full time Part time | Consultants, 

attendings 
0 0 0 


1 Successful recruiting in these specialty categories is not primarily dependent on availability of funds- 
It is much more dependent on the starting salary that we can offer. To recruit a full-time pathologist or 
a aco pen capable of practicing at the high level our medical staff requires, a starting salary of $13,000 to 
$14,000 is expected, The recruitable men are young and cannot meet requirements for appointment ‘above 
intermediate grade which offers a starting salary of less than $11,000. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research at this hospital, which does not have a medical school affiliation, is 
and probably will continue to be centered on clinical problems. This type oat 
investigative work very directly benefits patients. Not only patients with the 
diseases being studied, but those with other illnesses are benefited by the improved 
quality of work which results. For example, research work on leukemia presently 
in progress has improved the quality of laboratory work in hematology. An 
indirect but very important benefit to patients is that the research program tends 
to attract and hold higher quality physicians. 


3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
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VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
surgical 
All Tuber- With insurance ! 
Psychi- 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total 36 ll 25 
(6) For treatment of a service-connected 
(c) For treatment of a non-service- 
36 ll 25 
(2 In receipt of VA pension 11 |. 2 9 


1 Any form of prepayment insurance. 


NortE.—If a patient recei care for a non-service-connected disability may be reported in more than 1 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 3. 

b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes e since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Assigments of reimburseable insurance benefits are obtained from 
patients who are admitted for non-service-connected disabilities and who have 
hospitalization insurance coverage. The insurance company is notified of the 
assignment and a statement of charges is submitted covering the services rendered. 
If reimbursement cannot be effected by the hospital the case is turned over to 
the VA chief attorney. The office of the chief attorney is informed of all actions 
taken by the hospital in connection with workmen’s compensation cases. It is 


estimated that it costs approximately $1,900 annually to conduct the reimbursable 


insurance program at this hospital. 
4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar y 
1957 = 1958 


Amount billed 699 $47, 826 
Amount collected bar 944 3, S41 


mi Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans seeking care for non- 
service-connected disabilities are advised of probable length of hospitalization 
based on experience at this hospital. The estimated cost of care is based on rates 
a ore = board obtained from local private hospitals and applicable medical 

ee sc es. 
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8. In your opinion are there abuses of non-service-connected care? There 
appear to be no abuses within the intent of current regulations governing the 
conditions under which non-service-connected-care may be provided. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
esses 10 90 100 
VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___._.__.__- 160.0 201.0 191.0 193.0 192.0 
() Full-time equivalent staff____._._.___- 257. 4 278.8 276.6 275.0 274.4 
$1, 259, 587 | $1, 450,070 | $1, 471, 567 | $1,623,222 | $1,691,174 
Of .. 1,032,528 | 1,167,229 | 1,201,827 | 1,338,860 1, 420, 765 
7, 192 6, 968 5, 963 6, 636 
Communications-.---...............--- 6, 928 8, 217 7, 545 7, 538 7,514 
Utilities (gas, coal, water, etc.) ____-_-- 44, 627 47, 743 49, 871 50. 471 52, 092 
69, 772 84, 074 88, 361 84, 165 
(i) Drugs and medicines... .............- 34, 037 34, 418 31, 214 34, 191 33, 952 
(jf) Medical and dental supplies. --------- 18, 998 28, 252 , 888 26, 379 26, 691 

(kt) Asset acquisitions including equip- 
13, 120 31, 342 16, 439 26, 045 11, 674 
32, 385 42, 810 43, 741 45, 414 47, 685 
(m) Cost per discharged patient... ......-- 696 674 808 880 1,027 


; Adjusted for commen serviees: Show all costs to nearest dollar of actual cost. 
‘Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes; at the present time. However, 
systematic replacement of equipment is not provided for as such in the basic 
structure of the primary fund allocation. Much of the equipment at this hospital 
ls now approaching the age and condition wherein repair is no longer practical. 

Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howor why? A study of our length of 
stay from July 1, 1957, to July 1, 1958, does not indicate any increase or decrease 
in the patient’s length of stay due to the allotment of funds on the basis of average 
daily petiont load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? We have excel- 

t comparison standards with other VA hospitals which are utilized extensively. 
Standards of comparison with civil hospitals are available but such comparisons 
are not appropriate and conclusions drawn must be discounted. In most instances 
the costs of civil hospitals exceed the costs of VA hospitals. We do not have any 
Improvements to suggest in order to have more adequate comparison standards - 

h other VA hospitals or civil hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 

hrough December 31, 1958? $1.133. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.268. 


33427 O—59——_55 
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(c) If all your patients are not on the same ration, what differences are there? 
Why? On same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Nonhousekeeping quarters very important in recruitment, particularly 
in the case of recent nurse graduates who have not established a me 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters required. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $8 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The biggest single factor is the increased 
costs of personal services. To combat these increased costs, efforts have been 
made to reduce employment by more efficient operation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Each division ond service has been delegated the responsibility 
of controlling its own funds and to achieve maximum utilization of funds within 
its areas. This has resulted in making all of our responsible officials more cost 
conscious. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (/Il stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.040; per pound, $0.051. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.052; per pound, $0.067. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. The average daily patient 
load concept of financing causes us considerable worry and concern, however, at 
this station admission and discharge of patients is purely a matter of medica 
determination. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. Our annual occupancy 
rate averages 90 percent and is based upon medical need. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. Since bed occupancy is based on 
nonce need the CBOC program does not decrease the number of operating bed* 
required. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,848. 
(2) Visits to hospitals by patients on CBOC status: 312. 
(3) Cost per visit: $5.92. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 
(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Author- 
ity has been decentralized. However, in the last year or so there has been a 
tendency to recentralize some authority. Examples: (1) We were advised by 
TWX that we would have an open house on November 1, 1958 as part of Veter- 
ans’ Day celebration. This event was without precedent and we were not con- 
sulted as to its effect upon patient care; (2) MP-4, part VI introduced last year 
requires more than 100 internal written reports to the manager by his own staff. 

(b) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Team 
of four men; two with hospital “tor: onsen and two who did not have it. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? In most instances good administration was stressed; however, in 
several instances undue attention was given to minutiae procedures. 

(3) How was the internal audit valuable to your hospital? It caused us 
to bring up to date and put in written form several procedures that had been 
neglected. Also, it spotlighted areas where study of operations might result 
in further economies. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operasbonne changes as a result? We did not concur in the few impractical 
changes recommended. As of this date we have not been requested by 
D.M. & S. to effect what we thought were impractical operational changes. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? The quality of our medical care undergoes contin- 
uous informal audit through medical staff meetings, local and area consultant 
visits, occasional central office visits, and monthly visits by faculty members of 
the University of Michigan Medical School. It would be difficult to devise a 
forma] medical audit more effective than this. Should a medical audit team be 
formed, we believe it should be high-level non-VA cliniciaus whose judgment 
would be unquestioned by the medical staff. 

d) The area medical director’s office is regarded as part of the central office? 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? In general, very helpful. The area medical director’s office visits in 
most instances are geared to assist us rather than to point out our omissions. 
The area staff is sufficiently close to field operations to have an appreciation 
of our problems. 

(2) Of what value would you think these visits are to VACO? They im- 
a VACO policies. Also area staff serves as the eyes and ears of central 
office. 

(3) Would less frequent visits be more useful? No. We think the visits 
are appropriate as presently being made. 

_ (&) Have directives, circulars, manuals, etc., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No; except there has been an astoundin 
increase in written reports required by central office. Currently circulars po 
manuals call for more than 400 annual reports as follows: Monthly, 18; quarterly, 
30; semiannually, 20; annually, 31; as required, 9. There is a need to relieve 
us of our present burden of reports. 

2. Is the management development program directed toward making good 
employees or good managers? Our management development program is geared 
to making better employees. The premise of our.program is: (1) development 
activities are based on individual need; (2) the program is designed to help in- 
dividuals to develop themselves; (3) primary emphasis is on improvement in 

andling present responsibilities, not on promotion or advancement; and (4) par- 
ticipation is on a voluntary basis. 


re? 

uit- 
arly | 
y to 
ngs) 
ion? 
ased 
een Yes | 
ness 
ility 
thin 
cost 
ndar | 
day 

y 

4 

10 
ndar 
ately 
issue 
n on 
sonal 
pera- 
costs 
iries, 
ding 
hos- 
who 
tient 
r, at 
dica | 
y the 
daily | 
ancy 
or of 
vould 
erans 
d on 
beds 
8? | 


844 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


X. Capital improvement 


1. What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? Not known. 

Not programed, or under consideration for fiscal year 1962:‘(a) Storeroom, 
building No. 6, submitted February 20, 1956; (b) Fire escape and porch, building 
No. 3, submitted 1954 and again in 1957; (c) fifth floor alterations (item (e), 
nurses’ call system has been installed), submitted 1957; (d) providing glass en- 
closures for fifth floor roof-garden areas, submitted 1957; (e) expansion of sprinkler 
system in building No. 1 and laundry, submitted 1959. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


1. Refractory repair boiler No. 1, to be accomplished, 4th quarter _ _.........-.-_-...-.---.-- 
2. Install additional 8-inch water main gate valve to achieve more effective isolation in 
case of water main failures due to breakage, 2d quarter __.............-......-------.-.-- 
3. 1 hoisting cable and 3 governor cables for elevator _ . ............-...-.-.---..-----------.- 
4. Additional electric riser from main distribution panel through to 5th floor including addi- 
5. Replacing certain light fixtures whose shades are difficult to procure and replace with 
6. Stocking aluminum extruded shapes to start a 7-year program of replacement of present 
insect screens with aluminum screens constructed by station labor _...........-....---_- 
7. —— a oe of applying silicone-water repellent to the brick exteriors, hospital 
8. Cleaning 4 of the exhaust ventilating system.....-............--.---------------------- 
9. Replacing 1 of the existing X-ray film dryers........._......-.-..-.--------------------- 
0. Replacing 1 cyclomatic-autoclave control in central service to provide a 15-minute drying 
cycle instead of existing 11-minute cycle 
11. Install additional lavatories, 5th floor 
12. Install additional lavatory and sink, building No. 5.............--.---------------------- 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1. Completing silicone-water repellent treatment, building No. 1, and coal silo. ____......-- $4, 000 
3. Install 2 more electric risers from main distribution pane] to 5th floor including floor panels 


4. Installing standby air compressor in boiler plant for automatic combustion control pur- om 
5. Install crankcase suction pressure control on ammonia compressor to maintain a maxi- 0 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiseal year 1960 and fiscal year 1961 (exclude items listed in question 
1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1. Relining boiler refractory No. 2, fiscal year 1961__.................-.-...----------.------ $2, 200 
2. Replace 50 percent of station steel insect screens with aluminum screens, fiscal year 1960_- 1, 100 
3. Replace remaining station steel insect screens with aluminum screens, fiscal year 1961_... 1, 100 
4. Vinyl wall covering for 5th floor corridors, fiscal year 1960_.................-------------- 1,200 
5. Vinyl] wall covering for 4th floor corridors, fiscal year 1961____..........--...-...---..---- 1, 900 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


2. Exhaust fan (1) over elevator machinery platform, building No. 1__....--.-.--.-.--.---. 600 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
1. Replace coal-pusher-box assembly in coal silo pit, fiscal year 1961_____._....._....--_-__. $1, 200 
2. Replace surge cook in boiler plant and replace associated steam-return lines and piping, Pm 

3. Laundry finishing press replacement Nos. 10, 11, 13, and 14 obtained used from Army 

4. Laundry finishing press replacement Nos. 9, 12, 15, and 16 obtained used from Army 

5. Replacement of dishwashing machine, main dishwashing room, 2d floor, fiscal year 1961. 3, 500 
6. Glass washer replacement, dietietic area, fiscal year 1961__...............-------.-----... 1, 400 


3. What, in your opinion, are the most pressing needs in your installation? 


Description Amount 


2. Fire escapes building No. 3, see (6) under sec. X__......-.----------.-------------------- 19, 500 
3. Added ventilation especially in corridor, 5th floor, see (c) under sec. X_..........-.--.--.. 6, 000 
4. — system expansion, especially laundry building, see (e) under see. X___.....___- 7, 000 
5. Tractor with hopper-loading device for bunkering coal equipped with auxiliary compres- 

6. Storeroom for building No. 6. see (a) under sec. X 3, 500 


1 This amount now unrealistic and should be revised upward to $6,000. 


MINNEAPOLIS, MINN. 


I. General 


Name of hospital: Veterans’ Administration Hospital 5106. 

Street & address: 54th Street and 48th Avenue South. 

City and State: Minneapolis, Minn. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Henry L. Vogl, M.D.; diplomate, American Board of Internal 
Medicine, 1948; tenure, October 1957. 
, oe) Assistant manager: Heber Kjaglien; 39 years Government service; tenure 


(c) Director, professional services; Stanley B. Crosbie, M.D.; diplomate, 
American Board of Internal Medicine, 1952; tenure, January 1959. 
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II. Bed capacity and patient load 
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Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 1,014 132 100 85 
1,014 132 100 85 
Beds not in use (unavailable): 
7. Type of bed not required for current 
operating plan regardless of staff 
9. Patients 957 108 
10. Average daily patient load for 12 
months ending Dec. 31, 1958___ 926 116 90 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
473 4l 21 38 378 
(6) Percent of total patients re- 
maining (line 9) 49 38 22 45 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
Ge) 541 44 42 455 |. 
(6) Percent of total patients re- 
maining Jan. 10, 59 36 24 (4) 76 
1 Included with psychiatry. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 


14. Number of patients sent to trial visit during year_ - 
15. Number of patients on trial-visit status as of Dec. 31. 


the past 3 calendar years? 


16. (a) What is the number of patients discharged from your hospital during 


Type of discharge 1956 1957 1958 
206 215 230 


(b) If there are trends in any of the components above, please describe their 


significance and impact on the activities of your hospital: The trend toward higher 


turnover signifies improved efficiency and improved medical care. 
diem cost is inevitable in such a situation. 


plan? 


None. 


Higher per 


With very little margin to work with 
due to the high occupancy, many departments are working at maximum capacity. 
17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 


(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 28. 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8S. hospitals: Average stay for G.M. & S. patients, 24 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any pa- 
tients with multiple-treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer.-___.............--.------.---------- 8 40.0 
Prostatectomy: 

Retropubic 1 31.0 
urethral 40 21.5 


3. (a2) What system of control do you have to insure a minimum stay in hos- 
ital? Service chiefs review patient census weekly to detect unnecessary pro- 
onged hospital stay. The length-of-stay committee continuously reviews all 
factors which unnecessarily prolongs patient stay. The administrative and pro- 
fessional staff discuss the problem frequently. Residents are diligent in discharg- 
ing patients as soon as treatment is completed. Their desire to see as many 
patients as possible during their training combined with the factor of continuous 
pressure for admission provides an adequate system of control. The problem of 
arranging for proper home or institutional care prior to discharge continually 
confronts our social workers in the chronic long-term group. 

(b) What improvements have you made since your last report to this committee? 
Average length of stay has been reduced from 30 to 24 days. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) 
requires that veterans having chronic long-term illnesses not be discharged until 
an adequate discharge plan has been developed for posthospital care. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) (1) Aging veteran population have 
two chief effects: (a) Increase in incidence of chronic diseases requiring prolonged 
treatment, such as cardiovascular, tuberculosis, neurological diseases, cancer; 
(b) Difficulty of discharging the aged patient following treatment, especially 
when nursing home care is required. Cost of such care is prohibitive when the 

tient must depend chiefly on the inadequate aid-and-attendance benefit; 
2) effect of chemotherapy of tuberculosis to reduce period of hospitalization. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would be reduced. However, it would be more effective to provide a complete 
outpatient service to perform prehospital examinations and screening for admis- 
sion and also provide full diagnosis and care of selected patients who must now 
be hospitalized. 

(b) What effect would such a program have on your cost of operation? Cost 
of hospital operation per patient treated would be markedly reduced because of 
reduction of length of stay. There would be a considerable increase in the num- 
ber of patients handled without requiring additional beds. Total cost and per 

lem cost would probably rise because of increased services required for rapid 
over. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Complete outpatient clinic, which is at present prevented by legal restric- 
tions. Processing of applications for admission, of admissions and discharges, 
clinical workup, treatment, and arrangements for discharge to the community 
need improvement by augmenting present minimal staffing, particularly in 
shortage areas such as psychiatry, psychology, neurology, dental, nursing, social 
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work, laboratory, radiology, and registrar. Funds for activation of additional 
beds for intermediate care to release frozen beds for more acute cases. 

6. What is needed to improve turnover of patients? In addition to needs 
indicated in 4(b) and 5 above, an increase of aid and attendance allotments, or 
other provision for nursing home care at Government expense would improve 
turnover of patients in the upper age groups. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total ected 
care conn 
nee Total In non-VA| Not yet 

hospitals [hospitalized 

1 Total 77 2 75 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 47. 

3. What system do you use for scheduling admissions from the waiting list? 
Applicants are scheduled for admission from the waiting list according to their 
priority standing as outlined in Circular No. 18 dated Bentember 8, 1958. Au- 
thorizations are mailed 10 to 14 days preceding admission date. Medically urgent 
cases are notified by the most expeditious means such as telegram, telephone, ete,, 
when indicated. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 40. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please described the circumstances. Yes; medically emergent and 
applicants in need of medical treatment for a service-connected condition are 
admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 7,768; approved, 5,858; rejected, 1,910. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) oF 

decrease (-) 

from 1 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Ph , full- and part-time. 56. 0 59.0 +3.0 
3. Physicians, residents, and 51.0 47.5 
4, Physicians, consultants, and 22.9 24.7 +18 
8. Therapists and technicians !_....................... 100, 0 99.0 -1.0 
3 ice of manager, personnel, and finance ------_-_-.- 

12. Other food-service employees...............--------- 153. 0 150. 1 -29 
14, Engineering maintenance (excluding laundry) -.-.-_- 56.3 51.6 = 
15. Engineering operations (excluding laundry). - 42,1 33.8 

18. All other staff___- 328. 2 361.7 +35 


4 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 10. 

21. (a) a of patients on January 12; 1959, who are in industrial therapy 
rogram: 8. 
4 (b) Number of patients discharged during past 3 months who were given 
industrial therapy: 12. 

(c) Average days of hospitalization of patients reported in (b): 217. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ........... 101 108 105 
Average payment per consultant or attending !_____._____-__- $1, 590. 46 $1, 391. 23 $1, 445. 80 
Total amount paid to all consultants and attendings '....___.. $160, 637 $150, 257 $151, 810 


i Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time /| Consultants, 


attendings 


VI, Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education (residency) programs are basic prerequisites of a high- 
quality medical-care program. irst they are essential to attract outstanding 
academically oriented staff physicians, particularly in view of the present inade- 
quacy of phvsician’s salaries. Graduate teaching and research enterprise are the 
stimuli that keep a staff on its toes and abreast of the very rapidly changing field 
of medicine. These are the factors that have made our university hospitals the 
forefront of medical practice. Now through the University of Minnesota col- 
laboration the same has been true in this hospital since 1946. The residence 
training program under a research oriented staff (over 80 percent of the staff 
is activelly engaged in clinical or fundamental research) has increased many fold 
the quality of care and the tempo of operation of this hospital. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
2 Gifts and donations deposited in general post fund 9900 
3. Grants from other sources administered through affiliated medical schools. 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958; 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 175 4 25 150 
(1) Patient has compensable serv- 
ice-connected disability... ...... 34 1 2 
(3) In hospital more than 30 days... 36 3 2 


! Any form of prepayment insurance. 


Nore.—If a patient receiving care of a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) $7,000. All applicants are interviewed at the time of admission and infor- 
mation pertinent to insurance is elicited in each case. Applicable cases screened 
and processed in accordance with established VA policies and procedures 
(interim issue 10-424) (interim issue 10-434). VA Form 10-2381, Power of 
Attorney and Agreement, is properly executed in each case. Billings are made on 
the basis of planned per diem cost times the number of inpatient days of hos- 
pitalization. Third-party liability and cases being heard before the State indus- 
trial commission are coordinated with the chief attorney’s office and records and 
witnesses furnished in accordance with VAR 500 series and VA Circular 27 dated 
October 4, 1954. Changes since 1957 report include a more comprenensive inter- 
view at time of admission, hospital charges based on per diem rate in lieu of item- 
ized breakdown of services rendered, and solicitation of statement of liability is 
made in alleged industrial or job-connected injury. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 

year 1957 year 1958 


an Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar vear 1958? 4. ] 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? In those applicable cases the 
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entries on the entire 10-P-10, Application and Addendum thereto, are carefully 
reviewed with the applicant. From a locally developed formula based on pre- 
vailing rates in local hospitals and based on ah estimate of the number of hospitali- 
zation days the veteran is made aware of the approximate cost of care for his 
particular disability or disease. The formula includes a breakdown of costs for 
the various categories of medical services. The oath is administered after the 
counseling is completed. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War IT 83 100 
World War I 95 100 
Spanish-American War 100 100 
Peacetime 15 100 
All patients 87 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)! 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load..._......_. 827.0 834. 0 887.0 925. 0 923.0 
(b) Full-time equivalent staff__.___.______ 1, 334. 4 1, 330. 2 1, 349.0 1, 408. 8 1, 356. 8 
(c) . $6, 638, 114 | $7, 130,759 | $7,302,182 | $8,499,715 | $8,880, 640 
i ea 5, 382, 7. 5, 788, 371 6, 062, 070 7, 079, 638 7, 344, 794 
Gravel. 66, 064 73, 260 75, 208 80, 424 76, 300 
(f) Communications -___................. 23, 618 26, 096 28, 815 31, 942 33, 253 
) Utilities (gas, coal, water, etc.) ..._____ 157, 375 216, 594 125, 833 142, 193 188, 723 
a 309, 871 308, 423 316, 000 328, 092 327, 802 
(i) Drugs and medicines... ____.__-.__- 192, 321 202, 730. 222, 275 261, 334 248, 364 
(j) Medical and dental supplies. ._.______ 158, 277 205, 371 217, 484 243, 259 273, 089 

(k) Asset acquisitions including equip- 
13, 089 71, 819 36, 329 65, 399 32, 875 
334, 761 238, 095 218, 168 267, 434 355, 440 
(m) Cost per discharged patient........___ 834 828 846 673 593 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
‘Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Funds today are not sufficient to continue 
4 standard of medical care that is acceptable to the affiliated university, which 
insists that our standards should be consistent with the quality of care provided 
at the university hospitals. During the past few years budgetary restrictions here 
and there have gradually chipped away at our clinical program so we have had 
to pepronsion our care program somewhat. If this continues quality must drop 
appreciably. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Allotments based upon 
the static average daily patient load formula cannot help but prolong the patient’s 
stay. The incentive for rapid turnover is lost. In fact the reverse is encouraged 

ause inadequate allowance is made for the increase in per diem cost incident to 
rapid turnover. Active hospitals of the university type do not have sufficient 
personnel to handle the load they are capable of, so are forced to delay and slow 

wn the workup of the patients. The work accomplishment of a hospital such 
4 Ours is high but could be higher. The per diem cost is also high. However the 
cost per patient discharged (i.e., per unit of real work) is low. In fact the cost 
ent discharged at this hospital is less than that of any comparable VA 
pital, although our per diem cost is among the highest. 
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4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons serene What improvements seem 
possible: Have they been discussed with responsible officials? We do have 
adequate comparison standards with other VA hospitals, with the exception that 
much stress is placed on in-pateint per diem cost without a sufficient amount of 
stress being placed on patient turnover. Also the standards could be further 
refined to cover areas not now covered as well as the elaboration of patient workup. 
We do receive comparisons with civil hospitals but the comparisons are generally 
not appropriate because the mission of the VA hospital is somewhat different from 
the civil hospital. These points have been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958: $0.9587. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.934. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Ration allowances have been established to insure nutritionall y adequate 
ration for all VA patients. For TB, including psychotic TB, and paraplegic 
patients a 30 percent increase in allowance for meat, fish, eggs, poultry, milk and 
milk products and a 10-percent increase for fruits and vegetables, bread, flour, 
cereals, etc., is provided. For other psychiatric, neurological, medical, and surgi- 
cal patients, a 10 percent increase above basic allowance is provided for all foods, 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 houskeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important in obtaining medical staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Housekeeping units for residents physicians. 

(d) Could cost of such quarters be a lucrative investment? Probably not, 
financially, but from standpoint of emergency availability would result in im- 
proved service. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $26 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Advances in medical science have brought 
into being new and complicated laboratory procedures, surgical procedures, new 
drugs, and new and expansive equipment for treatment and diagnostic purposes. 
These advances cost money. Also, the prices have risen on nearly everything we 
buy. When no additional funds are provided to pay for these increases, a serious 
situation results. 

9. What internal programs have you developed to engender cost consciousness 
at vour station? Divisions and services are furnished cost comparisons between 
their costs and comparable costs at other VA hospitals of the same type and 
size. Divisions and services are furnished with their work unit production and 
comparable work unit production at other VA hospitals. Divisions and services 
are furnished with their actual costs and approved budgets. High-cost areas are 
studied in an effort to reduce costs. Staff has been drawn in to participate in 
budget planning and construction. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient: 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation 0 
plant and equipment, maintenance, utilities, supplies, etc., as well as perso 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) ; 
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Laundry costs computed on basis of all costs applicable to Federal laundries, 

excluding memorandum accounts: Per piece, $0.0314: per pound, $0.0432. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.0357; per pound, $0.0492. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? This question has been discussed 
in part in paragraph 3 above. We have not resorted to admission of patients 
who do not require hospitalization for the purpose of maintaining the average 
daily patient load. There is, of course, a temptation to do so but we will not 
indulge in such practices. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. We have all we can do 
to meet needs for hospitalization of veterans in our area, using all the beds we can 
afford to operate. 

13. (a) If CBOC progress could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? The number of operating beds could probably 
be somewhat decreased, but not as much as would be possible with availability of 
a complete outpatient clinic as an integral part of the hospital. However, as the 
need for hospitalization increases with the aging of the veteran population, such 
beds would need to be restored. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $109,424. 
(2) Visits to hospitals by patients on CBOC status: 7,091. 
(3) Cost per visit: $15.43. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. By what methods? Cite examples. 
Decentralization has been diminished by centralizing the filling of certain staff 
positions and the allocation of beds previously under the manager’s jurisdiction. 
For example, appointment of assistant director of professional services, assistant 
chief nursing education and medical administrative officer; the loss of control over 
tuberculosis bed allocation. 

(b) Has your hospital had an internal audit of its administrative operations? 
None to date. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? By a joint team. This would permit unbiased 
evaluation and comparison of our professional activities, with opportunity to 
strengthen or improve areas of weakness or deficiency. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? (1) They reveal areas of deficiency; (2) they assist in solving prob- 
lems in hospital operation; and (3) provide guidance in policy and procedures. 

(2) Of what value would you think these visits are to VACO? (1) They 
keep VACO apprised of station activities and performance; and (2) they 
assist VACO in promulgating and ensuring compliance with regulations and 
established policy. 

if Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Yes, see answer to question 1(a) above. 

2. Is the management development program directed toward making good em- 
Ployees or good managers? If properly implemented, this program should result 
in better informed and better qualified emvloyees at all levels. It 


Will stimulate interest in administration and prepare participants for positions of 
greater responsibility. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
bacteriological laboratory, project 22-5148... $115, 200 
1961 Automatic sprinklers, stage, etc., building No. 4, project 3, 500 
Automatic sprinklers, areas of 15 buildings, project No. 22-5161_............--..-- 175, 000 
Convert elevators to automatic, building No. 43.............-..--.-.--...-------- 50, 000 


Not programed, or under consideration for fiscal year 1962: 
1. Extension of building No. 43. 
2. Recreation building for NP. 
3. Conductive flooring for operating rooms. 
4. Remodel nurses’ quarters, building No. 10. 
5. Remodel central service, 2d floor, building No. 43. 
6. Installation cubicle curtain rods in bathrooms, building No. 438. 
7. Installation of additional lavatories, all wards, building No. 1. 
8. Alterations to radioisotope laboratories. 
9. Remodeling of EEG laboratory 
10. Installation of standby emergency electric generator, building No. 43. 
11. Installation of laboratory equipment in mycology laboratory. 
12. Installation of transformer and switches in building No. 43. 
13. Installation of water softening equipment. 
14. Installation of standby high-tension cable. 
15. Installation of emergency announcing system. 
16. Construction of toilet facilities for building No. 4. 
17. Remodeling of chaplains’ offices. 
18. Alteration of laboratory space, basement, building No. 31. 
19. Expansion of clinical chemistry laboratory. 
20. Work cabinets, cast room, No. 418, building No. 1. 
21. Expansion of neurology and bacteriology laboratory. 
22. Expansion of cardiology and metabolic research space. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
4. Replacement of underground street-lighting cable................-.--...-...---------.--- 3, 098 
5. Replacement of fire-alarm wiring, buildings Nos. 1, 2, and quarters_-_...........---..-.-- 1, 065 
6. Widen 1 door each room on 2d fioor, building No. 7..............----.----.-------------- 2,700 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1, Replacement of all piping systems in remodeled buildings... ..........-.....-.---------- $23, 000 
2. Replacement plumbing fixtures, buildings Nos. 1, 2, 3, 5, 6, 7,9, amd 10_._____.-_..--._-- 15, 300 
3. pa gay Norwalk cylinders in hospital buildings to conform with master-keying 4,400 
4. Floors in corridors in buildings Nos. 1, 5, 6, and 7...............--.--.--..--.--.--------- 2, 966 
5. Electrical changes in Fort Snelling quarters............ 43, 000 
6. Replace steam return line from building No. 4 to building No. 7..........-.-..---------- 7,30 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed im 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


are 
Description Amount 
- 1. Installation asphalt tile on concrete floors in corridors connecting buildings Nos. 1, 2, 3, 
15, 200 3. Renovation, secondary and primary wiring, building No. 4.............-.-.---...-.---- 1, 990 
Basis 4. Installation 1 additional door in 6 nursing stations, in building No. 1__._...........---. 1,320 
3, 500 §, Alterations on 7th and 8th floors, building No. 43, toilets. ~.................--....---.--- 1, 750 
8. Installation of asphalt tile 1st floor corridor, building No. 1- -...-..-....-.-..----------- 1,650 
——- 9. Installation of linoleum, 2d floor, building No. 4-..........-..---.---.-.---------------- 485 
10. Replacement of roof surfacing, buildings Nos. 5, 6, 7, and T-13___.........-.-.-..--.---- 23, 680 
ll. Replacement of windows, buildings Nos. 2, 5, 6, as Resmi sles 35, 280 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
1. Buclosing stairwells, buildings Nos. 9 and $1, 570 
2. Installation of emergency generators in buildings Nos. 1 and 3 (2)__...---.-...------.--- 3, 900 
5. Installetion of counters in all nurses offices, building No. 43 (12). ___-.........-.-..--.-- 2, 920 
8. Transferring of TB bacteriology laboratory and transfusion service -_--._.........---.--- 1, 800 
9. Installation of recessed well-type water coolers (14) ._......-.....-..-..---.-------------- 6, 000 
10. Convert toilet facilities for nonambulant patients (7) _....-.....-.-..------------------- 8, 845 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
2. Transfer carriages and loading cars for Autoclaves in central service ................-.---- 12, 000 
3, Cupboards with work counters for utility rooms.....................-------------------- 5, 000 
m of nit, building: No. 43, 6 6, 197 
6. Sewage-disposal tank and pump, Ist floor, building No. 31.............-.---.-.---------- 1, 800 
7. Convert freight elevator from manual to fully automatic, building No. 31_.._-..-...--_--. 25, 000 
8. Replacement of hot-water heaters, 10 each. _...................-------------------------- 1, 200 


3. What, in your opinion, are the most pressing needs in your installation? 
New construction to provide badly needed space for medical conference room, 
Office space; space for combining of medical, surgical, radiologic, orthopedic, 
vascular, proctoscopic, hematology, and other clinics in 1 areas; urology service 
including 50 beds and urology clinic; 130 pulmonary disease beds to replace the 
present pulmonary disease beds in buildings 6 and 7; 71 medical (chronic long 
term) service beds to replace same number of beds in building No. 5; space for a 
modern eye, ear, nose, and throat clinic and audiology clinic to replace the in- 
adequate clinic in building No. 1; additional locker rooms for nursing service, 
housekeeping service, and clinical laboratory service; office and storage rooms for 
housekeeping division; office and shop space for engineering division and ware- 
house and office space for supply division for replacement of present facilities at 
Fort Snelling. A new research wing is essential to our advanced research pro- 
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ST. CLOUD, MINN. 


I. 


General 


Name of hospital: Veterans’ Administration Hospital. 


City and State: St. Cloud, 


Minn. 


Type of services: Type of hospital, NP; domicile, yes; formal outpatient clinic, 


Name 


qualifications, and tenure of— 

(a) Manager: Stanley B. Lindley, M.D. 
(b) Assistant manager: Karl G. King, M 
(c) Director, professional services: Allen W. Byrnes, 


ACHA; Ma 


Ph.D.; August 11, 1957, to date. 
17, 1946, to date. 
-D.; November 30, 1958, 


to date. 
II. Red capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining.................... 1, 338 
10. Average daily patient load for 12 
months ending Dec. 31, 1, 316 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 9)...........-. 45 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year___ 187 283 393 432 
15. Number of patients on trial-visit status as of Dec. 31. 128 199 167 245 


| 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Any notable impact is 
on social work service: Present staff of social workers is fully extended in preparing 
patients and families for trial visit and discharge. Heavy load partly due also to 
foster-home-care program which is supervised by hospital social work service. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of those 
ao “sageenay on item 9 in category II (total column) as in hospital on January 
12, 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Constant patient reviews with consultants in various specialties. 
Nursing service and ancillary professional personnel have been trained to observe 
and give regular reports to the ward physicians regarding improvements in patients 
so their stay will not be unnecessarily protracted. The ward-psychiatric team, 
under the direction of the ward physician, regularly reviews all patients. 

(b) What improvements have you made since your last report to this com- 
mittee? A stepped-up lecture program which in part deals with new techniques 
regarding drugs and treatment and a resultant institution of new treatment pro- 

ams. Earlier and more complete rehabilitation screening of patients admitted. 

ncreased group therapy permitting the doctor to treat a greater number of 
patients and increase their socializing ability in a more expeditious manner. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) The increasing age of all patients 
brings with it disabilities that are relatively more chronic, more tenacious, and of 
longer duration. We believe that these factors militate against as rapid or as 
complete a remission rate as we need to materially reduce length of stay. The 
corresponding increased age of next of kin and other relatives, which serves to 
reduce the numbers participating in placements outside the hospital. An increase 
in deteriorating organic conditions, superimposed on mental conditions, which 
complicates the total health picture. 

4. (a) What would be the effect on length of stay if you were able to provide 
Posthospital followup care, as needed, on an outpatient basis? Posthospital 
followup care and outpatient service is an indispensable part of the treatment 
program for NP patients. Expansion and greater use of outpatient service would 
reduce the length of stay of patients in the hospital and increase the length of stay 
of patients in the community. Adequate outpatient services facilitate the release 
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of patients from the hospital through preparation of the family, community, and 
employer for the patient’s return. Well staffed outpatient services provide the 
released patient with medical and social work supervision that will maintain him 
in the community and help prevent unnecessary returns to the hospital. Good 
outpatient service permits the hospital psychiatrist to release patients much 
sooner when there is assurance that adequate medical supervision is available 
because the use of drug therapy has increased the need for post hospital followup 
and outpatient care. 

(6) What effect would such a program have on your cost oi operation? The 
immediate effect on cost of operation of an outpatient service at this hospital 
would be an increase equal to the salaries of personne) assigned to this function 
plus certain costs of transportation, supplies, equipment, and medication. It is 
believed, however, that the long-range effect would be to reduce the cost of opera- 
tion not from a per diem standpoint but from the standpoint of cost per patient 
treated in the hospital. In other words, outpatient service would increase the use 
of available beds, thereby increasing turnover, and the greater the turnover the 
more veterans we could treat in our available beds. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions over and above those already advanced in this section. 

6. What is needed to improve turnover of patients? Outpatient service for 
patients discharged from this hospital. A greater number of qualified psychia- 
trists (higher salaries might induce qualified psychiatrists to join staff at hospital). 
A larger number of social workers and psychologists on staff. 


IV. Waiting lists 


1. Number of eligible applicants — hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled fer admission and not VA patients: 


Nonservice connected 
of care required Total 
Total In non-VA}| Not yet 
hospitals {hospitalized 
1. Tetel applicants: NP 62 51 ll 


Fo nag many patients are scheduled for admission subsequent to January 12’ 
1 ? ‘ 

3. What system do you use for scheduling admissions from the waiting list? 
The waiting list is reviewed periodicaliy (not less than every 2 woste) by the 
director, professional services. From this review applicants are scheduled for 
adeplenion as consistent with the established priority lists as our bed situation 
will allow. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,” please describe the circumstances. Yes; in some cases. In cases of 
direct application to our door and in cases of telephonic requests where prima 
facie eligibility is established and there is evidence of legitimate medical emergency. 
Also in those cases governed by humanitarian considerations. 

6. Number of applications for admission from July 1 through December 31, 
— Total, 273; approved, 216; rejected, 15; pending eligibility determination, 


1 
1 
1 
1 
1 
1 
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V. Hospital staff 


(Renort full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 


provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1. 770.3 784.1 +13.8 
2. Physicians, full- and part-time---------_...--------- 10.0 12.0 +2.0 

3. Physicians, residents and interns-.-.__--.-............ 0 0 0 
4, Physicians, consultants and attendings.............. 4.1 5.1 +1.0 
Hospital 302, 0 309. 0 +7,0 

0. Office of manager, personnel, and finmance...........- 20.9 20.9 9 

4.0 4.0 0 

12. Other =e -service employees..---.-.-.....-----.------- 97.0 97.0 0 

14 ementid maintenance (excluding laundry)... 26. 0 25.0 —1.0 
15. Engineering operations (excluding laundry) ---.-_-- 41.0 35.0 —6.0 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 

Piss What was number of guards on duty December 31, 1958? None (fire- 
ters, 6). 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 521. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 31. 

(c) Average days of hospitalization of patients reported in (6): 2,351. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service ___....__-- 12 13 13 
Average payments er consultant or attending !_.............- $28. 65 $28. 41 $28. 15 
Total amount d to all consultants and attendings !......... $27, 175 $27, 100 $33, 615 

! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were incre ? 


C Full time Part time | Consultan 
ategory ts, 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
More widespread recognition of scientific and professional techniques and atti- 
tudes. More general awareness of standards of medical care. More rapid detec- 
tion of deviations from standards. Closer cooperation within and between 
services, i.e., role of psychologist better understood by nursing assistants. (Hospi- 
tal has affiliate nurse training program; also in first quarter of fiscal year 1959, 
a ty riated research funds became available.) 

. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post fund_..............-.-....-- 0 0. 
3. Grants from other sources administered through affiliated medical schools_ 0 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
mentex-| ment 
hausted | not ex- 
hausted 


(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has com: ble serv- : 
(2) In receipt of VA pension 
@) > hospital more than 30 days. 


! Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing -_ changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 


ear 1958.) We follow the provisions of interim issue 10-424 except as indicated 
lg Cost of the collection program is estimated at $30. Upon advice from the 
chief attorney serving this area, we have eliminated referring cases to his office 
for review, if 1 of 6 conditions, as outlined by the chief attorney is met. This has 
eliminated correspondence that was formerly being done. his is a change at 
this station since January 1957. 
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4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. On direct admissions, addendum and VA form 10—P-10 are prepared 
and — simultaneously. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? This would apply only if we 
had a G.M. & 8. patient admitted here as an emergency. Counseling would 
involve advice relative to number of days hospitalization anticipated times 
estimate of per diem costs in private hospitals. This latter figure would be 
secured from local private hospital from its recent experience. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load. __...__.__- 1, 332 1, 338 1, 336 1, 336 1, 325 
(6) Full-time equivalent staff_........._-- 730 738 772 759 775 
(c) $3, 571, 746 | $3, 816,344 | $4,051,341 | $4,385,660 | $4, 773, 490 
(@) Salaries of staff ?..................-...- 2, 733, 828 | 2,967,763 | 3,181,800 | 3, 527,994 3, 896, 945 
(e) Patient travel........................- 4, 624 4,115 3, 637 3, 350 3, 907 
(f) Communications... ..........-....-..- 2, 157 2, 413 2, 208 2, 672 3, 060 
) Utilities (gas, coal, water, ete.)._--.__- 97, 049 104, 298 111, 197 115, 314 125, 268 
ei Dn enpechinnweiniss 432, 096 415, 957 406, 986 413, 909 420, 054 
(i) Drogs and medicines.._-_..... .....--- 20, 628 22, 867 46, 845 66, 578 66, 389 
Medical and dental supplies... .._...-.- 34, 452 32, 687 35, 977 35, 814 35, 878 

) Asset acquisitions including equip- 

44, 733 59, 524 79, 503 51, 830 

202, 179 206, 720 183, 188 168, 199 209, 929 
(m) Cost per discharged patient 3____._.._- 7, 097 7, 800 17, 492 11, 632 9, 070 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 


‘Including all payroll analysis accounts. 
$1955 and 1956 are based on 25-percent sample, 1957 on 20-percent sample, and. 1958 on 50-percent sample 
of discharge records. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? In general; yes. However, standards of 
medical care are increasing rapidly. Better trained and costlier personnel required. 
Also more equipment and better furnishings advisable. Age of this hospital 
bringing greater maintenance and repair costs. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How oor why? Does neither. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Have useful 
standards of comparison with other Veterans’ Administration hospitals. They 
are appropriate. They could be improved by greater detail about special empha- 
sis, special programs, unusual assignments of personnel, for example. However, 
cost might be great. State hospitals for mentally ill do provide some information 
that can be used for comparison purposes. No discussion with officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.846. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.895. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Nonhousekeeping quarters essential for affiliate nurse training program. 
This program leads to recruitment of nurses. Have suitable housekeeping 
quarters only for the officials required to be in residence. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? Two standard duplex residence buildings for physicians. 

(d) Could cost of such quarters be a lucrative investment? Probably not 
lucrative investment if rental established at a level low enough to be inducement 
to prospective members of medical staff. There are disadvantages for those 
who live on grounds of hospital. State hospitals charge nominal sums for rental 
of quarters to medical staff members. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $19,069,149. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased costs due to salary increases, 
general rise in commodity costs, and special fund allocation to increase treatment 
personnel in NP hospitals. Maintenance and equipment replacement costs show 
gradual increase due to age of hospital. Further added costs anticipated for 
personnel necessary to supplement those professional and paramedical personnel 
acquired under the psychiatric improvement fund allocation. Savings have 
accrued because of modernization of boiler plant with coal-handling equipment. 
This will be offset to a great extent by need for enlarging the maintenance force 
to sate with problems inherent in a hospital of this age. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Budget estimating and fund control have for a number of years 
been accomplished as a collective effort by service chiefs and supervisory person- 
nel. The finalization of the estimating and control is centered in management 
and the budget advisory committee. To better acquaint hospital employees 
with the problems of financing the multifunctional hospital operations, informative 
material is included in hospital newsletters and made the subject of group discus- 
sions. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 

number patient-day 
Pieces 


er 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and casipmnent, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0227: per pound, $0.0307. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? The CBOC program would have no 
effect on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: none. 
(2) Visits to hospitals by patients on CBOC status: none. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Unable 
to make categorical answer to first question. Impression is that decentralization 
has been increasing. Manager certainly has wide latitude in operations. It is 
important that manager continue authority to utilize funds without specific 
segregation. Authority for local purchase reasonable but it may be advisable 
to increase limit to $1,000. 

. (b) Has your hospital had an internal audit of its administrative operations? 
0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Additional information on which to base further 
improvements in communications. Improvement in controls for use by manage- 
ment. Aid in assessment of effectiveness of staff members. A joint team would 
be preferable. 

(dq) The area medical director's office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Very helpful, from technical assistance to interpretation of policy. 

(2) Of what value would you think these visits are to Vaco? Medium 
to great assistance. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Directives, circulars, manuals, etc., have 
not recentralized operational authority to any great extent. Cannot state 
positively that they have always been beneficial to the hospital’s operation. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program is di- 
Tected toward the training of employees who are now functioring in supervisory 
capacities or who are considered to have leadership poten’ials. It is found, 
however, that because of their part in the program, managerial personnel receive 
analogous benefits in direct proportion to the extent of their participation. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Elevator water voy 8 e tank No. 86, project 22-5131_.--.................--------.- $74, 124 
Additions to water distribution system, Beevers 18, 081 
Water supply adjustments, project 22-5139_____.......-...-.-.--------------.---- 000 
i901 | Alveratio balling No. project i0; 000 
Not pr ogramed, or under consideration for fiscal year 1962: 
Description Amount 
$350, 
Fused link automatic door closers, fire doors... .-.-...-...----..----------------------------- 5, 
Automatic sprinkler for 12 buildings._._. 50, 
Modernize lighting P.M. & R.S. clinics and 32, 
Provide cubicles all dormitories, buildings Nos. 2 6, 
Air-condition'ng operating suite, 3d floor, building No. 1...............---..-.------------- 15, 
Acoustical tile ceilings all dayrooms and offices, 9 35, 
Enclose connecting corridor to building No. 5. 15, 
Night lighting for ball 


Improvements to 34 patient shower rooms. -.. 
Permanent toilet buildings for picnic area__. 
Night lighting for picnic 
tion sports building for ball park... ---- 
Electric backfeeding service to building No. 28-_. 
Install entrance sidewalk, building No. 1 to gate entrance 
Remodel information space, building No. 1... - 
Provide aluminum screens and storm sash, buildings Nos. 50 and 51................--.----- 
Provide Northwestern Bell complete telephone system for both inside and outside telephones 
Install sidewalk along road from main entrance sidewalk to building No. 51_....-...-...-.-- 
Provide elevators, buildings Nos. 2 and 
Provide 2 additional duplex quarters buildings. 
Provide ae eeeennee, entrance road, street lighting, and sidewalks for entrance, east side of 
Provide ramp for supply serene, building No. 
Install roofs over loading suppl buildings Nos. 5 and 
Replacement of obsolete boilers Nos. 1 and 2, building No. 


Bak 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Routine buildings, grounds and equipment maintenance. $35, 274 
Major items not considered routine maintenance: 
Replacement of shower heads, buildings Nos. ry , 200 
Slate roofing replacement, buildings Nos. dle 18, 500 
Replacement of radiator traps, buildings Nos. 2, 000 
Tuckpointing work of buildings Nos. 1 32, 000 
Major replacement of fixed equipment: 
Replacement of 4 water coolers, building Nos. AC 1, 200 
Replacement of steam kettle, building No. 4.........-......--...---------------------- 1, 200 
Total 8, 200 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Installation of oil switch in primary line, building No. 28_.............-.------.--.---------. 1, 200 
Correct defective sash balances, buildings Nos. 48 and 49_._.......-._..----.-.------.-----. 1, 600 
Install electric door openers, all overhead doors, building No. 54, (garage)... ......----.---- 3, 000 
Install transformer bank and increase housepower, 30, 000 
Increase electrical supply to ward building No. 49 _..........-...--.------------------------ 5, 000 
Modernize kitchens, baths, etc., quarters, balding 7, 600 
Install fluorescent lighting in shaving areas, dayrooms, corridors, and offices of 9 patient 
Provide electric service in corri ors of patients’ headings machines. 10, 500 
Modernize bathrooms of manager’s quarters | 4, 500 
Install lavatory in each OT shop, buildings Nos. 48, 49, 50, 6, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description 


> 


) 
) 
) 
) 
) 
) 
0 
0 
0 
0 % 
0 
0 
0 
0 
0 
0 
0 
0 
D0 
- 
Temperature controls for hot-water tanks. 
Replace deteriorated built-up roofing, laundry, building No. 59._..............--.---------- 
Replace 600 feet of main 12-inch sewer line south of building No. 1_..........--------------- 
Replacement of slate roofing, buildings Nos. 28 and 29...._.............-------------------- 
Tuckpointing work, buildings Nos. 28 and 29 
Replace deteriorated wooden screens with aluminum, building No. 28...............----.-- 
Replace 2 deteriorated refrigeration coils, building No. 4....................--.-..----.----- 
Replace deteriorated tile flooring, diet kitchen and lobby, building No. 4............---..-- 
Replace lavatories, buildings Nos. 48 and 49 __.__.__.....__.-...-..-..-----.--------------- 
Replace deteriorated floors, utility rooms, building No. 1.........-.-..-.------------------- 
Replace deteriorated floors and wainscot of 4 shower rooms, building No. 2.......-------.-- 
Replace drinking fountains, all wards, buildings Nos. 48 and 49_.__......--....-_-.--.2... 
| 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Install soft-water line from building No. 7 to laboratory, building No. 1. .......-......----- $1, 
Provide doorway to east and west cafeteria serving room, building No. 4. ................-- i 


Modernize lighting, magazine room, building No. 29__..........-...-.-.---.---------------- 
Provide drinking fountains, gymnasium and recreation oe building No. 51............- 
Enclose toilet room No. 2 and provide ventilation, building No. 48_...........-........-.- 5 
Remodel nursing assistants’ eating and dressing space, basement, building No. 50......--.- 
Provide acoustical tile ceiling: 

Convert alcove to closet, nurses office, room 101, building No. 48-.......-..-------..------- 
Provide aluminum window and door insect screens, building No. 54...............--.--...-- 
Install exhaust fans, all patient toilet rooms, buildings Nos. 50 and 51_-_--............------- 
Install electric service line for X-ray, operating suite, building No. 1__........-..---..-..--- 
Provide doorway to basement music room from bowling space, building No. 8._.._._.....-- 
Provide shower and toilet section, dairy barn, building No. 46 _..............-..----.-.---- 
Install toilet section for patient recreation room, building No, 2.............-.-.-.-.-.-.---- 
Install rubber nonslip treads and risers on stairs, buildings Nos. 2 and 3._............----- - 
Install rubber nonslip treads and risers on stairs, 
Install toilet section for nurses’ office, building No. 3. _..-_........------------------------- 
Install fountain and cooling unit, ward 1-H east, building | 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


Amount 


Provide 50-pound clothes washer, laundry, building No. 59_..................-----.-------- 
Replace deteriorated 84-inch clothes drier, laundry, 
Replace 4 water coolers, buildings Nos. 3 and 28.................-.-.-------..---.---------- 


82852 


3. What, in your opinion, are the most pressing needs in your installation? 


Description Amount 
Fused link automatic door closers, fire doors... .............-..-.--------------------------- $5, 000 
Aluminum screens and storm sash, buildings Nos. 50 and 61...................-.-...-.-.--- 30, 000 
Install transformer bank and increase electric power, building No, 1...................-.--- 30, 000 
Install electric service line for operating suite and X-ray, building No. 1.................--- 700 
Install entrance sidewalk, building No. 1 to entrance to hospital grounds. -................- 17, 880 
Provide modern nurses’ stations, all ward buildings Nos. 48, 50, and 51...............---.-- 20, 000 
Install rubber non-slip treads and risers on stairs: 
Modernize lighting, physical medicine and rehabilitation clinics and shops. -............-..- 32, 000 
Modernize lighting, auditorium, building No. 8............-.---..----.---.---------------- 5, 000 
Electric backfeeding service to building No. 28...............-.-.-..--..-.----------------- 7, 000 
Installation of oil switch in primary line, building 1, 200 
Temperature controls for hot-water tanks....................-...---------.----------2----- 5, 000 
Provide 50-pound clothes washer, laundry, building No. 59...............-..-...-...-----.- 1, 800 
Replace hot-water tanks, buildings Nos. 3 and 8...................-...-......-------------- 4, 400 
Replace deteriorated built-up roofing, laundry, building No. 59................----...--.--- 6, 000 
Replace 600 feet of main 12-inch sewer line, south of building No. 1_...........-..-...-----. 8, 000 
Install soft-water line from building No. 7 to laboratory, building No. i....-...-..-....._.- 1, 000 
Replace deteriorated 84-inch clothes drier, mW el building No. 59 (28 years old) __...-._-. 2, 400 
Replace 2 dishwashers, buildings Nos. 49 and 51__...........---.------.-------.---- 6, 600 
Provide Northwestern Bell complete telephone system for both inside and outside tele- 
2 additional duplex quarters buildings, 175, 000 


In addition to the above, and for which no specific request appears, there is the 
need for replacement of obsolete items of equipment. Again, because of the age 
of the hospital, greater numbers of equipment items must be projected for replace- 
ment to increase the efficiency of the physical plant and all categories of personnel. 
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BILOXI, MISS. 
I. General 
| Name of hospital: Veterans’ Administration Center. 
Street address: Biloxi Division. 
) City and State: Biloxi, Miss. 
) Type of services: Type of hospital, G.M. & 8.; NP, yes; TB, yes; domicile, yes; 
formal outpatient clinic, no. 
Name, qualifications, and tenure of— 
(a) Manager: E. A. Hiller, B.S. degree; member ACHA; career. 
) (b) Assistant manager: R. L. Nordstrom; B.B.A degree; member ACHA; career. 
(c) Director, professional services: H. N. Waggoner; M.D.; career. 
II. Bed capacity and patient load 
0 
0 
Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless 
i otherwise specified) Domiciles 
0 Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
0 
) BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed 209 2 15 5 187 818 
2. Operating 209 2 15 5 187 818 
4 4 Beds not in use (unavailable): 
0 6. Staff not recruitable: Beds re- 
00 7. Type of bed not required for cur- 
00 rent operating plan regardless of 
00 
9. Patients remaining...............--.-- 188 1 14 2 171 808 
10. Average daily patient load for 12 
months ending Dec. 31, 1958........- 185 1 17 3 164 782 
AGE OF PATIENTS 
Ml 12, Patients in hospital on Jan. 12, 1959, 
00 who were 55 years of age or older: 
100 13 2 111 707 
00 () Percent of total patients re- 
00 maining (line 9) ............- 93 100 65 88 
380 13. Patients in hospital on Jan. 10, 1957, 
00 who were 55 years of age or older: | 
900 (6) Percent of total patients re- 
000 
= USE OF TRIAL VISIT 
000 
Calendar year 
800 Item 
a4 1955 1956 1987 1958 
400 4. Number of patients sent to trial visit during year -_ None None None None 
600 15. Number of patients on trial-visit status as of Dec. 31- None ' None None None 
000 
000 
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16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
38 50 49 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: With the aging popula- 
tion in the hospital, there are more long-term illnesses. This increases average 
stay and decreases the number of veterans that can be served. As a result there 
will be a growing demand for beds and in all probability longer waiting lists. 

17. (a) What is the number ot TB beds (rated capacity) which were unavailable 
a sey 12, 1959, because they were not required for fiscal year 1959 operating - 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: (a) G.M. & S. hospitals: Aver- 
age stay for G.M. & S. patients, 37 days. 

2. For G.M. & §S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
Stay 

Subtotal gastrectomy for duodenal ulcer.--..................-.-------------- 2 41 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A mioatniy report showing bed. utilization and patient turnover by services 
is furnished the director of professional services and the manager by the registrar. 
The report is accompanied by a list of patients hospitalized 30 days or more. The 
director of professional services correlates this data with the chiets of the services 
to insure that effective treatment programs and discharge plans have been imple- 
mented. Length of stay is a matter of discussion periodically between the man- 
er and the director of professional services and other interested staff members. 
he director of professional services discusses length of stay periodically at pro- 
fessional staff meetings. The length-of-stay committee continuously reviews this 
rogram. 
* (6) What improvements have you made since your last report to this committee? 
No major changes in control procedures have been instituted. It is believed that 
the procedures outlined in the preceding paragraph are effective. 
(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 
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(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the ruture? (If so, describe.) Increasing age of the veteran popula- 
tion is definitely a factor in increasing length of stay and will continue to be a 
factor in this respect. Discharging patients to nursing homes is progressively 
more difficult and in some instances impossible due to the fact that total moneys 
received as pension and aid and attendance allowance are insufficient to pay for 
nursing home care. The presence of a domiciliary at this center and its demand 
for care on the medical service makes this factor a burdensome problem. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital follow-up care, as needed, on an outpatient basis? Our CBOC 
program provides in essence the same program as outpatient. We are limited, 
however, because of the lack of authority to pay transportation for the return 
of the NSC patient. If such authority were available it would have a tendency 
to reduce length of stay. 

(b) What effect would such a program have on your cost of operation? An ex- 
panded CBOC program would require an increase in professional staff, ancillary 
services, drugs, material and supplies, and travel funds. 

5. What would you suggest to further reduce hospital stay without impairing 
care? An increase in the ratio of personnel to patients is a decided need to ac- 
complish this in therapies, etc. 

6. What is needed to improve turnover of patients? Expanded CBOC program 
and increase in ratio of personnel to patients. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total j|Innon-VA| Not yet 
hospitals [hospitalized 
1. Total applicants: G.M. & S__........-- 53 0 53 0 53 


RL ay! many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Determination of beds available and anticipated is made by services. Patients 
are scheduled to report coincidental with the expected availability of beds. The 
priority system established by the Veterans’ Administration is followed in sched- 
uling pees vy from the waiting list. 

4. In addition to the persons reported in reply to questions | and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 130. Projected admissions from the domiciliary section 
over a period of 60 days and CBOC returnees requiring readmission to the hos- 
pital as bed patients. 

_ 5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Medical emergencies and service- 
connected patients are given top priority for immediate admission. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,993; approved, 1,224; rejected, 769. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employ- 
ees as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
1, £3.16... 245. 6 249.8 +42 
2. Physicians, full- and part-time. _...................- 19.0 15.2 —3.8 
3. Physicians, residents and interns__-................- 0 0 0 
4. Physicians, consultants and attendings..._.........- 10 10 0 
8. Therapists and technicians !____....................- 11.3 15.3 +40 
10. Office of manager, personnel, and finance ---_-_-._.- 7.6 7.2 -.4 
14. Engineering maintenance (excluding laundry) ------- 10.6 10.3 -.3 
15. Engineering operations (excluding Reciuapeiee 9.5 7.1 —24 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 79. Annual 
wage (average): $797. 

(6) What is the value of this program to the member and to the hospital? It 
is the mission of this program to effect the rehabilitation of the members assigned 
to it. While it is true that many members become highly proficient in the jobs 
assigned to them, the program is not intended and does not operate to take the 
place of regular full-time civil service employees. The program permits members 
to gain confidence as well as skill preparatory to reentering the community. 

20. What was the number of guards on duty December 31, 1958? 6.2. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: Hospital, none; domiciliary, 46. 

(6) Number of patients dischar, during past 3 months who were given in- 
dustrial therapy: Hospital, none; domiciliary, 16. 

(c) Average days of hospitalization of patients reported in (6): Hospital, none; 
domiciliary, 79 days. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal ) 
From July 1 through June 30 ati 
1957 1958 1959 
Number of different persons who provided service. .._.......- 10 9 9 
Average payment per consultant or attending !._____......... 50.77 48. 64 47.04 
Total amount paid to all consultants and attendings !_____.._. 12, 885 11, 490 12, 635 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Cc Part time | Consultants, 
ategory Full time — 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do 
the research and education programs contribute to patient care in your hospital? 
When members of the staff are motivated toward participation in research they 
develop an attitude of inquiry toward their work in general. They wonder if 
the accepted methods of treatment obtain the best results possible. They tend 
to compare their methods and results with those of other staff members and with 
those described in the literature. The environment resulting from an atmosphere 
of research stimulates alertness and efficiency whether or not new discoveries 
are made or papers are published. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post J ---- 
3 Grants from other sources administered through affiliated medical schools. |-...........-.|..-.-----.---- 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability _.._. 5 
(2) In receipt of VA pension... 13 
more than 30 days. 


1 Any form of prepayment insurance. 


Note.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
mission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 4. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) $1,190. Patients applying for admission are interrogated to deter- 
mine whether the condition for which they seek treatment was incurred in their 
employment or whether they have hospitalization insurance. If answered in the 
affirmative an assignment is secure’. Notice is promptly furnished the em- 
ployer or insurer. If complete liability is acknowledged by the employer the 
patient is counseled with respect to his ability to pay and asked to reconsider on 
the basis of this acknowledgment. The patient is given a reasonable time to 
make arrangements to seek treatment privately and his discharge is effective at 
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such time as the professional staff determines such discharge would not place his 
health and well-being in jeopardy. If the insurance company denies liability, 
the matter is referred to the chief attorney for a determination as to appropriate 
action. If liability is acknowledged, bills are submitted on a 30-day basis or at 
the time of discharge, whichever is sooner. 

4. Compare amounts billed to insurance companies, veterans, and emplovers 
and amounts collected: 


Calendar year | Calendar 
“ 1968 


1957 
$14, 697 $23, 006 


. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Applicants are advised of the 
estimated length of stay and cost of treatment prior to the execution of the oath 
of inability to eateg expense of hospitalization or domiciliary care. VA form 
10—P-10a is executed by the veteran prior to the execution of the oath and the 
factors on the form used by the veteran in arriving at his answer as to ability to 


pay. 

8. In your opinion are there abuses of non-service-connected care? There is 
no evidence available to us which would indicate an abuse of non-service-connected 
care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Av os setae 178.0 196.0 197.0 187.0 185.0 
$1, 598, 400 | $1, 573, 210 | $1, 550,672 | $1,633,191 | $1, 700, 870 
of 1, 147, 756 | 1,200,768 | 1,227,755 | 1,327,181 | 1,352,000 
Patient travel.................-...---- 360 726 8, 598 953 8, 835 
Communications..............-...---- 5, 146 7, 484 7, 744 7,811 8, 178 
Utilities (gas, coal, water, etc,)......-- 7,379 8, 627 9, 451 10, 369 11, 449 
103, 966 105, 846 102, 106 90, 606 93, 162 
i) Drugs and medicines................-- , 326 54, 067 58, 312 55, 882 La} 

sse' 
@ All other 83, 646 120, 727 73, 088 67, 902 114,427 
(m) Cost per discharged patient .__.._... 608 675 758 890 ol 


Show all costs to nearest dollar of actual cost. 
2 luding all payroll analysis accounts. 


\ 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. We continue to experience increased 
operating costs and recognize the need for expansion of essential treatment pro- 
grams. Receiving essentially the same primary fund allocation each year forces 
the ratio of personnel to patients downward. Although these personnel reduc- 
tions are made with a view toward maintaining an acceptable standard of medical 
eare, the problem becomes increasingly more difficult. Administrative and ancil- 
lary service programs have been reduced to the minimum. Some staffing reduc- 
tion in the professional services (nursing, dietetic, physical medicine and re- 
habilitation service) has been made in the past which adversely affected the quality 
of patient care. Future cutbacks will have to be made exclusively in positions 
involved with direct patient care. Although every effort is made to operate a 
balanced program, we are dependent upon additional allocations for the accom- 
plishment of deferred essential maintenance projects. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Neither. We 
have always had a waiting list and no difficulty has been encountered in maintain- 
ing our assigned average daily patient load. We have also maintained the highest 
turnover possible to accommodate as many patients as possible. During the 
latter part of fiscal year 1958 it was necessary to reduce the averaze daily patient 
load somewhat, despite a long waiting list, because of fund limitations. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ssible? Have they been discussed with responsible officials? The compre- 

ensive comparative data for similar VA installations routinely furnished by our 
central office and additional information available by specific request is adequate, 
Similar information is occasionally available for civil hospitals but comparisons 
are most difficult because of the basic staffing and accounting differences. Certain 
changes could be made in VA accounting procedures to make information more 
comparable with civil hospitals but it is doubtful that such changes would be 
worthwhile because of program differences. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.015. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.873. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are on basically the same ration. There are a few minor 
differences because of Modified Diets. 

6. (a) As of December 31, 1958, give the number of vacant. quarters for per- 
sonnel: 11 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are useful in the recruitment of any positions where frequent 
transfers between VA stations occur. 

(ec) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $24,035,800. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The introduction of new and expensive 
drugs has materially increased the cost for medications. Also, the steadily in- 
creasing cost of all commodities and essential burial and other contractual services 
has served to increase operating costs. Our low, personnel turnover rate results 
in a higher than usual cost for periodic pay increases. Other factors that have 
increased operating costs involve: changes in classification standards with grade 
and salary increases; and greater expenditure for maintenance and repair of 
buildings and equipment as the physical plant becomes older. These cost in-- 
creases require staffing reductions because additional funds to absorb these 
increases have not been available. ; 

9. What internal programs have you developed to engender. cost consciousness 
at your station? ost consciousness and current, budgetary matters are fre- 
quently discussed at the manager’s staff meetings and in the descending staff 
meetings of all activities. Station publications are utilized to. encourage all 
employees to be concerned with reducing operating costs and the incentive 
awards program encouraged suggestions regarding improved efficiency or reduced 
costs. Our work simplification program is also effective in this regard. The 
allocation of funds to the various operating activities and delegation of respon- 
sibility to division and service chiefs for operating their departments within 
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these allocations is most effective. Operating cost information is prepared and 
distributed to each activity at regular intervals and all available comparative 
cost information for other VA stations is given the widest possible distribution, 
10. Laundry service: 
(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pieces. 1, 595, 505 5 
Pounds 1, 202, 191 4 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as deprecia- 
tion on plant and equipment, maintenance, utilities, supplies, etc., as well as 

rsonal services, and which were instituted for the purpose of making VA 
Conice operations comparable with commercial laundries. NP hospitals will 
report only costs excluding these memorandum accounts.) , 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts—Per piece, $0.0206: per pound, $0.0273. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to 
your experience with VA laundry service, making pertinent comparisons. Not 
provided by contract; laundry provided by NP hospital. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? None. Because as previously 
stated we have no difficulty in maintaining our average daily patient load and 
emphasize maximum utilization of beds by effective turnover. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program covld be exrlicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? It would not red:ce the number of beds 
required but could result in our caring for more patients. It is felt that in the 
allocation of funds the extent of CBOC (or trial visit) activity shovld be taken 
into account and funds allocated accordingly. This wold serve to cover the 
increased costs of drugs, supplies and salaries occasioned by our program. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost; $5,229.93. 
(2) Visits to hospitals : ane on CBOC status: 344. 
(3) Cost per visit: $15.20. 


I X. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. : 

(a) The hospital manager was given more decentralized overational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Gradual further 
decentralization. Cite examples. (1) Primary fund allocation system of allo- 
cating funds with a minimum of restricted categories; (2) rewriting of most regu- 
lations establishing basic guidelines and providing less onerational detail; and 
(3) delegation of certain authorities to the field involving organizational structure 
and complete flexibility of funds usage. 
ne? Has your hospital had an internal audit of its administrative operations? 

oO. 


SO 
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(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It would be most difficult to derive uniform stand- 
ards for a professional medical audit. The quality of the treatment program at 
each station varies with their ability to recruit the staff that they would like to 
have. We cannot anticivate any benefits that would result from such an audit. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Some activity appraisal by area or central office is considered neces- 
sary and serves a very useful purpose in the evaluation of program effec- 
tiveness. 

(2) Of what value would you think these visits are to VACO? They are 
probably of considerable benefit because they constitute the primary source 
of information as to the effectiveness of field station operation and result in 
closer personnel relationships between central office, area office, and field 
stations. 

(3) Would less frequent visits be more useful? No, Annual visits are 
considered effective and essential. ; 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. The primary objective of 
enabling employees to improve their performance in their present positions is 
emphasized. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
New administration building and alterations to building No. 1. ._-._...-....._-_- 1, 896, 000 
1960 | Relocate electrotherapy and establish hydrotherapy 2d floor, domiciliary section 
New medical rehabilitation building. 186, 000 
1961 | Install automatic sprinkler systems in building Nos. 9, 10, and 16 and several areas 
New special service buildings. 1, 112, 800 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
1, Alterations to 21 rooms in domiciliary section No. 1, building No.2 ~_....2.-...-.--.-- $25, 000 
2. Close 10-stall shed to protect equipment and facilities for workmen. -_____..__..-.....__. 38, 000 
3. Replace compere, barbershop (hospital patients) east and 2d floor, building No. 1.___- 2, 780 
4. Enelose porch west.side of hospital kitchen to provide shelter for patients ___.__________ 8, 750 
5. — 100-kilovolt-ampere emergency generator (diesel) from building No. Hi to 26, 800 
6. Remove quonset hut T-44 (hobby shop) and replace with new permanent building.___. 31, 800 
7. Install 1 new 150-horsepower boiler in boilerroom, building No, 1-..................-.--- 63, 000 
8. Alterations to building No. 19 to provide facilities for geriatric chronic members. --.___- 47,000 
9. Replace unserviceable, obsolete radio system with 4-channel system..._.____.._.._____- 32, 000 
10, Replace 2 electric-driven passenger elevators, building No. 19_.........__-__---_--. - 68, 000 
11, Install chilled water air conditioning systems, buildings Nos. 1, 2, 17, 18, 19, and 21____- 357, 000 
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XI. Maintenance 


1, (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

1. Repairs to slate steps, buildings Nos. 1, 2, and 19.__.-_...._---_-- 2-2-2 $5,770 

2. Repairs to buildings, T-48, T-49, T-50, 15, 860 

4. Install conductive floor covering in operating rooms A and B...._.................... 3,010 

5. Repairs to underground electric cable 500 

6. Replace mortuary unit and au 4,770 

8. Alterations to canteen storeroom.-.-.--.. pesseterarel 3, 650 

9. Installed 3 fire doors and erected 3 smoke barriers, “buildings ‘Nos. 2and19_......_____. 2, 685 

11. Replaced evaporative condensers on refrigeration sy ystem, putiding No. 21_....-.---.-__ 5,970 
13: Improved lighting in buildings Nos. 1, 2,17, 19, and 1250 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


> 


stormwater drainage culverts under main 
3. Repair and paint plastered walls in in hospital SN i 
5. Remove and replace 4,719 square feet of concrete sidewalk bet ween buildings Nos. 2 to 19_- 
6. Replace deteriorated wood trim, etc., buildings Nos. 1, 2, 6, 7, 8, 11, 12, 17, 18, 19, and 21. ; 
7. Repair roofs on building No. 21 -.........._...__.. 

8. Repa = wane on buildings Nos. 6, 7, 8, 9, 10, 16, 17, 18, 24, 25, T-48, T-49, T-50, T-51, and 


9. Install vinyl — _ covering on corridor walls, buildings Nos. 1 and 21-..._._.__ 

10. ~~ pesos le asphalt floor tile corridors and rooms, buildings Nos. 1, 2, 17, 18, 

11. Replace unserviceable per commodes, fanicets, valves, buildings Nos. 1, 2, and 19. 

12. Remove and replace all rotten timbers and decking on hospital waterfront pier.... _..- 

18. Expand parking facilities to replace area to be lost by new building - 

14. Replace all wood-slat awnings, window fram ON Quarteré.i 


15. Replace obsolete overhead room lights be in ital 
16. Replace worn locks, hardware, buildings Nos. 1, 2, 9, 10, 16, 17, 18, 19, and 21_____.___- 


| 


2B ope 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


‘excluding cost of replacing or adding new fixed equipment: - 


Description Amount 
Fiscal year 1960 

3. Replace 1 tractor, grounds maintenance ._------.......-...------------------------- 2, 600 
rove fire alarm signaling system...__.........-...----.-.--.---.-.----..--.---- 2, 750 
& Pal t exterior buildi Nos. 67,85, 10, 11, 12, and 13. 26, 000 
7. Sprayer, trees, motor-driven with trailer...) 1, 830 
8. Repair roof and pour concrete floor, in 9-car garage, bu‘lding No. 24. _- 6, 900 
9. Repair roof, doors, windows, and floor in animal house, building No. 33 3, 980 
10. ee alae of plumbing fixtures, pipe valves, radiators, traps, etc___. 4, 300 
11. Replace defective bleachers at station baseball park................--..--...------- 4 

12. Replace 10 Government-owned boats used by 1, 
13. Replace 2, 20-year-old pool tables in recreation building No.17  _......-.---------- 2, 300 
14. Replace unserviceable asphalt tile in patients dining room, building No. 1----..---- 5 
15. Replace unserviceable asphalt tile in in domiciliary dining room, buil ns No. Rae He 

16. Replace portable electric welding machine __..__.......-.....-...-...-------------- 5, 
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Description Amount 
Fiscal year 1961: 
4. Paint exterior buildings Nos. 16, 17, 18, 19, 21, 22, 23, 24, 25, 42, amd 49. ...........-. 21, 800 
5. Clean and paint interior and exterior of 100,000-gallon water tank ----.--.-..-...--- 6, 690 
6. Repair 33-ton air-conditioning system in operation suite, building No. 1---....-----. 4, 800 
8. Purchase nursery stock, shrubs, and small trees for planting on grounds..........-. 2, 980 
9. Repair storm-water drains, building No. 19. ............--------------------------- 7, 400 
10. Repair outside light fixtures south side, building No. 21.. 1, 765 
11. Repair grease traps, buildings No. 1 to 21 (kitchems).............-.------.---------- 1,800 
12. Replace cork insulating refrigerators, building No. 1.......------- 3, 455 
13. Repair to heating system, building No. 18..................-----.----.----------.-- 5, 200 
14. Repair foot bridge to building No. 5........-.-.--.------------------------.-------. 3, 350 
: 15. Replace exterior screen door, buildings Nos. 1, 2, 17, amd 19........-..-.-----.--.--- 1, 600 
16. Replace 168 feet underground electric cable. 2, 200 
17. Replace gang-lawn mower- --.........-.----------------------- 1, 980 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1, Construct sidewalk between domiciliary sections and hospital..................._-- $990 
a 2. Fabricate outdoor concrete benches for patients and members --.-.-...-....--....-- 640 
3. Enclose south porch Ist floor, domiciliary buildings Nos. 2 and 19 for baggage stor- ~— 
4 4. Purchase and install permanent-type directional and road safety signs............_. 1,470 
0 5. Convert cemetery road (southwest) to an improved type road_.._....-......----.-- 1,930 
0 6. Improve lighting at parking lot (extend existing system)-...........-..-..-.-.....--- 1,980 
" 7. Install metal a over doors, buildings Nos. 2 to 19...-........---.---.-------- 1,860 
0 8. Remove 12 commodes and install 12 urinals, building No. 1....-..-.-........-.--.- 1,400 
) 9. Install wheelchair ramp, building No. 17 _........-.-.-.--------------.-----------. 1, 950 
10. Install doors on truck storage, building No. 50..-..............-------------------. 1,900 
0) 11, Improve lighting in engineering shops, building No. 16...- 1,180 
" 12. Install smoke barriers, buildings Nos, 2 to 19...........-.------.-.---------------.. 1, 890 
13. Install electric eye and doors for blind, building No. 21........-.---.-.-------.--.-. 1, 700 
0 14, Install jalouses on porch, nurses home, | ING) 1,950 
1) 15. Install insect screens on porches, recreation hall, building No. 17.......-...-.--... 1, 880 
0 
80 
i c. Replacement and new fixed equipment costing over $1,000: 
10 
Description Amount 
re 
in Fiscal year 60: 
1, Replace dishwashing machine patients dining room, building No. 1. ._............. $6, 750 
2. Replace vegetable steamer main kitchen..................-.. 1, 090 
)) 3. Replace 5-ton package air-conditioning unit in urological clinic !_ 1, 700 
4. Replace instrument washer and sterilizer in operating units _ __- 3, 200 
5. Replace 1 22- by 22- by 48-in essing sterilizer in operating units 4, 400 
— 6. Replace 3 ice-flake machines........................-.... 1, 980 
7. Replace 1 22- by 22- by 36-inch autoclay in clinical laboratory 3, 800 
8. Replace 3 chilled water dispensing unit (refrigerated) ..__- 1, 460 
a 9. Replace kitchen equipment (3 kettles, pot sink, 2 dis Seba 4, 760 
10. Replace 2 cooks’ range main kitchen... ___ 1, 240 
500 11, Replace hospital 1, 690 
300 12, Replace condensate return receiver and pump boiler room, hospital building. _..... 1, 980 
> 13. Replace air compressor in dental clinic. _....... 1, 030 
4 14. Replace 2 bedpan washer and sterilizer _-_- 1, 430 
750 15. Replace nonpressure type sterilizer in surgical suite_-. St 1, 490 
000 16. Replace CO? meters in boiler room__.__...............----..- 1, 600 , 
330 17, Replace machinery ventilating fan in fuse hood over cooks’ ranges, hospital kitehen. 2, 900 “ 
900 18, Replace package-type boiler on heating system, nurses’ home... 3, 490 
980 19, Replace air compressor in station garage, building No. 10- 1, 280 
300 20. Replace 8-ton air conditioner package type unit in X-ray department ?___.__-__.___} 2, 280 
750 21. Replace 3 1-ton window-type air-conditioning units in — wards !__._... easbuad 1, 860 
260 22, Replace 3 hopper-type on wards 2-A, 3-B, 4, hospi 1, 090 
300 
200 
Ey ‘Will be required if entire hospital and domiciliary is not air conditioned. 
350 
490 
200 
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Description 


Amount 


2 
= 
5 
i=] 
| 
B 


. Purchase 2 sepepeund ice-flake machines in domiciliary kitchen (1 new; 1 replace) . 
. Replace soiled dish tables with built in garbage dis unit domiciliary kitchen___ 
. Replace 7 4-ton refrigeration compressors in domiciliary kitchen. ................._- 
ventilating system over cooks’ ranges and steam kettles, domi- 
36. Replace 8-ton package-type air-conditioning unit in domiciliary sick-call room_____- 
37. Install new 8-ton air-conditioning system (package-unit), infirmary wardroom 


' 42. Replace batter-t vegetable steamer, domiciliary kitchen___ 
43.. Replace coffeemaker and salad serving unit, domiciliary kitchen................._.- 
Fiscal year 1961: 


44. Replace combination pot sink and garbage disposal unit in domiciliary kitchen ____. 
45. Replace battery unit of 3 each, 60-gallon kettles and SS table in domiciliary kitchen_ 
46. Replace chilled water dispensing unit (refrigerating) in domiciliary dining room.._. 
47. Replace hot water generator and storage tank, including valves and temperature 

48. Replace condensate receiver and pump on heating system in recreation hall...__.___ 
49. Replace 4 5-ton package type air-conditioners with 4 8-ton units in recreation hall__ 
50. Replace 4 air-cooled condensers on domiciliary kitchen, refrigerating system. ._-..-- 
‘51. Replace rotary bakers’ oven in domiciliary bake shop_._.___- 
52. Replace ice cream mixing and hardening cabinet in domiciliary bake shop_-_._..._- 


Total 


SPP Pee 


= 


S| SES 838 BES SB 


1 Will be required if entire hospital and domiciliary is not air conditioned 
Nore, Items 1 through 31 G.M. & 8S, hospital—(items 32 through 52 domiciliary.) 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Modernize domicililiary sleeping rooms an poate adequate illumination 


to all rooms; (2) alterations to buildings Nos. 2 an 


19 to provide clothing storage 


and baggage storage for domiciliary members; (3) repairs to sewage treatment 
and disposal plant; (4) replace sterilizing equipment; (5) replace ice-flake machines; 
(6) replace water chilling equipment; (7) project to paint interior of hospital, 
building No. 1, and domiciliary service, buildings Nos. 2 and 19; (8) replace 
asphalt tile in patients dining room and domiciliary dining room, and replace 


wornout automotive equipment (sedans and trucks). 


BILOXI, MISS. 
(Gulfport Division) 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: Gulfport Division. 

City and State: Biloxi, Miss. 

Type of services: Type of hospital, NP. 

Name, qualifications, and tenture of— 

(a) Manager: E. A. Hiller, B. Sc. degree, member, ACHA, career. 


(6) Assistant manager: R. L. Nordstrom, B.B.A. degree, member, ACHA, 


career, 
(c) Director, professional services: L. G. Behan, M.D., career. 


Fiscal year 1961: 

ear 
38. Replace chilled water dispensary units (multifloor type) domiciliaries 1 and 2__.... 
39. Replace breadmaking proof boxes in domiciliary kitchen -....-....-.-2.2-2222-22.- 
40. Replace deep fat fryer and vertical food mixer in 
41. Purchase and install 4 8-ton air-conditioners (package type) in domiciliary dining 
1 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 

Item (as of Jan. 12, 1959, unless a 

otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8S. 


chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds in use (unavailable): 

6. 


Staff recruitable: Beds re- 


qui 
7. Type of bed not required for cur- 
rent operating plan regardless of 


10. Average dail patient load for 12 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- 


who were 55 years of age or older: 


(0) Percent of total patients re- 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during  ogl ig 203 190 219 352 
15. Number of patients on trial-visit status as of . 31. 124 121 170 302 


16. (2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_ (6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Utilization of the more 
modern methods of therapy which involve total push program, open-door policies, 
halfway house, individual and group psychotherapy, utilization of tranquilizers 
and outpatient facilities, with some increase in professional staffing this past year, 
has done much to increase patient turnover. As the ration of personnel to pa- 
tients increases, turnover will increase. 


| 
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17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on dgnuary 12, 1959, because they were not required for fiscal year 1959 operating 
pian one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? Nene. ' 


IIT. Length of stay 


1. Length of stay: Av. stay in ecbarging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(c) NP hospitals: What is the length of time in hospital since admission of those 
ee puarwee on item 9 in category II (total column) as in hospital on January 


Length of time since admission Number of | Percent of 

patients patients 
Total 899 100 
Less than 1 year. 309 
1 year and less than 2 66 7 
2 years and less than 5. 113 183 
5 years and less than 10. 132 15 
10 years and over. 279 


3. (a) hesete’ $3 of control do you have to insure a minimum stay in hsopital? 
Frequent periodic reviews of patients’ treatment status, initiating discharge 
planning upon admission, maintaining a continuing rapport with families of 
patients about discharge upon completion of treatment and maintain a continuing 
development of foster home outlets. 

(b) What improvements have you made since your last report to this committee? 
No major policy changes have been made. However, a more intensive effort has 
been directed along the lines mentioned in 3(a) above. 

“ (c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Aging veteran population will re- 
quire more aggressive and intensive treatment regimen. The discharge of aged 
patients will require the development or utilization of more non-home-discharge 
outlets such as foster and nursing homes. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital follow-up care, as needed, on an outpatient basis? None that are 
dentifiable with the NP program. 

(b) What effect would such a program haye on your cost of operation? None, 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increased ratio of staff to patients to provide more aggressive and indi- 
vidualized treatment. ap pene and modernization of physical facilities. 
ee the expansion of research to develop new or more effective treatment 
modalities. 

6. What is needed to improve turnover of patients? Increased ratio of staff 
to patients to provide more aggressive and individualized treatment. Expansion 
and modernization of physical facilities. Continuing the expansion of research 
to develop new or more effective treatment modalities. 


IV. Waiting lists 


1. Number of eligible applicants pes yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 


Total In non-VA| Not yet 
hospitals hospitalized 


1. Total applicants: 89 2 87 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? 7. 

3. What system do you use for scheduling admissions from the waiting list? 
Availability of beds is assessed and projected. Patients are ordered in in the 
strict priority sequence established by the Veterans’ Administration to occupy 
the available and projected available beds. 

4. In addition to the persons reported in reply to em 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? Estimated 1,500 veterans in the State hospitals of Louisi- 
ana, Florida, and Mississippi; 500 previously discharged schizophrenics and 100 
foster home cases, trial visit cases and patients on leave of absence. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Emergencies are admitted 
direct. Veterans requiring treatment for service-connected disabilities are 
admitted direct. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 588; approved, 567; rejected, 21. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1966 | Dec. 31, 1958 to 1958 
1 720.6 694.7 —25.9 
2. Physicians, full- and part-time 12.5 15.5 +3.0 
3. Physicians, residents and interns...._...........-.-.- 4.0 3.0 —1.0 
4. Physicians, consultants and 1.3 +.6 
a... 2.1 3.0 +.9 
6. Nurses. ........ 50.0 57.0 +7.0 
241.0 234.0 —7.0 
8. Therapists and technicians !__.................----.- 19.0 42.0 +23.0 
10 of mane and finan wt 
ce of manager, personnel, an -0 

5.0 5.0 0 
12. Other food-service 95.0 88.0 —7.0 
14. Engineering maintenance (excluding laundry) 34.0 33.0 —-1.0 
15, Engineering operations (excluding laundry) -.....-- 27.2 17.0 —10,2 
17, Special services_........... 17.0 20.0 3.0 
18, All other staff_._.__. a as 151.7 107 2 —44.5 


'In physical medicine, dentistry, laboratory, X-ray. ss 

19. (a) Number of member employees as of January 12, 1959: 9. Annual 
(average): $755. 
_ (6) What is the value of this program to the member and to the hospital? It 
is the mission of this program to effect the rehabilitation of the members assigned 
to it. While it is true that many members become highly proficient in the jobs 
assigned to them, the program is not intended and does not operate to take the 
place of regular full-time civil service employees. The program permits members 
to gain confidence as well as skill preparatory to reentering the community. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 403. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 31. 

(c) Average days of hospitalization of patients reported in (b): 211. 

22. Number of patients in day hospitalization: 12 

23. Number of patients in night hospitalization: None. 


= 
' 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .-......-.-- 14 15 17 
Average payment consultant or attending '...._.........- 58. 42 51. 90 48. 36 
Total amount to all consultants and attendings !_...._... 12, 660 10, 775 12,070 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 


ment were increased? 


Category Full time Part time /| Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The intellectual stimulation of research and education activities results in better 
patient care by motivating all staff members to keep up to date on the newer 
methods of treatment and diagnosis. Clinical research helps staff members to be 
flexible and willing to change timeworn methods and attitudes for a fresh 
approach. Enthusiasm, which is essential in psychiatric patient care, is renewed 
and fostered by an active education and research program. Such programs offer 
ip. ag tore for unbiased and generally more effective treatment of patients. 

. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered medical schools. Nome 
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VII. Eligibility and ability to pay 
’ 1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 


hausted 

(c) For treatment of a non-service-con- 

(1) Patient has compensable serv- 

(3) In hospital more than 30 days- 


! Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 

the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 
_ 3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Hospitalization policies do not provide coverage for neuropsychiatric 
illnesses; therefore, insurance collections may not be made. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: None. 
re; Is the addendum filled in before or after the oath of inability to pay is signed? 

ore, 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Estimated duration of treat- 
ment is made by the professional staff after examination. This information is 
imparted to the veteran or the person making application for him for consideration 
along with the data developed on VA form 10-P-10a prior to the execution of 
affidavit of inability to defray the cost of hospitalization. 

8. In your opinion are there abuses of non-service-connected care? None. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
Service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


| 
ment ex-| ment 
: | hausted | not ex- 
| 
e 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average patient 1,085. 0 1, 062.0 893. 0 864.0 870.0 
6) Full-time equivalent staff............. 660. 3 668. 1 689. 8 666. 9 668. 3 
(c) Us ndccccnabucsncwcsuats $3, 179, 226 | $3, 503,698 | $3,421,767 | $3,719,121 | $3,996,890 
f Ree a cahaepoonctioch 2, 518,536 | 2,707,056 | 2,818,509 | 3,069, 116 3, 268, 007 
9, 442 10, 269 9, 909 7, 096 7, 645 
Communications __................... 7, 382 7, 564 8, 540 8, 861 9, 175 
‘ Utilities (gas, coal, water, etc.)........ 33, 457 36, 190 39, 501 43, 863 54, 066 
364, 208 339, 908 285, 688 277,049 287, 039 
4 Drugs and medicines _-_-_-............. 19, 256 30, 693 29, 953 51, 447 60, 471 
Medical and dental supplies --......-- 28, 629 32, 447 29, 641 i 30, 960 

) Asset acquisitions including equip- 
31, 033 154, 326 921 , 34 
167, 283 185, 245 154, 105 183, 150 224, 133 
(m) Cost per discharged patient._......... 8, 104 8, 516 1, 054 7,725 3, 754 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the — fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. Adjustments in the availability of 
additional funds for fiscal Med 1959 as part of the NP expansion program has 
made it possible to expand the treatment program materially. owever, our 
program is out of balance in certain areas because all of the staff additions were in 
positions directly relating to the therapeutic program. Staff increases are badly 
needed in the engineering, registrar, and housekeeping divisions to provide proper 
support to the overall program. 

. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The patients’ length of 
stay is neither increased nor decreased. However, we do anticipate some increase 
in patients’ length of stay in the future as a result of admitting a higher number of 
chronic infirm cases. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? e comprehensive 
comparative data for similar VA installations routinely furnished by our central 
office and additional information available by specific request is adequate. 
Similar information is occasionally available for civil hospitals but comparisons 
are most difficult because of the basic staffing and accounting differences. Certain 
changes could be made in VA accounting procedures to make information more 
comparable with civil hospitals, but it is doubtful that such changes are actually 
worthwhile because of program differences. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.873. , 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.15. 

(c) if all your patients are not on the same ration, what differences are there? 

hy? All patients on same station ration pattern. ‘ 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 housekeeping (due to remodeling). ‘ 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters are valuable in recruiting physicians, especially 
career residents. F 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $28,527,500. 
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8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. he NP expansion program has per- 
mitted the addition of 35 employees which has raised the per diem cost approxi- 
mately $0.30. The introduction of new and expensive drugs has materially 
increased the cost for medications. Also, the steadily increasing cost of all com- 
modities, burial, and other contractual services has served to increase operating 
costs. Our low personnel turnover rate results in a higher than usual cost for 

riodic pay increases. Other factors that have increased operating costs involve 
changes in classification standards with grade and salary increases and greater 
expenditure for maintenance and repair of buildings and equipment as the physical 

t becomes older. The results of all of these cost increases is that personnel 
reductions become necessary in order to meet them. 

9. What internal programs have you developed to engender cost consciousness 
at your station? ost consciousness and current budgetary matters are fre- 
quently discussed at the manager’s staff meetings and in the descending staff 
meetings of all activities. Station publications are utilized to encourage all em- 
ployees to be concerned with reducing operating costs and the incentive awards 

gram encourages suggestions regarding improved efficiency or reduced costs. 
Dur work simplification program is also effective in this regard. The allocation 
of funds to the various operating activities and delegation of responsibility to 
division and service chiefs for operating their departments within these allocations 
is most effective. Operating cost information is prepared and distributed to each 
activity at regular intervals and all available comparative cost information for 
other VA stations is given the widest possible distribution. 

10. Laundry service: 

(a) mee was the utilization of laundry per patient per day during calendar 
year 1958 


Total Number 
number patient-day 


3, 585, 428 12 
2, 794, 888 9 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
separately to include and exclude memorandum cost accounts, required by VA 
interim issue CONTR-112, dated June 25, 1958, which include such items as 
pe pa on plant and equipment, maintenance, utilities, supplies, etc., as 
well as personal services, and which were instituted for the purpose of making VA 
laundry..operations comparable with commercial laundries. NP hospitals will 
report only costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
ay og uding memorandum accounts: Per piece, $0.0206; per pound, 

11, What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? It does not result in admission of 
patients who do not require hospitalization. We have had a long waiting list 
and we are constantly exploring means to improve turnover so that more patients 
can be served. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? It would not reduce the number of beds 
required but could result in our caring for more patients. It is felt that in the 
allocation of funds the extent of CBOC (or trial visit) activity should be taken 
into account and funds allocated accordingly. This would serve to cover the 
increased costs of drugs, supplies, and salaries occasioned by our program. 

(6) What was your estimated cost for this program during fiscal year 1958? 

1) Total cost: $5,116. 
2) Visits to hospitals by patients on CBOC status: 420. 
3) Cost per visit: $12.17. 


| 
| 


| 
| 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was | tem more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Gradual further 
decentralization. Cite examples. (1) Primary fund allocation system of allo- 
eating funds with a minimum of restricted categories; (2) rewriting of most regula- 
tions establishing basic guidelines and providing less operational detail; (3) dele- 
gation of certain authorities to the field involving organizational structure and 
complete flexibility of funds usage. 

(by Has your hospital had an internal audit of its administrative operations? 


(c) If a fair those medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACQ? Or be 
conducted by a joint team? It would be most difficult to derive uniform stand- 
ards for a professional medical audit. The quality of the treatment program at 
each station varies with their ability to recruit the staff that they would like to 
have. We cannot anticipate any benefits that would result from such an audit. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 

staff? Some activity appraisal by area or central office is considered neces- 
sary and serves a very useful purpose in the evaluation of program effective- 


ness. 

(2) Of what value would you think these visits are to VACO? -They are 
probably of considerable benefit because they constitute the primary source 
of information as to the effectiveness of field station operation and result in 
closer personnel relationships between central office, area office, and field 
stations. 

(3) Would less frequent visits be more useful? No. Annual visits are 
considered effective and essential. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. The primary objective of 
enabling employees to improve their performance in their present positions is 
emphasized. 

X. Capital improvement 


1. What nonbed betterment projects (H. D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | None. 
1961 odernize building No. 1; convert recreation building 63 to chapel; addition to 630, 000 
buildifg 117 for PMRS. 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


3. Relovate switch house 608 to boilerroom and accomplish road changes----- 
automatic sprinklers building 33 (engineering shops and garage)... ._.....-.-.--.- 9, 

5. Extend covered walks to connect buildings 64 and 63 to walks south side building 4, 37, 
extend existing covered walks from north side building 41 to south side, building 117, 
extend existing covered walk on west side, building 3, to connect buildings 62, 76, and 57. 

6. Tamove 20-stall storage shed, building 45 and replace with permanent construction 41, 650 


7. Extend street lighting system to provide illumination around all buildings_...___-_.---- 8, 700 
8. Install plastic wainscoting on walls in dayrooms, corridors, sleeping rooms and clinic 31, 900 

buildings 1, 3, 4, 5, 41, 57, 62, and 64. 
9. Construct ambulance loading platform, ramp, awning admission ward, building 57- ---- 11, 


900 
10. Install chilled water air conditioning buildings 1, 2, 34, 5, 41, 57, 62, 63, 64, and 117_. --- 576, 000 
11. Construct animal house air-conditioned and equipped for research use............------ 28, 000 
12, Construct sidewalks from main entrance gates to buildings 63, 64, 4, 3, 1, 41, 57, and 62. 8, 300 
13. t new parking lot south, building 41 for visitors and employees automobiles-.--| 6, 700 
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Description Amount 

14. Construct curb and gutters around plaza front of buildings 1, 3, 4, 41, 63, and 64_-.-..-- $27, 500 
15. Rehabilitate outside electrical distribution system. 2,300-volt, 3-wire, Delta system . 

demands require installation of 4,160-volt, 4-wire wye hookup. ; 

16. Improve and extend existing fire alarm signaling system-----.......-------------------- 13, 800 

17. Construct open shelter (bus stop) at main entrance gate--_-_--.-- 1, 950 

18. Replace clean linen storage huts with permanent construction- - 63, 000 

1, 062, 400 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1. Replace electric passenger elevator in hospital building 1 (work in progress) -.....-.-..-- $26, 000 
2. Replace leaking natural gas line (1,735 lineal feet) (work in progress) --.---.-..-.---.-.-- 10, 800 
3. Replace 47 steel window sash, security grills, and insect screens on building 62, work in 
4. Replaced underground gasoline storage tank and gasoline pump-.-.-.-.....---.--------.. 1,090 
5. Alterations to toilets and showers building 3 (ward B) (work in progress) __...._.....-~- 12, 800 
6. Replaced hot-water generators and storage tanks, buildings 3, 5, and 41__..--_._....-... 6, 100 
7. Modify heating control valves, buildings 3, 4, 5, 41, 57, and 62 (work in progress) -_....-- 5, 
Install 3 additional street lights (work in progress)... 3, 


Replace 6 shower temperature regulators and control valves and cabinets, buildings 
10. Replace mirrors.and lights in toilet sections, buildings 1, 3, 4, and 5 (work in progress) -. 
11. Replace ~ oa pressers and 1 collar and cuff presser in laundry, building 61 (work in 
12. Replace flame-failure controls on 3 high-pressure steam boilers (work in progress) --.-.-- 
13. Improve lighting in buildings 1, 3, 4, and 57 (work in progress)- .._............--.--.---- 
14. Replace chilled water dispensers in buildings 3, 4, 5, and 41 (work in progress) --.--..--- 
15. Paint interior buildings 1, 3, 4, and 41 (work in progress) _..-........--.--.-.----------- 
16. Replace leaking steam and condensate return lines, buildings 3, 4, 5, and 41 (work in 


17. Replace roofs on buildings 3, 4, and 45 (work in prog 
18. Replace conductive floor tile in operating room, bui 


we 


Be 


Sz 28222 28 ze 


(b) In addition; list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of roperty because of such deferral. 


Description 


Amounts 


1, waaene wore security window grills and screens on exercise porches, buildings 3, 41, 62, 


6. Improve lighting in dayrooms, buildings 4, 5, 57, amd 62..............--.--------------- 
7, Replace washing machine in laundry, building 61................-.-..------------------ 
8. Replace extractor in laundry, building 61_________...---..----..-.---------------------- 


22. Replace 169 deteriorated double-hung window sash and insect sereens, buildings 1, 2, 3, 


3222 


4, 700 


| 
i 
| 


2, Replace overloaded primary electric cable from building 32 to building 51, 52, 53, 54, 55, aa 
3. Replace éléetric passenger elevator in maximum security ward, building 62-........-..- 
4. Replace all ceiling acoustic tile, building 41 
5. Replace acoustic tile in room | 
. dnstall new recessed drinking fountains in buildings 4, 5, 41, amd 64. ..........-.-----.-- 
10. Replace roofs on buildings 5, 41, 62, 63, and 64................-.-.--.------------------- 
entetior of buildings 1, 2, 3, 4, 5, 6, 61, 41, 87, 62, 
place as t tile, buildings 1, 3, 4, 5, 41, 57, an | 
13. —h leaking steam supply lines and condensate return lines, buildings 51, 52, 53, 54, 
14, Paint exterior of personnel garages, buildings 43 and 44...._....-.........-.-.---.------ | 
15. Repair stormwater drainage system west side, building 41__.............--.----------_- 
16. Replace insulation on ceiling of meat-storage refrigerator, building 2... -....-..----.---- 
17. Repair roof over bakery, building 2...__........-...--.----.----e---+------------------- 
18. Repair 214 miles of concrete roads (resurface)__._-...---_----.--------------------------- 1 
19. Replace defective steam radiating heating system, buildings 5, 41, 62, 64, and 117__--___. | 
2. Replace propagation benches, repair heating system, replace window frames, building 
21, Install new aluminum safety treads, worn cement and stairs, buildings 3, 4, 5, 41, 57, and_ me | 
- 
| 
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2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 
excluding cost of replacing or adding new fixed equipment: 


(Exclude items listed in 
(buildings, grounds, and equipment), 


Description Amount 
Fiscal year 1960: 
7. Paint interior engineering shops, bnilding 33.._...-...-.......---.----22-2-2-22--e- 6, 300 
7,100 
9. Repair employees parking lot (resrface) 4, 380 
10. Replace screen doors and hardware buildings 1, 3, 4, and 57_......-........-----____ 1, 260 
11. Repairs to heating system, brvilding 57... 3, 750 
Fiscal year 1961: 
1, Replace d»mp trucks, 2 cubic 3, 000 
2. Repair heating system, bnilding 5 4. 700 
8. Clean and paint interior and exterior of 225,000-gallon H20 tank 7, 550 
4. Replace tractor (gro"nds maintenance) 3, 200 
5. Purchase new nursery stock for replanting. 3, 350 
6. Replace unsafe va ee at baseball field 2, 800 
7. Repair smoke 5, 100 
8. Replace asphalt, tile, br ilding 2. 7,300 
9. Repair incinerator, building 6- - - 2, 800 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
1. Construct sidewalk from main entrance gates to administration building 64......._.___- $1, 770 
2. Enclose rey ook meeps personnel housekeeping quarters, buildings 51, 52, 53, 54, 55, 56, 65-- 1, 980 
3. Construct loading platform, wheelchair ramps and a Rh OE eee 2,000 
4. Install metal otdoor directional and safety signs on grounds._.............____________ 1,160 
5. Lmprove patents outdoor picnic area, construct Bar-B-Q pits and concrete tables and 
ches on sand beach, south of main entrance road.__.._.....--.---- ek 1, 660 
6. Improve visitors’ parking area south of building 62. 1,900 
7. Provide additional patients toilet facilities in occupation and MAT, building 117______- 1, 765 
8. Enclose covered walk from building 41 to buil _ 1,950 
9. all-aconstic ceiling tile in administration offices, building 1,975 
10. Improve lighting employees parking lot. 1,100 
Total 17, 260 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Re sterilizer in operating room, building 
place 2s acketed kettles, allon ca) y, hos 
4. Replace 3 cooks’ ranges in hospital kitchen, build sh 


5. Replace 3 ice-flake machines in buildings 57, 62, and 1 
6. Replace dishwashing machine in hospital buil 

7. Replace potato peeler, hospital kitchen, building 
8. Replace steam table in hospital kitchen, buildi 

9. Replace 1 vertical mixing machine, hospital kitchen, building 2... 
10. Replace deep-fat fryer unit in hospital kitchen, building 2.____________. 0-8. 
11. Install 4 new 8-ton backage-type air conditioners in ents’ dining room, building 21-- 


13. 
14. 


17. 
18. 
19, 

20. ining room, building 62 !___ 
21. L in patients’ dining room, building 41 !_..... 


‘ Will not be required if all buildings are air conditioned. 


15. Purchase and install new shirt-processing unit in station laundry. 
16. Install 2 new 8-ton air conditioners in building 57 
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Description Amount 
Install page disposal unit in hospital kitchen, building 2...................___. 1, 
disveshing machine in kitchen, building 41, including exhaust % 
%4. Install (new) complete garbage dis 1 unit, steel, in kitchen, building 57.__.._._.._.__ 1, 180 
25. Replace stainless-steel pot sink in kitchen, building 41--..............-.-.......-...---. 1, 130 
2%, Install (new) condensate receiver and pump on steam heating system, building 63.___- 1,750 
27. Install (new) condensate receiver and pump unit on steam heating and return system, on 
2. Install (new) metal sink, worktable in greenhouse, building 602.......................-.- 1,140 
2%. Replace dryer-tumbler unit in laundry, building 4, 200 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Addition to P.M. and R.S., building 117; (2) extend covered walks from 
building 4 to buildings 64, 63, and from building 3 to buildings 62, 76, 57, and 
from building 41 to building 117; (3) air condition all patient areas and admin- 
istration building; (4) alterations to buildings 41 and 62; (5) replace building 45 
with permanent Bre-Semnesnee-S7B0 construction; (6) construct sidewalks to keep 
patients from using roads as walkways; (7) improve fire alarm signaling system; 
(8) replace elevator, building 62; (9) construct ambulance platform and wheel- 
chair ramp and awning, admission ward, building 57; (10) construct sidewalk 
from main entrance gate to administration building 64; (11) enclose 381 linear 
feet of covered walk from building 41 to building 2 to provide protection to aged 
and infirm patients when going to the dining room during inclement weather; 
(12) install acoustic tile in all administrative offices, building 64; (13) provide 
additional patient toilet facilities in P.M. and R.S., building 117; (14) construct 
animal house in area between buildings 60 and 602; (15) construct loading plat- 
form with protection awning on north side, building 62. 


JACKSON, MISS. 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: Lindburg Drive. 

City and State: Jackson, Miss. isin 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domiciliary, 
no. 

Name, qualifications, and tenure of— 

(a) Manager: A. W. Woolford, standards set by Va00: 4 years here. 

Assistant manager: Karl S. Nickle, standards set by VACO; 5 months here. 

¢) Director, professional services: J. v. Cockrell, M.D.; 4 years here. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
otherwise s: ) Domiciles 
Total TB co Neuro- | G.M. & 8. 
ic | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 554 70 
Beds not in use (unavailable) 
6 - not recruitable: Beds re- 
rent operating plan 
9. Patients remaining... 4 ll 
10. Average daily patient load for 12 = - 
months ending Dee. 31, 495 65 21 7 


33427 O-59—_58 


LLL LLL 

| 
g 
| 
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II. Bed capacity and patient load—Continued 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless a a = 
otherwise specified) Domieiles 


Total | TB ant, Neuro- | G.M. & 8. 
ic | logical 


AGE OF PATIENTS 


ho of 
259 20 3 5 
6) Percent of total patients re- 
ing 51.9 43.2 12.5 45.4 98.6 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or " 
Percent of total patients re- 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit duri bet f 7 y 
15. Number of patients on trial-visit status as . 31. 2 


1 Not available. 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total........ ewnmecvonecscecenccnncsocncosocccs 4, 621 4, 607 4, 504 
discharge bdtpophinboonhabepehesthoabinderacshal 216 197 1% 
4, 197 4, 197 4, 165 


(b) If there are trends in any of the components above please describe their 
ificance and impact on the activities of your hospital: ‘None. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 30.2 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 


4 
12. Patients in - on Jan. 12. 1959 
USE OF TRIAL VISIT 
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of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple-treated conditions) : 


Cases length of 
sta: 


Cholecystectomy 
Prostatectomy: 


3. (a) What. system of control do you have to insure a minimum stay in 
hospital? A continuing review is maintained by each chief of service to insure 
a minimum length of stay. Frequent discussions are held at staff meetings of 
the subject. In addition, a hospital stay committee meets at intervals in ac- 
cordance with VA Regulations M-2, part I, chapter 11, page 11-1. 

(b) What improvements have you made since your last report to this com- 
mittee? None. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Our inability to 
adequately examine and treat patients in an outpatient department, both before 
and after hospitalization, materially lengthens the hospital stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Out hospital population is getting 
older, and each year we have more seriously ill patients, and more hospital Seathe, 

uiring more extensive care and longer care. 

eaths per calendar year in this hospital have been as follows: 1947, 75; 1948, 
99; 1949, 141; 1950, 142; 1951, 149; 1952, 154; 1953, 165; 1954, 161; 1955, 189; 
1956, 208; 1957, 214; 1958, 233. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Posthospital 
ollowup on an outpatient basis is now provided to a limited extent. Increase in 
this activity would slightly shorten avenge hospitalization. 

(b) What effect would such a program have on your cost of operation? There 
would be a slight saving in cost of operation with a posthospital followup. 

5. What would you suggest to further reduce hospital stay without impairing 
care? An adequate outpatient organization, patterned after university hospitals, 
emphasizing icularly prehospitalization examinations, and to a lesser extent 
posthospital followup, would enable us to gperate with 10 to 20 percent less beds, 
and render the same amount of medical care 

6. What is needed to improve turnover of patients? Development of outpatient 
services for non-service-connected patients ate essential for economical mainte- 
nance of the VA program. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA}| Not yet 
hospitals |hospitalized 


wae, many patients are scheduled for admission subsequent to January 12, 


3. What system do you use for scheduling admissions from the waiting list? 
Priorities established in VA Circular 18, dated September 8, 1958, are rigidly fol- 
lowed in scheduling from the waiting list. 


} Ave 
9 
2 
1g 
04 
96 
33 
65 
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4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? ho ee determination of legal eligibility. . 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Veterans referred by 
their private physician or those who report on own initiative who are considered 
to be medical emergencies are admitted without placement on the waiting list. 
All service-connected veterans who demonstrate a medical need for hospitalization 
are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,362; approved, 2,714; rejected, 1,648. 


V. Hospital staff 


( rt full-time equivalent employment for both full- ana part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

1. 642.1 631.2 —10.9 
2. Physicians, full and part-time._..................... 28.5 23.5 —5.0 
3. Physicians, residents and interms.................... 3.0 10.0 7.0 
4. Physicians, consultants, and attendings............. 7.3 8.7 1.4 
5. 2.0 3.0 1.0 
97.0 93.0 —4.0 
8. Therapists and technicians !_.._.................-... 48.8 38.0 —10.8 
10. Office of manager, personnel, and finance - 21.3 19.9 —14 

11, Dietitians._............. 5.0 5.0 0 
12. Other food-service employees... 80.0 79.5 

14, Engineering maintenance (excluding laundry) -.-._..- 25. 0 25.0 0 
15, Engineering operations (excluding laundry). ........ 22.0 25.8 +3.8 

18. All other staff. du 114.1 122.5 +8.4 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (2) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 8. 

21. (a) egg of patients on January 12, 1959, who are in industrial therapy 

am: None. 

(6) Number of preg discharged during past 3 months who were given in- 
dustrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultanv and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... ........- 39 4 “ 
Average payment per consultant or attending: 
Total amount to all consultants and attendings $48, 40 $48, $56, 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


“Sl 8&8 28 
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Category Full time Part time /| Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research facilities and education programs attract superior types of physicians, 
nurses, and technical help to the hospital staff. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and - 
ing (pro- 
gram 8300) 
2. Gifts tre road deposited in general post fund_.............-....-...- 0 0 
3. Grants from other sources administered through affiliated medical schools_-. 0 0 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
(6) For treatment of a service-connected a 
(c) For treatment of a non-service-con- 
72 1 3 61 
(1) Patient has compensable serv- 
(2) In receipt of VA pension... 1 9 
(3) In hospital more than 30 days. 30 1 26 


' Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be oo in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the ’ 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or tage injury: None. 

b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
nO expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) We determine from working knowledge and experience whether or not 
veteran’s hospitalization policy has reimbursable benefits, secure power of attor- 
hey, place the insurance carrier on notice, and submit bill prepared in accordance 
with II 10-424, May 3, 1957. Since January 1957, group hospitalization plans 
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with reimbursable benefits have narrowed as insurance companies which former| 
paid the VA, are now evading payment by quoting Federal court decision, August 
1955. In the Jackson area there only 3 or 4 of these plans from which we can now 
expect to collect. We have better success in collecting from automobile liabilit 
insurance coverages and have been more successful in collections from workmen's 
compensation cases since the Chief Medical Director’s letter of July 7, 1958, 
gre the chief attorney more responsibility in the handling of this type of case, 

e usually do not learn that we are treating a veteran for an industrial accident 
until after his discharge. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


on Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the ay ty 2 of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veteran is informed by the ex- 
amining physician the anticipated length of time he will be in the hospital. He 
is advised of the approximate cost and is then asked if he if financially able to 
pay for this care. : 

8. In your opinien are there-abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
16.7 83.3 100 


VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1958 1959 
1955 1956 1957 
a) Average daily patient load_..........- 469.0 482.0 486. 0 490 495 
Full-time equivalent staff...........-- 624.3 646, 2 642. 1 638 635 
$3, 298, 435 | $3, 444, 302 | $3, 439, 985 | $3,721,658 | $3, 962, 209 
Salaries of staff ?....................-- 671, 984 785, 385 825,053 | 3,075,258 | 3,329, 708 
Patient travel 52,303 50, 883 42, 489 38, 
{) Communications __.....---..----.--.. 13, 382 13, 480 13, 452 15, 612 | 
) Utilities (gas, coal, water, etc.) ........ 59, 782 61, 335 66, 882 84, 727 90, m0 
168, 701 172, 962 172, 817 173, 777 178, 
i) Drugs and medicines ........-----.-- 103, 989 95, 521 103, 313 117, 167 124, 58 

Medical and dental 94, 250 71, 995 86, 622 98, 398 92, 

sse ns 

38, 873 68, 216 38, 978 33, 885 
95, 171 123, 628 81, 985 86, 345 80, 
(m) Cost per discharged patient. ........-- 620 693 753 708 800 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


88 | 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Without trying to define the word “‘ac- 
ceptable’, I believe the answer is ‘No.’ - Costs of overall operation—particularly 
food, drugs, services, and equipment—have increased, without a correspondin 
increase in funds, to the point where we have found it necessary to reduce staff. 
This is reflected in inferior service to veterans. 

3. Does the allotment of funds on the basis of average Mere patient load in- 
crease or decrease the patient’s length of stay? How or why? In my opinion 
it has no affect at this station. We try to keep the patient no longer time than 
is required for the treatment indicated by his condition. If it has any relation, 
it would be to decrease the length of stay as the demand for beds is greater than 
the supply and we are continuously trying to find beds to accommodate appli- 
cants who are seriously in need of hospital care. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
quate comparisons with VA hospitals. They are mg emerge and helpful. They 
have been discussed with responsible officials. So far as civil hospitals are con- 
cerned, we have few comparisons. In my opinion, comparisons in the civil 
hospitals would have little significance because the wide divergence of conditions 
and operating considerations. 

5. (a) What is the a raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1,002. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.755. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? TB patients are allowed 30 percent more than basic allowance, and 
medical and surgical patients are allowed 10 percent more than basic allowance. 
poe allowance is given so these patients may be given extra milk and meat 
products. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 housekeeping, 18 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment: They are of great importance. They frequently weight the balance in 
our favor, making it possible for us to procure the services of physicians who 
otherwise would have gone elsewhere. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? In my opinion we require no additional quarters at this station. 

(d) Could cost of such quarters be a lucrative investment: Our present 
housekeeping quarters show a profit in dollars. There is an even greater profit in 
them as an inducement to personnel to come with us and to stay here. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $7,469,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. osts of operation have increased due 
to reasons beyond the control of this center. Drugs have increased in cost to some 
extent, and the use of new improved drugs has resulted in an even greater increase. 
The costs of medical supplies, rations, and personal services have increased. The 
pm costs have resulted in improved medical care, only, in regard to im- 

roved drugs. 

9. What internal fom mpeg have you developed to engender cost consciousness 
at your station! Chiefs of service are furnished periodic cost comparisons of 
operating en gna Costs of operation are discussed in staff meetings and are 
taken up with individual services when the need arises. 

10. Laundry service: 


(a) What was the utilizati f laundr tient per day during calendar 
year 19887 ization of laundry per patient pe y g 


Total Number 
number patient-day 


* Date available only since Oct. 1, 1958. 
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(6) What was the cost of laundry service during the last 6 months of calendar 
ear 1958: (All stations other than NP hospitals will report costs separately to 
nclude and exclude memorandum cost accounts, required by VA interim issue 

CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and pes ape maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.036; per pound, $0.05. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.042; per pound, $0.058. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, ing pertinent comparisons. 

(1) = aa Equally as good. 

2) Timeliness: Much better and quicker service than VA laundry. 
3) Cost: Slight increase for contract laundry. 

(4) Other: None. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
- average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None: we consistently maintain 
an average daily patient load in excess of that for which funds are provided. 
Our problem is one of finding adequate funds with which to operate needed 
beds—not of keeping beds to hold funds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
ao needing hospitalization? one. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $13,281.14. 
(2) Visits to hospitals by patients on CBOC status: 1,403. 
(3) Cost per visit: $9.47. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more | Rrcharte-¢ operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased then diminished? Neither; see notes below. By what methods? 
Cite examples. Notrr.—So far as I can see, there has been no significant change 
one way or the other. Of course, there have been minor adjustments in both 
directions. It appears to be the concept of D.M. & S. to grant the maximum 
authority to field managers rather than to exercise restrictive controls. 

- (b) Has your hospital had an internal audit of its administrative operations? 


(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? A fair and reasonable medical audit serves 
to keep hospitals on their toes, thus encouraging them to improve the quality 
of care. To a considerable degree—perhaps as much as is needed—this Is 
accomplished through the Accreditation Committee for affiliated hospitals. 

(c) If a fair guotecdonal medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A fair and reasonable medical audit serves to 
keep hospitals on their toes, thus encouraging them to improve the quality of 
care. To a considerable degree—perhaps as much as is needed—this is accom- 
plished through the Accreditation Committee for affiliated hospitals. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? We believe these visits are helpful not only in that supervision staves 
off deterioration, but also in that they serve as a unifying influence and & 
means of communications, up and down. 
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(2) Of what value would you think these visits are to VACO? It appears 
to me they should be of value to central office in the same sense they are to 
the field, i.e., a unifying influence and means of communication. The same 
thing could be accomplished otherwise, but economy seems to support this 
method. 

(3) Would less frequent visits be more useful? The present arrangement 
appears to be adequate. 

(e) Have directives, circulars, manuals, etc., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always 
been beneficial to the hospital’s operation? I have seen no attempt at recen- 
tralization through this or any other method. As to whether or not they have 
“always” been beneficial, all I can say is that ‘“always’’ is a very big word. 

2. Is the management development program directed toward making good 
employees or good managers? t its various levels it is directed toward both. 
Perhaps to a greater degree it is directed toward making each employee better 
in his job. 

X. Capital improvement 

1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None, in view of approved new hospital. 

Not programed, or under consideration for fiscal year 1962. None, in view of 
new hospital probably completed in latter part of fiscal year 1962. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
467 
Repairs to electrical distribution 1, 420 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Repairs and replacement cost, roof, floors, heating system, windows and doors, 1 gymnasium. 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Steam lines condenser to lines and steam controls....................-.........-.-----..-- 10, 000 
Powerline repairs and replacements on electrical distribution.....................-...----- 3, 000 
Replacement of rotted wood trim, steps, and platforms; doors and windows._____...___.-_- 10, 000 
placement of radiators, space heaters...............----------sse-se--seeeseee-nen--o---- 2, 000 
placement of water sections, plumbing and 4, 000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Enclosing porch of 23 for waiting room, admission office... 1780 


(c) Replacement and new fixed equipment costing over $1,000: 


Evaporative condensers for air conditioner in buildings T-26 and T-28..__..._......---_-.. 


3. What, in vour opinion, are the most pressing needs in your installation? 
Replacement of roofs, steam lines and controls. Floor repairs; window and door 
replacements; screen and wood trim replacement; repaving streets. 


JEFFERSON BARRACKS, MO. 
I. General 


Name of hospital: Veterans’ Administration Hospital, No. 5092. 
City and State: Jefferson Barracks, Mo. 
Type of services: Type o of hospital, NP; TB-NP, yes; G.M. &8., yes; domicile, 
no; formal outpatient clinic, no. 
ame, qualifications, and tenure of — 
» Ma anager: Lester Drubin, M.D., B.S., certified in psychiatry by Board of 
P. & N.; certified as mental hospital administrator by APA; nominee, ACHA. 
(b) Assistant t ao er: Emil W. Beelman, 25 years’ experience hospital admin- 
istration; membe A, member Missouri Hospital Association; nominee, ACHA. 
(ec) Director, Profesional services: Willy Oppler, M.D., certified in psychiatry 
by Board of P. & N.; certified as mental hospital administrator by APA; qualified 


in EEG. 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 5 y 
otherwise specified) Domiciles 
Total | TB- Psy- Neuro- | G.M. & 8. 
NP chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 815 152 567 49 
2. Operating beds......................-- 815 152 567 49 47 | .nnassaeener 
Beds not tin use (unavailable). 
3 0 0 0 0 @ 
4 In process of activation... 0 0 0 0 @L 
5. 0 0 0 0 
6. Staff not recruitable: Beds re- 
7. Type of for 
rent opera regardless 
staff evailability 0 0 0 0 
9. remaining 790 141 562 49 98 
Dec ‘31 744 135 533 45 


| 


| i | 
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II. Bed capacity and patient load—Continued 


Item (as of Jan. 12, 1959, unless 
pecified) 


Hospitals—T ype of bed or patient 


otherwise s Domiciles 
Total TB Psy- Neuro- | G.M. & S. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(6) Percent of total patients re- 
maining (line 29 57.0 21.0 29.0 

13. Patients in hospital on Jan. 10, 1957, 

who were 55 years of age or older: 

(6) Percent of total patients re- 
maining Jan. 10, 1957______- 30 48.1 16.5 5.4 ) a 

USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit during year-_- 95 160 102 151 
15. Number of patients on trial-visit status as of Dec. 31- 33 37 30 81 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_ (0) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. 
our patients is increasing. Therefore we have more patients of a chronic type 


which slows down our rate of discharge. 


crowded to capacity. Additional 


plan? None. 


The average age of 


This limits our admission since we are 


for continued treatment are need. 
17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 


(6) During the past 12 escent se many TB beds (rated capacity) were 
one. 


converted to other than TB use? 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
ome oe 6 months ending December 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of those 
ye peperten on item 9 in category IT (total column) as in hospital on January 


Length of time since admission Number of | Percent of 
patients Patients 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Each member of the staff is constantly reminded to make sure that no patient 
stays in the hospital longer than necessary. Since the G.M. & S. services were 
opened in this hospital a little more than a year ago, a hospital stay committee, 
under the chairmanship of the director of professional services, was established. 
This committee makes sure that all factors concerning patients stay in the hospital 
are analyzed and corrective action taken to keep the hospital stay as short as 
possible, i.e., no delay in the submission of X-ray and laboratory reports, con- 
sultations are arranged as quickly as possible, ete. Patients are admitted for 
elective surgery only on certain days when no delay will result. 

(b) What improvements have you made since your last report to this committee? 
The physical medicine and rehabilitation board is very active and peroidically 
refers patients for rehabilitation activity at a progressively higher level with the 
goal of early release from the hospital and placement in the community. The 
member-employee program has become an active tool in the rehabilitation and 
early release of the patient from the hospital. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Because of the nature of their 
illness generally shortening of stay in many psychiatric patients is difficult to 
accomplish. oo early release of the patients often results in return to the 
hospital. Release from the hospital has to be planned and prepared very care- 
fully by the hospital staff including social work service and the physical medicine 
and rehabilitation board. The senile, arterioscloric, chronically ill NP patients 
generally require much longer care. . 

4. (a) What would be the effect on length of stay if you were able to provide 
vosthospital followup care, as needed, on an outpatient basis? Such post- 
hospital followup exists in the CBOC program for medical and surgical patients 
and also for other patients in need of dental care. Many of the psychiatric 
patients are placed on trial visit and followed either by social work service of the 
regional office or at this station. If we could refer non-service-connected patients 
for regional office followup or provide posthospital outpatient treatment we could 
reduce length of stay of non-service-connected patients. 

(b) What effect would such a program have on your cost of operation? Such 
a program would increase our cost of operation if the outpatient care and treat- 
ment were to be provided at the hospital rather than at the regional office. The 
amount of increase in the cost of oneration would depend of course upon the 
patient load. However, on a VA-wide basis, it would seem more economical to 
convert inpatients to outpatients since outpatient care and treatment is not 
nearly as costly as inpatient care and treatment. Of course in our hospital the 
beds vacated by the transfer of patients from inpatient to outpatient status would 
be filled almost immediately from the non-service-connected waiting list. 


& 


| 
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5. What would you suggest to further reduce hospital stay without impairin 
care? Constant emphasis and indoctrination of all members of the hospital st 
with regard to existing programs and facilities available for the early release of 
patients such as the use of foster home care, member-employment assignments; 
greater use of P.M. & R. board and referrals of the service-connected patient to 
outpatient clinics for followup care and treatment is being practiced. It is felt 
that by these procedures hospital stay has been reduced to close to a minimum. 
Constant striving in this direction might further reduce hospital stay to an 
absolute minimum. 

6. What is needed to improve turnover of patients? Provisions whereby non- 
service-connected patients could be released from the hospital earlier and treated 
in the outpatient department, it is believed would help improve turnover. In 
addition the continuous education of families and the community as well as 
patients to the advantages of foster home care particularly for the mentally ill 
would aid considerably. Greater success in acquiring and retaining adequate 

rofessional staff who would be able to treat and rehabilitate the patient would 
Be a constant and important factor in maintaining a high turnover rate. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of ired Total Le 
of care requ conn 
Total Innon-VA| Not yet 

hospitals {hospitalized 

0 0 0 0 0 

255 0 255 75 180 
G.M. & 8......--- 1 0 1 1 

2. Domiciliary care: Total applicants__--.- 0 0 0 0 0 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 2 psychiatric, 2 neuro, and 9 medical. 

3. What system do you use for scheduling admissions from the waiting list? 
Priority group policy outlined in VA Circular 18 dated September 8, 1958. 
Patients are scheduled for admission in chronological order. 

4. In addition to the persons pegatinn in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 


potential admissions? 15. Telephonic requests which are awaiting further 
verification. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes, but only when determined as 
& medical emergency. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 919; approved, 717; rejected, 202. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time em- 
ployees as of December 31, 1956, and 1958. Distribute common service employ- 
ment to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time... 13 17.9 9 

3. Physicians, residents and internms_._..-.............- 0 0 a 
4. Physicians, consultants and attendings.......-._.--- 30 28.0 —2.0 
8. Therapists and technicians !__...-.-...--......---.-. 21 32.0 +11.0 

10. Office of manager, personnel, and finance... ...--.-.- 17 22.0 +5.0 

12. Other food-service employees... 85 108, 0 +23.0 
14. Engineering maintenance (excluding laundry) --_---- 39 61.0 +22.0 
15. Engineering operations (excluding laundry) ------.-- 4 21.0 +7,0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 11. Annual 
ay average): $815. 

(6) What is the value of this program to the member and to the hospital? 
This program is an essential step in the rehabilitation phase of the veteran. It 
is used in this hospital only for the NP patients. Several members have been 
discharged from this program and placed on a job in the community. It gives 
the veteran patient an opportunity to get training in his own field. His employ- 
ment as a member-employee affords him an opportunity to qualify for considera- 
tion and placement in a job outside the hospital. The patient knows and feels 
that he is pate essential work which contributes to the functioning of the 
hospital. It provides him with a feeling of satisfaction, strengthens his ego, and 
facilitates his return to family and society. The hospital benefits somewhat 
from the services performed by the member but more important the hospital 
employees are stimulated to accept and appreciate the work of the handicapped 
or convalescent patient. 

20. What was number of guards on duty December 31, 1958? 11. 

21. (a) ~~ wren of patients on January 12, 1959, who are in industrial therapy 

rogram: 181. 
. (6) Number of a discharged during past 3 months who were given in- 
dustrial therapy: 20. 

(ec) Average days of hospitalization of patients reported in (b): 174. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. ‘ 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. --........- 15 13 < 
Average payment per consultant or attending (Der annum)!___ $1, 143 $1, 375 y .* 
Total amount pat to all consultants and attendings !.___..__. $17, 150 $17, 875 $17, 4 


1 Exclusive of travel. 2 Estimated. 


o 


| 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Full time Part time | Consultants, 
attendings 
Psychologists... 


Nore. Recruitment extremely difficult. At present below allotted ceiling. 
VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education pesqreme contribute to patient care in your hospital? 
The research program of this hospital is concerned with problems of diagnosis 
and treatment. In this program patients are tested (approximately 400 per year) 
and treated (approximately 20 per year). These patients benefit from these con- 
tacts in the same way they do from regular hospital treatment. In addition to 
these direct benefits, all patients stand to gain indirectly from the scientific contri- 
butions made by research to the better understanding and improvement of pro- 
cedures in the general field of physical and mental health. he purnose of the 
educational activities of this hospital is to train the staff in the best and most 
recently developed methods of patient treatment. In a field which is changing 
as rapidly as mental health, these programs are very important. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or hospital 
administrative trainees? This hospital has approved training programs in psy- 
chology and social work service but no active training program in any medical 
specialty. We believe that psychiatric training programs would be of definite 
benefit for the care of the patient providing there are enough psychiatrists to 
supervise the residents. The presence and education of trainees constitute a 
potent stimulation to all staff and hospital emplovees which is directly reflected 
in improved patient care and treatment. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
1, VA appropriation (neuropsychiatric)... ......................--.------.-. $18, 057 0 
2. Gifts and donations deposited in general post fund.....................--- OC hiiniemantands 
3. Grants from other sources administered through affiliated medical schools -- 5 TS 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 12 0 6 0 0 6 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-eon- 
nected 6 0 4 
(1) Patient has compensable serv- 
(2) In receipt of VA 2 0 1 
) In hospital more 30 days... 1 0 1 


Nore.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


! Any form of prepayment insurance. 
2 Left blank in accordance with VA instructions. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in a whose meaverss had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Obtain assignment from patient on form 10-98. Billing is made to 
the company through the fiscal division. Cost: $7.50. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$477. 11 $4, 443.03 
collected None 1, 815. 75 


R. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. ; 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Before a veteran is asked to 
sign oath, he is advised of estimated length of stay and the cost of comparable 
care in an outside hospital. He is then questioned regarding his ability to pay 
these costs and asked to sign oath. 

8. In your opinion are there abuses of non-service-connected care? Because of 
the chronic shortage of beds at this hospital our admissions have been limited to 
service-connected cases except in emergencies. We feel that because of careful 
scrutiny of applicants there has been no abuse of non-service-connected care. 


er 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

60 10 100 
World War II... --. 
World War 30 100 
Spanish-American War. 0 1 100 
Peacetime- - 92 8 100 
All patients. 53 47 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
1955 1956 1957 1958 1959 

(estimated) 

verage dail 417 508 520 650 759 

510 584 603 706 810 

(c) Total cost ! $2, 416,873 | $2,994,024 | $3,117,042 | $4,075,543 | $4,713,652 

Salaries of staff * 1,893, 138 | 2,385,109 | 2,525,984 | 3,349,997 3, 817, 221 

ri Patient travel _. 4, 742 2, 693 2, 567 6, 257 5, 773 

Communications. ... 14. 337 13,775 13. 940 14, 895 15. 510 

Utilities (gas, coal, water, etc.) 65, 587 89, 899 99, 100 135, 402 131, 146 

if Raw foords......... 183, 662 206, 080 206.049 | 258,640 1, 760 

4) Drugs and medicines. ..............-- 38, 195 55, 660 42. 926 52, 834 62, 321 

40, 472 36, 525 32, 951 55, 709 52, 192 
sset u ns u 

) mice pete 37, 781 93, 206 53, 059 33, 134 35, 568 

(_ All other 138, 979 111, 077 140, 466 168, 675 292, 161 

(m) Cost per discharged patient 2, 354 2, 824 5,011 2, 184 2, 158 


for commen Show all costs to nearest dollar of actual cost. 
3 all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? It has had no effect on 
length of stay. Our average daily patient load has consistantly been higher than 
the average daily patient load assigned to the hospital. Patients are discharged 
as soon as they have received maximum hospital care or are sent on trial visit. 
ne have a waiting list of 256 NP non-service-connected patients at the present 


e. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
ae, Have they been discussed with responsible officials? Yes, with other 

A hospitals. The comparisons are fairly appropriate although costs do vary 
with locality, physical pene age, type of hospital, structure and availability of 
short category personnel. VA central office is constantly improving the reporti 
system and makes available statistics and figures for comparison purposes on 

epartments, divisions, and services of all VA hospitals. These are very useful 
and appropriate and constitute good guides for management. These comparisons 
are discussed on many occasions with area and central office representatives 

~@ at is the average raw food cost served ration from July 1, 19. 
December 31, 1958? $1,034. 
(b) at is the cost per served ration for all other food service activities from 


all your patients are not on the same ration, what differences are there? 
y? Psychotic patients and the nonpatient groups are provided the basic 


si A 1, 1958, through December 31, 1958? $1.564. 


83427— 59 —— 59 
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allowance. TB patients (including psychotic patients with TB) and paraplegic 

tients receive a 30-percent increase in allowances for certain food groups 
fies meats including eggs and cheese, milk, and dairy products, fruits, and 
vegetables) over the basic ration. Neurological, medical, and surgical, and other 
psychiatric patients are provided a 10-percent increase in allowances for all food 
groups over the basic ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 

-sonnel: 47 nonhousekeeping. 

_ (b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Our station is isolated. There is no bus service after 12 midnight. 
quarters are particularly desirable for nurses and other women 

‘employees. Considered very important in staff recruitment and retention. 

¢.) hat additional quarters do you believe would add quality or stability to 
your staff? No additional quarters are needed. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $19 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Expenditure of funds for food, supplies, 
equipment, salaries, maintenance and repair are major factors which have in- 
creased the cost of hospital operation. he greater use of expensive drugs in 
medicine, surgery, and psychiatry; the patients more rapid improvement in 
mental status has required greater attention from nurses and medical and re- 
habilitative personnel, increasing personnel and salary costs; and the greater 
turnover of patients have pushed costs upward. In addition, this hospital has 
increased the average daily patient load from 520 in 1957, to 650 in 1958, and to 
759 at present. The medical and surgical wards have been activated during the 
past year and the opening of additional facilities for physical exercise and recrea- 
‘tion therapy have increased costs still further. 

_ 9. What internal programs have you developed to engender cost consciousness 
‘at your station? Station funds are distributed quarterly to each service and 
‘division for its own operations establishing thereby a limit within which each 
must operate for the next three months, At the close of each month of each 
quarter each service and division must report to the assistant manager its expenses 

‘for the past month and estimates of expenses for the remainder of the quarter. 

Cumulative cost statements are furnished monthly to each service and division 
by the fiscal division. WACO-prepared analyses of other stations’ costs by 

service and division are circularized so that each service and division chief may 

“eompare his costs with those of other VA hospitals of similar size and type. Dis- 
‘cussions of these are held with management. The need for continuous efforts 
toward more economical operations (without reducing the quality of patient care) 
is a major management principle. Budget meetings are conducted at regular 
intervals with all department heads. 

10. Laundry service: 

_. (a) What was the utilization of laundry per patient per day during calendar 
year 1958? | 


Total Number 
number patient 


2, 826, 331 


- <(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
‘include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
‘services, and which were instituted for the a: of making VA laundry oper 
‘tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 


Laundry costs computed on basis of all costs applicable to Federal laundries, 
_ excluding memorandum accounts: Per piece, $0.027; per pound, $0.096. 
‘11: What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients 'W! 
-actually do not require hospitalization, ete.? At this hospital the average d 
patient load concept of financing operation has had no effect on turnover nor have 


if 


"8 
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there been any patients admitted who do not require hospitalization due to this 
policy. This hospital has a waiting list of NP patients in excess of 250 and our 
turnover rate hag been as high as possible-gince we are most anxious to extend our 
services to the deserving patients awaiting admission. 2 
12, How many operating beds could be closed if we were not forced by the 
average daily patient load concept of Spanding just to maintain an average daily 
patient load so funds would not be withdrawn? None. . 
13. (a) If CBOC program could be explicilty identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? . None, because of long waiting list. 
-(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $1,159. : 
(2) Visits to hospitals by patients on CBOC status: 52. 
(3) Cost per visit: $22.28. , 


IX. Miscellaneous 
1. The Department of Medicine and Surgery was reorganized in 1953. 


(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By giving the 
station more authority in various transactions. Cite examples. Formal con- 
tracts for deferred maintenance have been decentralized to station level. The 
cost of replacement of equipment is no longer limited so long as station funds are 
available. Field stations may now transfer allotted funds between subobjects 
without VACO approval. Field stations now deal directly with GAO on sus- 
pensions and disallowances in certifying officers accounts rather than through 
central office as formerly. Decentralization on certain controlled items such as: 
electric typewriters, and partial replacement of housekeeping and nonhouse- 
keeping furniture. 

(b) Has your hospital had an internal audit of its administrative operations? 
N 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? The benefits to be obtained would be to vinpoint 
weaknesses and suggest improvements in professional procedures and activities. 
We could compare different hospitals with our own much more accurately and as 
a result better patient care and treatment would undoubtedly result. It is felt 
that this should be conducted by a joint team composed of medically qualified 
outside sources and representatives from the VA central office. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office. 
staff? Area office staff contributes considerably to improving the quality 
and efficieney of hospital operation. The suggestions and recommenda- 
tions made by various supervisors are often found to be practical, useful, 
and beneficial in helping us to provide excellent patient care and treatment. 

(2) Of what value would you think these visits are to VACO? It is felt 
that these visits provide VACO with expert opinion as to how our hospital is, 
functioning, what deficiencies might. need correction and in addition the 
manner in which central office can help the hospital to better discharge its 
functions with regard to patient care and treatment. 

(3) Would less frequent visits be more useful? No. We feel that our 
hospital has much to gain from these visits and do not feel that they should be 
less frequent but rather more often. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No, not to any great extent. In one in- 
stance the classification authority’ was recentralized.on December 11, 1957, for 
all chiefs of divisions and services. Previously on December 12, 1955, this had 

een decentralized to the stations. It is believed that this type of recentraliza- 
tion was advisable in view of the fact that central office is better informed to com- 
pare and assign grades to these various division and service chiefs, : 

2. Is the management development program directed toward making good 
employees or good managers? Yes. It is felt that the management develop- 
ment program presently in effect is doing much toward helping our employees 


understand and perform their jobs more efficiently and the training is conducive 
to'the development of good assistant managers and managers. 
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X. Capital improvement 


What nonbed betterment projects (H. & D.F. 
et thie Gatien? (H. & D.F. or M.A.I.R.) over $2,000 are. 


Fiscal 
Description Amount 
1959 | Alterations to X-ray room and dental clinic, TB-NP paliding No. 52. $6, 265 
Installation of conductive ceramic tile floo’ surgical suite, uilding No. 1...... 3, 850 
Installation of 5-ton air-condi 
1961 Secondary receiver on ash paris: balan 


Not programed, or under consideration for fiscal year 1962: None. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Description Amount 

Steam distribution, repair of supply and return lines to building No. 25. 5, 069 
Exterior painting, buildings 18, 24; 48, 60, 88, 88, 60; 64, 66, and 300 
7 or painting, bu » 50, 52, 53, 60, 64, 65, and 70...........--..------..---. 9, 700 
Repair of linoleum floor, 2, 200 
Cleaning of exhaust ducts (ventilation system)...............--..--..-----.-.-------------- 2, 000 
Install and repair of concrete floor and floor drain, building No. 2_........-- bs. 1,000 
Repair and replacement of radiator valves and traps, building No. 25. 1,900 
6, 000 
Repair of electrical service to gatehouse 1, 200 
Repair of electrical work, building No. 2...-......-...----.----+-------.---~-+------+--+-+-- 3, 000 
Repair and installation of valves in 8-inch steam, building No. 1... 1,100 
Repair and replacement of radiator valves and traps_..__.-- 2,000 
Repair of bituminous surfaced road (seal coat) 10, 527 
Repair of transformer. .....-- 3, 675 
Repair of draft fan, boiler plant 3,170 
Repair of boilers Nos. 2 and 2, 755 


- (6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding costs of replacing or adding new fixed equipment: 


Fiscal Description 
year 


1960 | Relining of coal bunker-.......-..- 


Repair and silicon exterior buildings Nos. 50, 51, 52, 53, 64 8, 210 
Clean hot and cold water lines, buildings Nos, 3 and 18 sa 8, 500 
Re-tar and re-gravel roof, buildings Nos. 1,200 
Repair garages 13, 14, and 37_......................-.._.-.---.---.---------------- 5, 000 
Exterior waterproofing dumdum buildings 1, 2, 3, 4, 18, 23, 24, 25 and corridors 00 
New grate on coal hopper exterior at boiler plant..................._-..---------- oo 
Repair of roof over greenhouse, building No. 15.........-......-.-2..------..----- 1, 600 
1961 | Duct cleaning of ventilating systems...................-....--.-..--.------------- 2, on 
Dumdum quarters (housekeeping) - 
Repair of slate roofs, buildings Nos. 2, 3, and 18.....__..--_........-..-.-.-..---. 4 
Reffelt, ratar, and regravel building No. 2, 
Bituminous surfacing, road in front of 50 series buildings............-.------------ 10, O00 
Covering of steam pipes throughout station (repair). 2, 
Repair of expansion foints, concrete roads. 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 
Installation of outside electrical outle $800 
ot Installation of working platform and ladder at FW heater 1, 500 
Installation of sidewalks 2 000 
, Painting of corridors (exterior) 2.000 
Alteration to housekeeping quarters, pee No. 2, $2,000 each unit 8, 000 
Lightning protection, buildings Nos. 24 and 1,650 
) Installation of exhaust fan over pressin 2’ 000 
) 1961 | Alteration to walk-i 1, 900 
) Installation of safety — on top of platform 2, 000 
‘ Alteration to housekeeping quarters, 2, $2,000 each unit. 8, 000 
Kitchen and dining building lightning protection..............-.-.-.------------- 1,800 
(c) Replacement and new fixed equipment costing over $1,000: 
f 
Fiseal Description Amount 
year 
1960 | Garbage disposals, buildings 60 and 23.. $2, 400 
72-inch cut Toro lawnmower.......--.-.--- 1,100 
Tractor (lawn maintenance) 3, 500 
Rotomatic pressing unit, laundry...........--....--- 7, 500 
1961 | Tractor dawn maintenance) 1,200 
DeWalt radial saw (carpenter shop)............--....-.... 1,100 
2, 000 
Installation of bypass to underground reservoir. 4, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
Rotomatic pressing unit (trousers) forlaundry. Relining of coal bunker. Hydro- 
matic tank repair relining with hot enamel. Greenhouse reroofing. Dumdum 
repainting of buildings Nos. 1, 2, 3, 4, 18, and 23. 


KANSAS CITY, MO. 
I. General 


i Name of hospital: Veterans’ Administration Hospital. 
Street address: 4801 Linwood 
. City and State: Kansas Cit 
. Type of services: Type of Lice G.M. & §.; TB, yes, NP, yes; domicile, no; 


formal outpatient clinic, no. 
Name, qualifications, and tenure of— 
OF Manager: John B. McHugh, M.D., 1952 to present. 
t manager: B. W. Porter (civil service), member of ACHA, 1956 to 


) "Direotie: rofessional services: Thomas J. Rankin, M.D., American Board 
of Internal Me cine, 1954 to present. 
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II. Bed capacity and patient load 


H of bed or t 
Ttem (as of Jan. 12, 1950, unless 
Total TB adie N G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 

ob Rated bed ca 500 40 83 39 

= tin (unavailable): 

6. Staff not recruitable: Beds re- 

7. Type of bed not required for cur- 
rent 0} regardless 
9. Patients 457 41 66 37 

10 dail t load for 12 

{ ending 442 45 65 38 


_ 11. Why is staff unavailable with reference to line 6? Budget limitations 
restrict veatiilinant of necessary personnel to activate the 10 unavailable beds. 


Hi itals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless es 
otherwise specified) Domiciles 
Total | TB Neuro- | G.M. & 8. 
logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: ’ 
187 ll 5 368 
6) Percent of total patients re- 
41 27 12 14 
13. Patients Jan. 10, 
(6) Percent of total patients re- - 
USE OF TRIAL VISIT 
Calendar year 
Item 
t 1955 1956 1957 1958 
14. of potionts cont te trial visit during ering - 55 21 41 61 
15. Number of patients on trial-visit status as of 32 7 18 35 


16. (a) What is the mater of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular discharge. 117 113 116 
All other 4, 863 4, 306 4, 298 
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(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Hospitalized veterans’ 
age brings a gradual but definite increase in degenerative disease and, to some 
extent, in cancer. This leads to somewhat longer hospitalization for patients. 
More seriously, it is rapidly increasing the problem of the veteran who has re- 
covered sufficiently no longer to need definitive acute hospitalization but for 
whom some sort of third person or nursing care is necessary. In the long run, 

eriatric medicine will become so large proportionately that limitation to this 
field will lessen the attractiveness of veterans hospital employment to qualified 
physicians and nurses. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on J ig $d 12, 1959, because they were not required for fiscal year 1959 operating 

lan? None. 
: (b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. i 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 27 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through ' 
October 31, 1958, for the following operations: (Include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions.) 


Average 
Cases length of 
stay 

18 16 
73 14 
44 10 
ll 22 
12 22 
1 38 
2 23 
1 45 
0 0. 


_3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Director, professional services, and service chiefs meet quarterly to discuss 
trends and evidences of delays in patient examination and management which 
= prolong patient stay. 

(b) What improvements have you made since your last report to this committee? 
The substitution of quarterly staff discussion since last report for the system of 
review of 50 randomly selected consecutive cases is an improvement. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Administrative policy 
that no patient will be discharged unless discharge planning is acceptable to 
patient and his family increases length of stay. It is not meant to imply that 
proper discharge planning is an impediment. Rather the stated policy supports 
unreasonable objections by families and interested representatives, in cases where 
motives of objection arise when the dischargeable veteran is unwelcome in his 
previous home or where continued presence of a veteran in the hospital frees his 
pension or other funds for family use. The long delay experienced in having aid 
and attendance approved by regional offices contributes to increasing length of 
.. sr on patients entitled to this aid, particularly those in Spanish-American 

gory. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Refer to II, 16(6). Problems in 
posthospital care of an aging population as implied in paragraphs (a), (b), and 
(c), directly above, are increasing. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Adequate post- 


ns 
Subtotal gastrectomy for duodenal ulcer_-.............-.---.-------..------- 
Prostatectomy: 
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hospital service, as for instance in a civilian teaching hospital, might -reduce 
average length of stay by as much as one-third. This would require reorganiza- 
tion and augmentation of physician staffing but would reduce overall personnel. 
Such a plan, however, might be practicable only in large metropolitan areag 
where discharged patients could find easy access to the outpatient service. , 

(b) What effect would such a program have on your cost of operation? [I 
would increase cost. Additional funds would have to be provided to operate an 
outpatient clinic. 

. What would you suggest to further reduce hospital stay without impairing 
care? Without other change, adequate hospital staffing would most. materially 
reduce hospital stay and improve patients’ care. Professional staffing limitations 
find the physician, in particular, forced to neglect records, processing of diagnosis, 
and alert consideration of MHB in an average patient by the urgent demands 
upon his time of more seriously ill patients. Locally, this factor is common, since 
resident staffing is poor and budget does not permit an adequate complement of 
full-time staff to support efficient clinical service. 

6. What is needed to improve turnover of patients? The same—adequate 
staffing, supported by an adequate budget. 


IV. Waiting lists ‘ 


_1. Number of eligible applicants pore hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 

Type of care required Total | connected its 

Total |Innon-VA| Not yet 
hospitals |hospitalized 
1. Total applicants. 195 14 191 0 191 
TB 1 0 1 — I 
NP 17 0 17 0 7 
G.M., & 822... 177 4 173 173 


1 The 4 service-connected cases reported on the waiting list as of Jan. 12, 1959, were admitted in the time 
limitation set forth in circular 18 dated Sept. 8, 1959, They were nonemergent cases. 


haere many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Veterans are authorized admission in order of priority groups as outlined in 
circular 18 dated September 8, 1958. 

4. In addition to the persons reported in reply to Geers 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes; any emergency cases requiring 
immediate admission. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,832; approved, 2,449; rejected, 1,383. 


7 
3 
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V. Hospital stoff 


(Report full-time equivalent employment for both fuli- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
lL Total_. 630.8 607.7 —23.1 
2. Physicians, full- and part-time - 19.1 21.0 +1.9 
3. Physicians, residents, and interns-_---......--.-..-- 14.0 10.3 —3.7 
4. Physicians, consultants, and —2.8 
7. Hospital aids_........... 118.0 120.0 2.0 
8. Therapists and technicians !_- - 37.5 37.3 —.2 
10. Office of manager, personnel, and finance 19.0 17.0 —2.0 
6.0 5.0 —10 
12. Other food-service employees. 75.0 73.0 —2.0 
14. Engineering maintenance (excluding laundry)......-. 26.0 22.0 —4.0 
15, Engineering operations (excluding laundry) ......... 31.0 
17. Special services. -. 8.0 6.0 —2.0 
18. All other staff_. 119. 5 112.2 —7.3 


1 In physical medicine, dentistry, laboratory, X-ray. 

23 of supply — Dee. 31, , are paid from regional office funds following consolidation of hospital 
and regional office supply divisions in 1957, which constituted an overall reduction of 7 employees in the 
combined operations. 


20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 33. 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 52. 

(c) Average days of hospitalization of patients — in (b): 127.5. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 3. 

Norre.—There were three patients in night hospitalization during the months 
October, November, and December, but none as of January 12, 1959. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .........-- 62 59 154 
Average payment per consultant or attending ?.___........... $1, 165. 89 $1,043.31 1 $642. 22 
amount id to all consultants and attendings $73, 08 


! Through Dee. 31, 1958. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


time | Parttime | Consul 
Category Full Jonsultanta, 


Pr 1 
Medical ancillary 
Administrative and maintenance _. 14 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The resident training program itself, makes available to patient care alert and 
eager young physicians. he privilege of working within and among personnel of 
a resident teaching program attracts alert and professionally aggressive full-time 

hysicians. This sharply improves the quality of medical care within a minimal 
ength of stay per patient. Alertness to unusual medical problems is maintained 
and many problems of patients’ care become known which might not otherwise 
be realized. The presence of research within such a milieu is essential. Without 
it, the basic structure would not be so attractive to receuit or hold qualified pro- 
fessional staff. Specifically, as well, solutions of medical problems of direct con- 
cern to the veteran population arise from many of the researches performed. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing 
gram 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered h affiliated medical schools. 


VII. Eligiblity and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(a) Total. of 101 5 2 1 11 76 
(0) For treatment of a service-connected 4 
(c) For treatment of a non-service-con- 
95 5 2 1 ll 76 
(1) Patient has com: le serv- 
In of VA 30 1 2 % 
In hospital more than 30 days. 23 pe eee, 1 2% 
4) Other (employee—BEC)_..... 1 1 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 

b) Number of pateints in (a) whose smplover had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. : 

3. What action do you take to collect on boar for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 

ear 1958.) Action to collect payment for hospitalization under insurance barr 

accomplished by the procedures set forth in D.M. & 8. interim issue 10-424 
dated May 3, 1957. Other changes in the reimbursable insurance program since 


January 1957 include the contents of D.M. & S. interim issue 10-434 dated May 
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29, 1957, and D.M. & S. interim issue 10-435 dated June 3, 1957. This station is 
eomplying with instructions contained therein. During calendar year 1958, we 
referred 292 insurance cases to the VA chief attorney’s office in an effort to collect 
from insurers who refused or neglected to reimburse for services rendered. Esti- 
mate of cost of the collection program during calendar year 1958, $1,854.25. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year | 

1957 1958 

Amount billed. $115, 716. 33 $127, 902. 61 
vollected 17, 236. 02 11, 171. 50 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
After. 

‘6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 11. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Prospective non-service- 
eonnected admissions are seen by the admitting physician before the oath is signed. 
The admitting physician estimates the length of stay, and from his estimate the 
eligibility clerk determines the approximate cost in a non-VA hospital. The cost 
estimate is based on average costs of the same type treatment in the community 
hospitals in this city. 

8. In your opinion are there abuses of non-service-connected care? None, 
except those cases referred to in paragraph 6 above. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
78 100 
World War IT_. oe 13 87 100 
World War I__. 97 100 
Spanish-American War 14 86 100 
Peacetime - 57 100 
All patients............... ll 89 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load_..........- 420 435 440.0 439.0 450. 0 
Full-time equivalent staff.....__.______ 608 636 634. 3 621.1 609. 4 
(c) Total cost 1_ $3, 152, 579 | $3,391,007 | $3,470, 584 | $3,732,274 | $3, 881,611 
Salaries of staff 2 461, 232 361 799, 031 456 183, 133 
Patient travel. 14, 894 409 by 19, 313 194 803 

(f) Communications. _........-._....--.- 12, 912 12, 862 12, 510 12, 442 
, Utilities (gas, coal, water, etc.).....__- 53, 843 52, 464 54, 688 52, 381 53, 191 
? he loods.___- 163, 119 172, 547 177, 151 174, 123 181, 158 
and Gents | lagers | 

k) Asset acquisitions including equip-— 

arent 47,013 45, 306 20, 747 17, 072 10, 266 
other 157, 398 151, 329 146, 139 135, 698 137, 287 
(m) Cost per discharged patient.....______ 632 1, 128 71 904 807 


1A or common services: 
Show all costs to nearest dollar of actual cost. 


he 
al? 
nd 
of 
ne 
ed 
ise 
ut 
n- 
ion 
) 
780 
8: 
at 
ce 
76 
20 
n 
of 
il 
e 


916 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


. 2. Do you believe that the fund allocation is sufficient to provide ay 
aceeptable standard of medical care? Primary fund allocation is insufficient to 
provide an acceptable standard of medical care, Primary fund allocation hag 
remained essentially stable in the face of sharply increasing cost of operation and 
inflation. This has resulted in steadily decreasing personnel available to the care 
of the patient. In this relatively new hospital, this has been brought into sharper 
relief by increasing reputation over the span of 6 years and an apparent increase 
in the relative proportion of the seriously ill patient. During this while obso 
equipment cannot be replaced. More serious is that there is insufficient allowance 
to recognize in personnel and equipment the meeting of advances in the practice of 
medicine. Locally, this trend threatens to be desperate, it further threatens 
recruitment and maintenance of staff. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient's length of stay? Howorwhy? Allotment of funds onan 
average daily patient load basis increases the patient’s length of stay. As seen 

revious comments, personnel for the care of patients is short. When the 
patient’s return to his family and community is obviously needed, prom: 
attention will be given. Discharge of the veteran who has no social or economic 
obligation will be delayed in favor of the more pressing problem. The secondary 
gain, by this delay, of obvious maintenance of the required average daily patient 
load will reflect. both conscious and unconscious justi cation. In a similar vein, 
overall allotment of hospital funds at the present level on an average daily patient 
load basis will not permit the expense of care of the moderate to seriously ill 
patient unless a certain level of slow-moving patients is maintained—the cost of 
whose care under such maintenance balances and permits the greater expense of 
the very sick or unusual patient. Efficient management of the care of patients 
in an acute hospital is felt unlikely until some unit of cost credit reflecting acute- 
ness of patient: care and rapidity of turnover replaces allowance on an average 
daily oo load basis. 

4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? This hospital has 
made its own reviews of staffing patterns in comparison with other VA hospitals 
of a similar size and mission. Adequate comparison with civilian hospitals 
particularly in consideration of difference in mission, is not available. Locally, 
the largest staffing deficiency is in lack of availability of residents in an area less 
attractive to the young physician than many others. It would be an improvement 
if there were funds to employ full-time staff when resident physicians are not 
available. The inadequacy of the primary fund allocation has been discussed with 
responsible VA officials on several occasions. 

. (a) What is the aver: raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.038. ; 

(b) What is the cost per served ration for all other food service activities from 

July 1, 1958, tbrough December 31, 1958? $1.806. 
i) if all your patients are not on the same ration, what differences are there? 
Why? Paraplegic, 10 percent above regular ration; tuberculosis, 30 percent above 
regular ration. These patients require a ration above the normal ration allowance 
and these increases are statutory. . 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 7 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Permanent quarters have not seemed to be important in maintaining 
staff or its recruitment. However, quarters used temporarily have proved very 
useful in recruitment where they can be made available to new staff peas 
private location within the community. Small areas of nonhousekeeping bachelor 
quarters have been quite useful. . “a 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters needed. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $11 million. 
8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. . Increase of cost in the following: 
(a) Personal services; (b) contractual services; (c) supplies and materials. 
effect of these factors result in an increased demand for hospitalization by veteran 
population without ap increase in budgetary funds to meet this situation. 

9, What internal programs have you developed to engenter cost consciousness 
at your station? Cost control to division and service level. Each week at the 


~— 


eon 
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manager’s staff conference, budgetary limitations are discussed by the manager 


b tral office regarding the need for conservative operation 
eg Bas in mind "the control operation, still meeting the professional care 
requirements. 

n service: 
(a) What was the utilization of laundry per patient per day during calendar 


year 1958? 


Total Number 
number patient-day 


734, 470 10. 75 
1,208, 088 8.02 


My 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to- 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as denreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personak 
services, and which were instituted for the pare of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs: 
excluding these memorandum accounts.) i 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.048; per pound, $0.065. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.056, per pound, $0.076. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? It is believed by the manage- 
ment of this hospital that the average daily patient load concept of hospital 
financing coi ld be improved upon in that it is inclined to encourage a slow turn- 
over of patients. We feel that a formula developed on a patient turnover’basis 
eae in connection with the average daily patient load would be a better 

ormula. There are no known admissions of patients who do not require 
hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? Again as a local problem, patients as 
a whole are sufficiently acute that an identified CBOC program would not reduce 
°@) What was ye ted cost for this program during fiscal year 1958? 

at was your estimated cost for this: m durin 1 
(1) Total cost: $22,284.12. 
(2) Visits to hospitals by patients on CBOC status: 1,435. 
(3) Cost per visit: $15.53. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased decentralization. By what methods? 

creased managerial authority. Cite examples. Decentralization of budget 
authority to station level. 

y 2) Has your hospital had an internal audit of its administrative operations? 
(1) Was the team personally experienced with hospital operation? Yes. 
(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Practical administration. 
(3) How was the internal audit valuable to your hospital? The internal 
audit made some recommendations that improved operation. 
(4) Wer € you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. Recommendations were made. 
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(c) If a fair sitewienal medical audit could be devised, what benefits would 
result? Should it come from outside, or VACO?. Or 
be conducted by a joint team? Yes, It is felt that a professional medical audit 
would be beneficial. It should come from a joint team—VACO and non-Govern- 
ment sources. 

- (d) The area medical director’s Office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office staff? 
Supervisory visits from the area staff are helpful, particularly in the exchange 
of ideas between stations. 
(2) Of what value would you think these visits are to VACO? It keeps 
the VACO currently informed of the individual hospital’s operation. 
(3) Would less frequent visits be more useful? No. 

Have directives, circulars, manuals, etc., recentralized operational 
thority to any great extent? State how by citing examples. Have such always 
been beneficial to the hospital’s operation? No; insofar as recentralization, 
Two last sections are not applicable. Budget limitations are the main limiting 
factor in hospital operation. . 

2. Is the management development program directed toward making good 
employees or good managers? Good employees and good managers. ; 


X. Capital improvement ; 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Consolidation of Kansas City VARO medical division with VAH $800, 000 
1961 | 1. Installation of piped-in oxygen system -. 8, 200 
2. Air-condition central service and patients dining room _ 12, 400 
3. Installation of automatic sprinkler system in parts of buildings Nos. 1 and 6_.. nae 


1962 | Conversion of passenger elevators from manual to automatic control_.........-... 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
1. Conversion of ward 3-E to recovery room . $14, 000 
2. Construction of entrance to grounds. 6, 000 


XI. Maintenance 


1. (a) List b riven anes and amount of money involved each major item of 
maintenance geable to station funds and scheduled for fiscal year 1959: 


one. 
(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1. Replacement of trees and shrubbery destroyed by extreme weather conditions - --......--. $1, 500 
2. Repair of storm water drainage system and catch basins. - 700 
3. Replacement of fire grates, brick and gas jets in 2 incinerators____..-.-...-...------------ 800 
4. agen of roofs on general medical building, central heating plant and combined utilities 1,00 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961 (exclude items listed in ques 
tion 1(6) above). 


Se, 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description 
t interior of laundry. --...----------.----------- $3, 500 
Paint interior of central heating plant and equipment... 4, 000 
Plant additional trees and shrubbery on grounds-__-_- = = 6, 000 
Air-condition 1 room for each G.M. & S. ward for summer care of seriously ill patients...... 1,200 


b) Minor betterments costing less than $2,000, excluding equipment: None. 
Replacement and new fixed equipment costing over $1,000: 


Description Amount 

2 dishwashing machines, single type with tank. % $3, 600 
Cube ice machine... 1, 500 
Boiler feed pump, duplex, — piston, direct-acting steam-driven, capacity 20,000 pounds. 1,000 
Hi-low beds, manually operated (30). ..........-.-.-.-.. 2,700 
Stryker circuloelectric hospital beds (6) -.... 3, 600 
Automatic autoclave controls. 1,700 
Replace dental X-ray 2, 000 
Replace war surplus chairs (2) 1, 600 
Electrosurgical unit........-.-. 2, 000 
Operating room table... 2, 000 
Jefferson ventilator (for surgery)... 1, 000 


3. What, in your Is peey are the most pressing needs in your installation? 
Adequate funds to s and operate the hospital. 


POPLAR BLUFF, MO. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Highway 67 North. 

City and State: Poplar Bluff, Mo. 

Types of service: Type of hospital, G.M. & S.; NP, yes; domicile, no; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 

(a) Manager: Samuel L. Aspis, M.D., July 1, 1957; ward al ee internal 
medicine, March 1946 to November 1952; assistant chief medical officer, November 
1952 to February 1954; assistant director, professional services, February 1954 to 
January 1955; director, professional services, January 1955 to July 1957; manager, 
July 1957 to present; member of the American Medical Association, American 
Hospital Association; member of American Public Health Association; member of 
Missouri Public Health Association; nominee American College of Hospital 
Administrators; 3 months preceptorship course in hospital management at VA 
Hospital, Bronx, N.Y., 1956; VA Institute for Hospital Administrators, Wash- 
ington, D.C., November 1957. 

(6) Assistant manager: Leon M. Wilson, January 31, 1954; graduated from’ 
grade school and completed 3 years high school; 2 years experience general clerical 
work; 14 years experience in hospital administrative work as personnel officer, 
bookkeeper, cost accountant, and finance officer; 5 years experience as budget 
analyst and budget field supervisor, VACO; 3 years experience as branch office 
director finance; 7 years experience as sonetel. assistant to Director, Finance 


Management Service, VACO; 5 years in present position; have completed such 
training courses as ‘Field Visitation Techniques,” “Effective Supervision,’ 
Essentials of supervision”’ and ‘“‘You Meet the Public.” 


(c) Director, professional services: Samuel L. Aspis, M.D., July 1, 1957. (For 
qualifications, see item (a) above.) 
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II. Bed capacity and patient load 
tals—' of bed 
(go Jan 12,19 ospi Type or patient 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric logical 
BED CAPACITY AND PATIENTS REMAINING 

Beds not in use (unavailable): 

In process of activation. 

6. Staff not recruitable: Beds re- 

7. Type of be not required 

ren 

9. Patients remaining 176 1 1 | 
10. Average daily patient load for 12 

months ending Dec. 31, 1958_........ 1 2 166) 

11. Why is staff unavailable with reference to line 6? Funds have not been 


allocated for activation of these 
staff would be difficu 


— beds. Even if funds were available 


t to obtain. 


However, staff could be recruited 


beds were converted for use of long-term cases and funds made available, 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless asi ” 
otherwise specified) Domiciles 
Total |TB-| Psy- | Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
| of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
maining Jan 52 50 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 


14. Number of patients sent to trial visit 
15. Number of patients on pimatean 


status as of Bee. 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total sa 2, 383 2,178 2, 185 
All other. 2,178 1, 991 1,944 
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there are trends in any of the components above, please describe their 
Fro ce and impact on the activities of your hospital: The following trends 
are noted: (1) The increasing age of the hospital-patient population from 52 
percent 55 years of age or over in 1957, to 56 percent in 1959; 2) this increasing 
e means increased length of stay because of the chronic nature of this group’s 
iliness. This is seen by the decrease in the number of discharges from 2,383 in 
1956 to 2,185 in 1958; (3) the number of deaths has also increased for the same 
reason from 87 in 1956 to 109 in 1958. ; : 
The total impact of these trends is to increase the total operating cost because 
a) more nursing assistants are needed to take care of the chronically ill patients, 
) housekeeping becomes more of a problem, and (c) the cost and number of 
contract burials, including transportation of the dead and burial flags, are 


m7. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of ay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. , 

(a) G.M. & 8S. hospitals: Average stay for G.M. & S. patients, 28 days. 

2. (For G.M. & 8. hospitals only: ive the average number of days of hos- 
pitalization required for se discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any pa- 
tients with multiple-treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer. 2 24 
Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in hos- 

ital? The hospital length-of-stay committee reviews this problem semiannually. 

ie chief, surgical service, chief, medical service, and the manager-director, 
professional services, review the problem monthly, The registrar, in addition, 
submits monthly reports to the manager concerning the length of stay. Close 
liaison is maintained with social service for the placing of chronic cases with 
families and/or nursing homes. 

(6) What improvements have you made since your last report to this com- 
mittee? Monthly reports from registrar concerning length of stay and monthly 
meetings of the chiefs of service and the manager-director, professional services. 

(c) Are there any identifiable administrative practices or — that may 
contribute to increasing length of stay? (If so, describe.) one. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affeeted length of stay or which may be 
of importance in the future? (If so, describe.) Yes. Essentially, this is the 
increasing age of our hospital patient population with the increase in the number 
of chronic illnesses and the concomitant decrease of patient turnover. This trend 
will continue and become greater. 

4. (a) What would be the effect on length of stay if you were able to provide 
pesthoapitel followup care, as needed, on an outpatient basis? It would tend to 

ecrease length of stay. 

(b) What effect would such a program have on your cost of operation? Cost 
would be increased. If the program would grow as time went on, and in all 


likelihood it would, at least an additional physician would be required and several 
nonprofessional employees, such as nursing assistants and clerk-typists; the use of 


834275960 
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drugs would increase. To maintain such a program efficiently in a rural area, 

consideration should be given for provision of funds for transportation (in thig 

area for distances up to 140 miles). ; 
5. What would you suggest to further reduce hospital stay without impairing 

eare? A provision by which preliminary laboratory work covld be done on an 

out-patient basis, particularly where surgery is involved. 
‘6. What is needed to improve turnover of patients? No suggestions. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
Janvary 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total j|Innon-VA| Not yet 
hospitals [hospitalized 
1. Total applicants: G.M. & S.........-.. 70 


2. How man = are scheduled for admission subsequent to January 12, 
1959? 19G.M. &§&. 

3. What system do you use for scheduling admissions from the waiting list? 
Applications classified per VA Circular 18, September 8, 1958, and scheduled 
from within priority groups. Authorizations to report are sent out 10 days to 
2 weeks in advance of report date. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 19. Includes 10—P-—10 spending eligibility, telephone con- 
tacts not yet admitted, an estimate of 22 percent required hospitalization of 
patients now carried on CBOC. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. Medical emergencies as deter- 
mined by admitting physician and/or officer of day. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,641: approved, 1,297; rejected, 344. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
lL. Total. _.. 233.1 222.4 —10.7 
2. Physicians, full- and part-time-............-.---.--. 9.6 9.0 —.6 
3. Physicians, residents and interns____..........------ 0 0 0 
4. Physicians, consultants and attendings-...........-- 8 1.5 +.7 
8. Therapists and technicians and pharmacist !__-.___- 12.0 11.0 —1.0 
10. Office of manager, personnel, and finance_...-....... 12.0 12.0 0 
12. Other food-service 32.0 30.0 
14, Engineering maintenance (excluding laundry)..-..-- 12.0 10.0 —2.0 
15. Engineering operations (excluding laundry) ----___-- 20.0 16.0 4.0 


Nore.—A physical therapist. was placed on rolls on Jan. 18, 1959. 
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20. What was number of guards on duty December 31, 1958? 3. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
ber of different persons who provided service. -.......... ll ll 12 
paymen tper consultant or attending !.. ............. $71. 68 $56, 96 $55. 06 
Total amount all consultants and attendings !_........ $15, 125 $15, 950 $22, 300 
Total tor trave . 0 0 0 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
rating engineer. - 

Laboratory technician- 1 0 0 
Nursing assistant -. 1 0 0 
Physician 1 0 0 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient-care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? This hospital received the sum of $100 for the purpose 
of medical photography to demonstrate interesting cases to the staff. The value 
of a true research and training ee to a hospital is primarily in the stimulation 
and challenge that it affords to its professional staff with the resultant improve- 
ment in patient care. There is 9 os the ultimate possibility of discovering a 
new drug or a new treatment. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post fund__.............---.----.]-------.------|-------------- 
3. Grants from other sources administered t 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
and 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
mentex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
@ For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability... 15 15 
2) In of VA pension... 12 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability my Ay ——— in more than 
one of the categories in (c) above, show him only in that category appearing in listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad” 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 3. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

8. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958.) A power of attorney is taken from all patients who indicate, upon ad- 
mission, that they have insurance coverage unless it has previously been deter- 
mined by the chief attorney that their particular insurance company will no 
longer be billed. In cases where the hospital is unable to effect collection, the 
case is referred to the chief attorney for his action The estimated cost of collec- 
tion was $1,068. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


Amount billed. - $50, 217 $32, 085 
Amount collected. 10, 375 6, 667 


ao Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. f 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Every 6 months this hospital 
contacts the surrounding non-VA hospitals in its area and determines what 
their average cost per week is. The veteran is then informed of his probable 
length of stay and the approximate cost if treated in one of these private hospitals. 

8. In your opinion are these abuses of non-service-conn care? No. 


- ore 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean. - 25 75 100 
World War II... 19 81 100 
World War I------ 8 92 100 
Spanish-American War. 100 100 
Peacetime ; 100 100 
All patients i 13 87 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) A dail a 128 158 158 160.0 160.0 
Fulltime equivalent 216 232 | 233 227.6 223.8 
(c) $1, 054, 235 | $1,204, 104 | $1,215,081 | $1,340,557 | $1,380,971 
d) Salaries of staff *_ 875, 367 | 1,007,906 | 1,020,005 | 1,113,613 1,171, 959 
9, 695 11, 263 9, 869 11, 245 12, 064 
6, 6, 072 5,791 5, 781 5, 804 
Utilities (gas, coal, water, ete.)...---|  28.448| 27,386 28, 877 30, 161 28, 995 
56, 697 64, 877 62, 627 63, 417 65, 738 
Drugs and medicines... .............. 27, 336 33, 089 34, 123 37, 37, 578 
Medical and dental supplies. ._-...--- 17, 411 22, 632 22, 692 25, 481 25, 102 

(k) Asset acquisitions including equip- 
ment. 8, 481 9, 392 _ 12, 222 23, 412 3, 762 
@ = Allother 24, 689 21, 487 18,875 29, 464 29, 969 
{m) Cost per discharged patient __........ 440 463 520 615 651 

} Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Ineluding all payroll analysis accounts, - 

2. Do you believe that the pri fund allocation is sufficient to provide an 


acceptable standard of medical care? This question can be answered only in 
terms of what is an acceptable standard of medical care. If this standard is the 
standard in our particular community, then this hospital does provide an accept- 
able standard of medical care. However, the full-time equivalent employment as 
shown in section V on December 31, 1958, is 10.7 less than on December 31, 1956. 
During the past 2 years we have been forced to absorb many price increases in 
commodities (i.e., drugs, medicines, and other medical and dental supplies), 
services, and rising salary levels. Funds have been made available only by abol- 
ishing positions and in recent months by postponing the filling of needed posi- 
tions when they became vacant, thus requiring some of the services and divisions 
to operate their activities with a definite shortage of personnel. The granting of 
additional funds would allow us to better our present standard of care. e 
reduction in full-time equivalent personnel is reflected in chart attached marked 

Exhibit A.” The increase in costs of medical and dental supplies is reflected in 


attached chart marked “Exhibit B,”’ 


| 
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3. Does the allotment of funds on the basis of average daily pees load in- 
crease or decrease the patient’s length of stay? How or why? factor does 
not influence the length of stay at this hospital. 

Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. Com- 
pews have been made with other VA hospitals, Federal hospitals, and civil 

ospitals. The most prominent difference noted is the increasing disparity of 
number of employees to patients treated. Non-VA hospitals have shown an 
increase; VA hospitals a decrease. In the past 2 zoes, this disparity has grown 
greater. It has been caused by the a to absorb the increased cost of hos- 
pital operation out of personal services. is situation can be improved only if 
the primary fund allocation is increased. Its continuation may result in a deterio- 
ration of the medical program. These thoughts have been discussed with per- 
sonnel of the area medical office as well as with central office. 

5. (a) What is the ave raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.049. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.109. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 9 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? _As this is a relatively isolated hospital, housekeeping quarters are very 
important in attracting and keeping professional personnel. onhousekeeping 
quarters also have value but not to such an extent, 

(c) What additional quarters do you believe would add quality or stability to 
your staff? 4 additional housekeeping quarters. This would allow us to offer 
quarters to all of our physicians. If built, they should be better than our present 
ones. Other than the manager’s quarters our 4 sets of housekeeping quarters are 
of a small 2-bedroom type complenay inadequate for the average American family 
of today with growing children. e need a 3-bedroom type. If such 4 addi- 
tional quarters could be provided, it would add to the quality and stability of our 
professional staff. : 

4 in opinion, is eapital value is inst, ion uildings 
based on & cost? $9,706,553. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Increases in cost of commodities 
and maintenance. Construction of the hospital building was completed in 1950. 
It is approaching 10 years of age requiring expenditures for maintenance that 
have not been raleened: in previous years’ cost of operation. (2) The greater use 
of more elaborate laboratory and X-ray studies. (3) The need for more nursing 
assistants to handle the increasing ont of patients with chronic illnesses. 

9. What internal programs have you developed to engender cost consciousness 
at *station? All division and service chiefs are responsible for their own 
budgets other than salary. A monthly review of the total budget picture is made 
at the regular staff meetings. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patien 


Pieces. 719, 345 12.5 
| 531, 900 9.2 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation, 02 
plant and at, maintenance, utilities, supplies, etc., as well as perso 
services, and which were instituted for the purpose of wow. Bi laundry oper- 

will report only 


ations comparable with commercial laundries. NP hospi 
costs excluding these memorandum accounts.) 


BT 


io- 
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‘Laundry costs computed on basis of all costs applicable to Federal laun- 
dries; excluding memorandum accounts: Per piece, $0.048; per pound, $0.065. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.068; per pound, $0.091. 

11. What import does the average daily patient: load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12 How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? one. Possible saving of operating beds will 
be offset by decreasing patient turnover. A paradoxical effect of this program 
might be to increase the demand for beds. e reevaluation of the patient will 
reveal a need for hospitalization in many instances... This need wouldn’t have 
been discovered had he not been seen by a physician. 

(b) What was your estimated cost for this program during fiscal year 1958? 

1) Total cost: $1,531. 
( Visits to hospitals LC patients on CBOC status: 204. 
(3) Cost per visit: $7.50. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Been increased. By what methods? Cite 
examples. Manuals and directives are being written as guidelines rather than 
rigid rules for operation. This factor is particularly shown in the primary fund 

ocation in which the hospital manager is allowed to use his own discretion as 
to its use. 

+ (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? Don’t 


ow. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest was in good practical administration only. 

(3) How was the internal audit valuable to your hospital? A disinterested 
examination of an operation by well-qualified people may bring out phases 
which can be improved. Their collective experience can be with 
benefit by people whose experience has only been local. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It would help develop a yardstick against which 
professional ability and care might be measured. Buch audit should be con- 
ducted by a joint team so that all viewpoints could be considered. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. They give the service or division chief someone in his 
field with whom he may discuss his problems. They act as a continuing 
audit, giving the local hospital the benefit of their knowledge obtained from 
other stations. They ‘Sty, the development of trends which may not 
yet be manifest locally. They help in determining a practical policy from 
the elines established by central office. 

(2) Of what value would you think these visits are to VACO? Being 
closer to the tet oma area and, therefore, more familiar with it, they can 
give central office a complete appraisal and evaluation of the hospital. 

(3) Would less frequent ‘aetna more useful? No. Actually, they should 


make more visits; a minimum of two per year in the more active areas and 
in no area less than once a year. 
(e) Have directives, circulars, manuals, etc., recentralized operational authority 


any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? N 
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2. Is the management development program directed toward making 
employees or good managers? Good employees. This improves the entire 
hospital operation, prepares employees for advancement and also eventually 
produces good managers. 

X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Semiautomatic flame safety entree eee boilers Nos. 1, 2, and 3.......-.... | $5, 958 
1960 | Smoke barriers, 3d and 4th floors, ding 1 va 2,000 
1961 | Catwalks in boilerhouse, project No. 21-5168 . 3, 500° 


Not oho under consideration for fiscal year 1962: Asphalt paving 


for east drive, $6, 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. None. 
(6) In addition, list those items deferred due to lack of funds which im your 
opinion will result in further deterioration of property because of such deferral. 


Description 


i 

: 


Waterproof ‘basements and tunnels, and tuek ting. parapet wall 
Replace feedwater lines and steam in boiler plant 
Overhaul Republic boiler controls and flowmeters 


Re ressure in boiler plant. 


i 
& 
a 


Repair of signal system___._...._.._.- 
Repair laundry roof__ 
Moisture extractors for air compressors... 
Install voltage regulator for X-ray machines-_.......... 
Install walkway and door on of wing D_._. 
Exhaust system in craw] space, wing F__-_._.... 
Replace steam ti in heating system of wing E__. 
Replace valves and fittings on domestic hot water generators 


2. Future plans: In the following three categories, list all items for which.there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Interior painting, 


000. 
(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Install sectionalizing valves in fire water lines. $1, 250 
Install stairs to lower parking area. 1, 800 


_ (©) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
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3. What, in your opinion, are the most pressing needs.in your installation? 
Purchase new ambulance; waterproof basements and tunnels and tuckpoint 

apet wall; replace feedwater line in boiler plant; repair elevators; repair and 
repaint window frames; overhaul Republic boiler controls and flowmeter; light- 
ning-arresters, transformer vault; install surge tank in boiler-feedwater system; 
replace valves and fittings, hot-water generators. 


ST. LOUIS, MO. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 915 North Grand Boulevard. 

City and State: St. Louis, Mo. im 

Type of services: Type of hospital, G.M. & S.; NP, yes; TB, yes; domicile, no; 
formal outpatient clinic, no. é 

Name, qualifications, and tenure of— 

(a) Manager: John W. Claiborne, Jr., M.D., fellow ACHA, tenure, since 
opening in 1954. 

(b) istant manager: Homer T. Ford, Jr.. member ACHA, tenure, July 
1955 to present. 

(c) Direetor, professional services: Edward C. O’Brien, M.D., tenure, July 
1955 to present. 

IT. Bed capacity and patient load 


Item (as of Jan. 12, 1959, unless 
as of Jan. 
otherwise specified) 


Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7 for = 
rent ope regardless 
staff 
9. Patients remaining 488 36 OO 
10. Average daily patient load for 12 
months en Dec. 31, 1968......... 462 35 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
- 37.0 27.7 9.5 44.2 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
b) Percent of total patients re- 
Jan. 10,.1957........! 44.1 30.5 


932 OPERATIONS. OF VA HOSPITAL: AND MEDICAL. PROGRAM 


II. Bed capacity.and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit 34 2 23 63 99 
15. Number of patients on trial-visit 2 8 15 2 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total ; 5,700 5, 270 5, 181 
Irregular discharge 185 235 267 
Death.... 356 401 360° 
All other 5, 159 4, 634 4, 554 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. There is a trend 
toward fewer patient discharges over previous years. This can be attributed to 
longer potions stay, due to increasing age of patient, and the more serious types of 
illness being treated. Also, there is increasing difficulty in getting family and 
relatives to accept the responsibility for the care of the longtime patient and/or 
discharge to available nursing homes. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
om Surtees 12, 1959, because they were not required for fiscal year 1959 operating 
one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M, & S. patients, 26.6 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitaliza- 
tion required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
stay 

Appendectomy 6 8.0 
hy 71 

Hemorrhoidectomy 39 12, 
Cholecystectomy. . 11 18.0 
btotal gastrectomy for duodenal ulcer 7) 20.0 

tatectomy: 

Suprapubic 6 
Transurethral. 18 15.5 


3. (2) What system of control do you have to insure a minimum stay in nongiiat 
The hospital is organized and administered so that patients can be discharged any 


hour of the day, 7 days a week. Advance notice is given of anticipated discharge 
of chronic patients to permit social work service to work with the family in 
securing suitable home care. The patients’ length-of-stay committee has 

meetings to discover and eliminate any factors that wo increase the length of 
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odic reports are prepared analyzing the length of stay of all hospitalized 

po permit ease of review and analysis. Constant attention by the chiefs 
of services is given to reviewing length of patients’ stay with the ward physicians. 
(b) What improvements have you madé since your last report to this committee? 
The average length of stay of G.M. & S. patients has increased from 23.8 to 26.6 
during the past year. It appears constant attention to this matter has not broucht 
about animprovement. It is expected that the leneth of stay will tend to increase 
in the years ahead. The serious nature and complications of illnesses are often 
improved through surgery and medical treatment to the extent that the patient’s 
life is extended for months or even years but at the same time this lengthens his 


5 Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) On short-term patients 
the leneth of stay might be decreased somewhat if the staff of diaenostic radiolory 
and laboratory service could be expanded. This would permit earlier diagnosis, 
treatment and/or surgery, followed by earlier discharze on so™e patients. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their revuirements for care, which have affected lenzth of stay or which may be 
of importance in the future? (If so, describe.) The length of stay of patients is 
materially affected by their increasing age and corresvon‘ing increase in the 
seriousness of their illnesses. Relatives sometimes through their own emnloyment 
problems or because of the design of their homes, state they cannot take care of 
patients. In general, our own social work service, the responsible physician, 
et al., are doing a fine iob of insuring proper an/ acceptable discharge. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Posthosnital 
followup care as needed on an outpatient basis would not have any material effect 
upon the length of stay at this hospital. The heavy “eman‘1 for beds at this 
hospital, which is indicated by the continuously hich waiting list, makes it manda- 
tory that patients be discharged as soon as maximum benefits are obtained. 
Outpatient followup would permit a few patients residinz in the St. Louis area to 
be discharged earlier and more in keeping with private hospitals but over half of 
our patients live at too great a distance to make use of posthospital followup to 
any extent. 

&) What effect would such a provram have on your cost of oneration? Unen 
the basis of study it is estimated that each outpatient vis‘t would cost between 
$8 and $12. Such increase in costs would require additional fund allocations. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Provide intermediate geriatric care in hospitals specifically designated for 
that purpose. Adequate and modern nursing homes convenient to the veteran- 
with payment of fees insured, would permit earlier discharge of the long-time 
patient and bring about a reduction in hospital-stay. 

6. What is needed to improve turnover of patients? Availability and accept- 
ance of nursing homes or similar facilities for care with acceptance of disabled 
veterans by relatives, even when there are resulting discomforts and costs to the 
parties concerned. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals [hospitalized 

1, Total applicants 160 0 160 0 160 
TB 3 0 3 0 3 

2, Domiciliary care: Total applicants..._ 0 0 0 0 0 


Ww many patients are scheduled for admission subsequent to January 12, 


2. Ho 
1959? 108. 

3. What system do you-use for scheduling admissions from the waiting list? 
Patients are scheduled to report from the waiting list regularly each working day. 
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The number scheduled is determined by number of vacancies created by average 
discharges, less estimated need for emergencies and service connected. Speciality 
cases are scheduled to coincide with seheduled visits of consultants. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 66. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,” please describe the circumstances. Yes. Cases of medical emergencies 
and service-connected patients are ordered in without placing on waiting list, 
All cases are verified and service-connected veterans are admitted without place~ 
ment on waiting list for conditions requiring admission. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 6,859; approved, 3,495; rejected, 3,364. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time-_ 24.2 28.3 +41 
3. Physicians, residents and interns..................-- 17.0 18.1 +L1 
4. Physicians, consultants and attendings_..._..._-_.-. 14.1 15.0 +.9 
6. Nurses......- 114.0 113.0 —L0 
8. Therapists and technicians 35.0 32.0 —3.0 
10. Office of manager, personnel, and finance..._-....... 20.0 25.0 +5.0. 
12. Other food-service 74.0 
14, Engineering maintenance (excluding laundry) 26. 0 
15. Engineering operations (excluding laundry) 33.0 32.0 —1.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


Norte.—Does not include FTE as follows: Research, 16.7; psychology training contro unit, 51.5 (trainees 
and consultants). 


19. @) Number of member employees as of January 12, 1959: None. | 
20. What was number of guards on duty December 31, 1958? 8. ; 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


am: 8. 
Pro) ‘Number of patients discharged during past 3 months who were given indus- 
trial therapy: 3. 
(c) Average days of hospitalization of patients reported in (b): 207. 
22. Number of patients in day hospitalization: None. 
. 23..Number of patients in night hospitalization: None. , 
.24. For consultant and attending physicians, show below the required data. 


T 


Total (fiscal years) 
From July-1 through June 30 — 
umber of different perspns who provided service. 100 100 


Byolusive of travel. 
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25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Ca Full time Part time | Consultan: 

tegory ts, 

ographic and clerical - - ...-------------------------------- 5 0 0 

1 0 0 

Social work 

urses and nursing assistants...-..---.------------------------ 9 0 0 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research and education activities contribute directly to patient care by 
attracting highly qualified clinicians. Research at this hospital is carried on in 
categories such as hematology, cancer, endocrinology, and cardiovascular diseases. 
In the educational phase the clinicians permit residents and trainees to devote 
more time per patient which permits the clinicians to concentrate their talents 
toward direct patient care. hese clinicians are highly experienced in educa- 
tional, training, testing and patient-care techniques, both diagnostic and thera- 

utic. A staff capable of performing and interpreting unusual tests is available 
in the research laboratories which are not normally obtainable in the usual 
hospitals. 

3 Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general 0 0 
3. Grants from other sources administered through affiliated medical schools. 


Sti VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological of 
All Tuber- | Psychi- | . With insurance? 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | mot ex- 
hausted 
(a) 93 3 1 5 2 76 
(6) For treatment of a service-connected 
6 0 0 0 0 0 
(c) For treatment of a non-service-con- 
87 3 1 5 2 76 
(1) Patient has compensable serv- 
ice-connected disability -.._. 25 1 1 0 1 22 
(2) In receipt of VA pension... _- 25 1 0 0 0 24 
3 In hospital more than 30 days. 17 1 0 4 0 12 
20 0 0 1 1 18 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
lof the in (c) above, show him only in that category appearing ist in the listings 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. : 

b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) All veterans admitted for treatment of non-service-connected 
disabilities are required to execute power of attorney if they acknowledge ha 
some form of reimbursable hospitalization insurance coverage. Employers an 
insurance companies are notified and subsequently billed at time of patient's 
discharge, or at 30-day intervals if patient’s stay is longer than 30 days. Pro- 
cedures are also in effect for close followup of cases involving potential third 
party liability. No essential change in procedures since 1957. timated cost 
of collection program during year 1958 was $600. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1057 


Amount billed_._......---.-. “on $134, 783 $104, 453 
Amount collected_..........--.-- pt 23, 682 22, 617 


- Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? The veteran is furnished an 
estimated cost of hospitalization in order that he may review it with addendum 
and have this consideration in mind before executing the oath of inability to pay. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Non-service- Total 
connected | connected 
Korean... 22.0 78.0 100 
World War IT.... 11.3 88.7 100 
World War I..-.---_- 1.4 98.6 100 
Spanish-American War. eats 100.0 100 
eacctime . 100.0 100 
All patients 9.9 90.1 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services? (Including 84-8 accounts.) ’ 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Ave’ dail tient load............ 405 442 446.0 455.0 466 
Ful tine equivalent staff 669 671 1 665.1 1 665.6 1 668 
©). Total cost ®..........--.--s4-200 $3, 300,935 | $3,627, 781 | $3,659,968 | $4,351,812 | $4, 676, 806 
2, 586,680 | 2,956,161 | 2,992,320 | 3,622,325 3, 950, 490 
() Patient travel............-.-..-------- 18, 254 18, 957 16, 230 16, 790 18, 459 
( ) Communications. -..-.....--.-.------ 14, 120 14, 342 14, 361 15, 090 15, 149 
i Utilities (gas, coal; water, etc.) _.....-- 52, 849 55, 468 57, 647 60, 627 63, 151 
174, 081 184, 363 190, 397 195, 205 195, 996 
(é) Drugs and medicines. ...........-.--- 108, 288 119, 200 126, 323 126, 411 130, 225 
(j) Medical and dental supplies- -.- -- -.-- 89, 945 92, 166 104, 110 124, 079 126, 003 

4) Asset acquisitions including equip- 
44,714 40, 677 20, 254 586 20, 163 
212, 004 146, 447 138, 326 162, 699 157, 170 
(m) Cost per discharged patient-___....... 593 599 604 756 795 


1 Does not inciude research proeram and psychology training control unit. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. However, I feel that the primary 
fund allocation should be adjusted periodically to provide for increasing cost of 
personal services, supplies, commodities, equipment, and plant facilities. There 
is a tendency to defer certain maintenance and equipment replacement in order 
to assure currently acceptable standards of medical care. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on average daily patient load basis does not presently affect the patients’ length of 
stay at this hospital because we are always discharging the patient at the earliest 
possible date so as to admit veteran requiring more urgent treatment. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? I review in 
detail all statistical tables referred by central office and discuss their contents, 
figures, and facts with the pertinent operating officials. We use other VA hos- 
pitals known to have similar programs and to be approximate in size for comparison 
purposes. In fact, we often correspond and exchange questions and operating 
data. I have often obtained costs, personnel ceilings, and similar information 
from other hospital administrators meeting as the Hospital Council of St. Louis. 
Certain of these conferences have been discussed informally with responsible 
operating officials. 

5. (a) What is the average raw food cost per served ratio from July 1, 1958, 
through December 31, 1958? $1.082. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.848. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients do not receive the same ration. A nutritionally adequate 
ration allowance is applied as a basis for determining the subsistence and adjusted 
according to the t of illness. (1) Psychotic patients receive a basic ration 
allowance. (2) G. . & 8. patients receive a basic ration allowance increased 10 
percent. (3) TB patients, NP TB, and paraplegics receive a basic ration allow- 
ance increased 30 percent on meats and dairy products and 10 percent on non- 
protein food. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 18 beds, nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? } onhousekeeping rooms are essential in maintaining an adequate staff 


of resident physicians. Quarters are not only an important inducement in re- 
33427 O—59—61 
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cruiting and maintolving an effective staff but are essential to provide a nucleus 
of key personnel who will be readily available in event of an emergency. 

(c) What additional quarters do you believe would add quality or stability to 
our staff? Additional quarters at this hospital, although desirable and needed 
or staff stability, are not indicated because of space limitation and the undegir. 

able residentual location of the station. Existing quarters should be remodeled 
to provide a minimum of three bedrooms, two baths, living room, dining roo 
and kitchen. They now contain only two bedrooms, living room, kitchen, an 


th. 

(d) Could cost of such quarters be a lucrative investment? No, but the prob- 
lem of securing ane retaining competent professional staff will more than offset 
the investment because the best e of acceptable medicai care for sick veterans 
is actually our objective. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $8,9 " 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased cost of all commodities, 
supplies, drugs, utilities, and personal services has had a direct upward effect on 
the overall cost of hospital operations. Advances in medicine and surgery tend 
to save and/or prolong the patient’s life. To support these recent advances in 
medical Dp ew: continual replacement in medical equipment is required plus 
increased utilization of expensive drugs, supplies, and facilities which require 
additional highly trained technical and professional staff. (Our joint deans’ com- 
mittee recommended that the major services of general surgery and general medi- 
cine be divided and be more aneety staffed. This arrangement was accepted 
by the chief medical director. hile the program has required greater expendi- 
tures for some additional skilled physicians and secretaries, the results in better 
patient care, resident recruiting, and training, more than offset the costs. These 
outstanding physicians have received selective promotions, almost to the man, 
with resulting increase in salary. I am always glad to see such worthwhile 
recognition.) 

9. What internal programs have you developed to engender cost consciousness 
at your station? t consciousness at this hospital has been developed by 
formation of a ststion budget committee to develop and discuss the budget mat- 
ters, dissemination of monthly cost data to all operating divisions and services, 
full participation in budget ae youn ate by all operating officials, a strict policy 
on the purchase of supplies and equipment to assure that each item is essential 
to the accomplishment of the hospital mission, controlled annual review of, all 
programs and operations to determine their essentiality, careful distribution and 
control of rate of expenditure of allotments, preparation of monthly analysis of 
all programs and operations by fiscal division for management review, and con- 
stant attention to all matters of cost by hospital management. 

10. Laundry service: © 

(a) By was the utilization of laundry per patient per day during calendar 
year 


Total Number ae 
number patient 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958: (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as perso 
services, and which were instituted for the p of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laund- 
hy gualuding memorandum accounts: Per piece, $0.0342; per pound, 


mamnie costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.041; per pound, $0.055. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 


| 


| | 
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actually do not require hospitalization, etc.? I know that in our hospital the 
average daily patient load concept of financing has not affected our admission 
policy in any respect. In fact, our problem is just the opposite—namely, getting 
vacant beds for eligible veterans through discharge of the present occupant. 
This can be attributed to our having only 513 operating beds with a continually 
high waiting list which is created by the demands for beds from approximately 
400,000 veterans located in the Missouri and Illinois area served by this station. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? No beds could be closed because 
patient demand calls for maximum utilization of all operating beds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Allocation of funds for a CBOC program would 
not reduce the number of beds at this hospital because of the heavy demand for 
beds indicated by our relatively large waiting list. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $23,950. 
(2) Visits to hospitals by patients on CBOC status: 4,322 (fiscal year 1958). 
(3) Cost per visit: $5.54. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite ex- 
amples. I believe the outstanding example of the authority given to the manager 
by decentralization has been his opportunity to better utilize the funds that are 
made available by giving to him, within certain limitations, the authority to 
adjust these funds to our operating needs. 

(b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? In most instances they were interested in good practical adminis- 
tration. However, there was a certain tendency to evaluate Management 
on how well central office minutiae of procedures were being followed but I 
do not think this was of any particular significance. 

(3) How was the internal audit valuable to your hospital? The internal 
audit was extremely valuable to this hospital. Management was reviewed 
by an impartial group and through their recommendations we were able to 
determine what areas of operation could be improved and also were able to 
evaluate our current and past management concepts to determine effective- 
ness and efficiency of operations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair paetemmonel medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Because of | A cep a supervisory visits from the 
area medical office and central office, and the close affiliation with two medical 
schools and their coverage of this hospital with attendants and consultants, it is 
questionable whether much could be added by a medical audit team. However, 
if it were decided that we would have a professional medical audit, it would be 
recommended that such team be made up of experienced VA personnel and similar 
personnel designated by the deans’ committee. 

e area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The area medical staff covers all fields of hospital operations and 
because of this their supervisory visits are particularly helpful in furnishi 
us with unbiased evaluations and recommendations of our programs an 
operations. Their suggestions are based upon’ knowledge and experience 
gained through empervaptey visits to a large number of stations. 

(2) Of what value would you think these visits are to VACO? Inasmuch 
as the reports of these visits are forwarded to central office, they ‘urnish 
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central office personnel a good overall evaluation of management and operg. 
tions of that particular station and program. 

(3) Would less frequent visits be more useful? The present number jg 
felt to be adequate and more frequent visits would certainly be helpful. 

(e) Have directives, circulars, manuals, etc., recentralized operational authorit; 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. The present trend of presenting 
instructions to the field in a manner that detailed procedure is being subordinated 
to the end result tends to aid decentralization resulting in smoother operations, 
Any instructions or advice is beneficial except when it is so restrictive or detailed 
that it becomes difficult to fit into the particular circumstances or needs of the 
individual station. 

2. Is the management development program directed toward making good 
employees or good managers? he management development program is inter- 
preted as being directed toward making good employees and preparing employees 
so that they can eventually assume or accept more responsible positions at higher 


managerial levels. 
X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description 
year 


1959 | Animal house conversion from garage, phase II. -_....................------...-..- 
Tuckpointing buildings Nos. 1, 2, 3, 4, and 6_. 
1960 | Oxygen and: vacuum outlets._................ 

1961 | Convert dairy refrigerator for frozen food 
Air-conditioning patients’ cafeteria and recreation room -_._..........-.-...---..-- 
Outpatient clinic addition for consolidation of regional office medical division 


8 


Not programed, or under consideration for fiscal year 1962: 


Description 


Excavate storage space beneath ding No, 2.._. kad 
Air conditioning, building No. 1 
wainscot for canteen 
Glove room for central service..................-.-.-.-.-..----..-- é 
Seal coating of station roads and parking lot_..........- - 
Converting passenger elevators to electronic control. .................- 
Converting service elevators to duplex operations --_.......................---.---------.--- 


oR 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Air cooling of radioisotope laboratory - 
Conversion room No. A-367 to patients’ bath and toilet 
Additional washer sterilizer for surgery 


Amount 
2,400 


| | 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Beal coating of station roads and parking lot... ..........-.-.--..-.-------.----------------- 2, 500 
Tile wainscot for canteen... 3, 600 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replacement of traction cables for each of 4 passenger elevators at $850 per car,............. $3, 400 
Standby Freon compressor for surgical suite... 1, 100 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Correct seepage of ground water into pumproom. ---_.............-.....---.-------------..- 1,000 
Additional shower facilities, ward 5-B, building No. 1................-...-...-.---.......-- 1, 750 
Correct settlement of concrete apron, building No. 6..............-.-.-.-----.---.---------- 1,000 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Electric hand dryers for NP wards.........................-------.ss-- Sali $1, 600 
Automatic soap dispensers for diswashers.___..............-.--.----.--------.----- 1, 300 
Cabinets, ice cream holding for ward diet kitchens. _.....................---.---.-.-------- 4, 500 
2, 400 


3. What, in your opinion, are the most pressing needs in your installation? 
Waterproofing building No. 1; air conditioning building No. 1; oxygen and vacuum 
outlets; additional exterior lighting; tuckpointing buildings 1, 2, 3, 4, and 6 


excavate space under building No. 2 for storage; seal coating of station roads 
and parking lots. 
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FORT HARRISON, MONT. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Fort Harrison, Mont. 
a of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 

nic, no. 

Name, qualifications, and tenure of— 

(a) Manager: C. L. Meredith, LL.B., 32 years, VA; 10 years manager, VA 
center. 

(®) Assistant manager: E. R. van Sickle, B.S., 12 years, VA; 10 years assistant 
manager, VA center. 

(c) Director, professional services: G. G. Dixon, M.D., 28 years medical exper- 
ience; 54% years, VA; 24 years, director, professional services. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 148 1 ll 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_...... 144 2 7 13 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
maining (lime 9)............. 50 100 36 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
maining Jan. 10, 1957... 50 05 43 |. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year... None None None None 
15. Number of patients on trial-visit status as of Dec. 31. None None None None 


ent 


ant 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge ? 1956 1957 1958 
46 30 23 
All 1, 806 1,745 1,793 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. None. 
17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
lan? None. 
, (b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. ‘ 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 29.5 days. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 


2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations {include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 


on 


ZZ 
sen 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Active length-of-stay committee meets regularly. This committee 
is composed of both professional and administrative employees. Meetings are 
held at least once each quarter. 

(6) What improvements have you made since your last report to this com- 
mittee? Long-term patients (90 days or more) have been reduced from 32 as of 
June 30, 1958, to 17 as of December 31, 1958. 

(e) Are there any indentifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 


VA 

iles 

i 

Subtotal gastrectomy for duodenal 

Prostatectomy: 

None 
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(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) It can be expected that an 
increasing problem can be anticipated with long-term patients. Placement of 
this type patient is becoming increasingly difficult. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Only minimum 
results could be anticipated. 

(b) What effect would such a program have on your cost of operation? Overall 
per diem could be expected to increase due to costs of transportation, laboratory 
and X-ray procedures. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No specific recommendation. 

6. What is needed to improve turnover of patients? No specific recommenda- 
tion is indicated. Our turnover rate averages around 114 percent. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
- none 12, 1959, and not yet scheduled for admission and not VA patients: 

one. 
ieee many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
When waiting list exists, the admitting physician reviews all applications to de- 
termine if medical priority is indicated. All those applications which are medi- 
cally equal are scheduled in regular order. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were - 
potential admissions? 38. 

5. Are patients admitted without placement on the waiting lists? If the an- 
swer is “Yes,” please describe the circumstances. Yes. The majority of our 
admissions are scheduled immediately upon determination of legal and medical 
eligibility without reference to a waiting list. ‘ 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,059; approved, 895; rejected, 153; pending, 11. : 


V. Hospital staff 


Report full-time equivalent eraplosregas for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1 
Dec. 31, 1956 Dee. 31, 1958 to 1958 

2. Physicians, full- and part-time-_-________...-_..-___- 10.7 10.1 -.6 
4. Physicians, consultants and attendings........._____ 1.6 2.4 +.8 
34.5 38.8 3 
39.0 41.0 2.0 
8. Therapists and technicians !_.........._._....._.._.- 13.4 19.0 5.6 
10, Office of manager, personnel, and finance......__...- 8.8 8.2 -.6 
12. Other food-service 27.0 26.0 -1.0 
14. Engineering maintenance (excluding laundry) ...___- 18.1 20.5 +2.4 
15. Engineering operations (excluding laundry) ......... 20.6 18.2 —24 
17. 8 4.8 4.0 -.8 


1 In physical medicine, dentistry, laboratory, X-ray. 


1 
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20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
am: None. 
“ Number of se discharged during past 3 months who were given in- 
dustrial therapy: None. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service - ._.-______- 23 25 25 
Average payment per cons"tItant or attending '...-..........- $152 $140 $194 
Total amont paid to all consultants and attendings '...______ $35, 050 $34, 900 $40, 000 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Full time Part ti: Consultan 
Category me = ts, 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
By maintaining professional interest of physicians, thereby prolonging their 
employment and furthering their education and professional abilities. There 
is a direct benefit to peas by improved treatment and care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
3. Grants from other sources administered t affiliated medical schools Seat t---2=--2- =: 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
and 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has com ble serv- 
ice-connected Miisability 1 7 
In hospital more than 30 days. 15 1 13 


1 Any form of prepayment insurance. 


Nore.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 17. 

(b) Number of patients in a whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
= 1958.) All insurance companies are billed unless advice has been received 
rom chief attorney not to bill. No major changes in procedures in billing 
have been made during oad gro Estimate as to cost, $1,350. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year 1957 year 1958 


389. 30 107. 88 


is Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? An estimate as to probable 
duration as well as acesernente hospital costs in a community hospital is furnished 
by the admitting physician. In addition to the hospital costs an estimate of 


professional fees is also given. 
8. In your opinion are there abuses of non-service-connected care? No. 


| | 
Amount billed 
Amount collec’ 
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9, Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_.-_..-...-- 141.0 142.0 146.0 147.0 146.0 
(6) Full-time equivalent staff-...........- 236. 6 240.3 240.7 233.4 243.0 
$1, 253, 892 | $1, 322,116 | $1, 349,495 | $1,431,866 | $1,538, 496 
Salaries of staff ?_ ...................-- 990, 510 1, 034, 008 1, 060, 188 1, 159, 763 1, 243, 728 
EE Tae ae 29, 438 29, 702 26, 345 241 27, 480 
Communications. .............-.....- 6, 410 5, 049 7, 625 6, 815 6, 380 
« Utilities (gas, coal, water, etc.)_......- 23, 249 23, 150 24, 241 23, 323 32, 706 
67, 405 62, 227 66, 111 68, 510 65, 975 
(i) Drugs and medicines. ---...-.......--. 42, 089 40, 105 34, 313 39, 410 35, 507 
y Medical and dental supplies ---.-__.-- 23, 206 27, 523 26, 170 27, 959 25, 760 

Asset acquisitions including equip- 
........ 14, 669 47, 196 57, 267 25, 910 43, 745 
@® All OBET.... oe nvege-enenn--sorn-ee 56, 916 53, 156 47, 235 51, 935 57, 215 
(m) Cost per discharged patient-___-____-- 602 670 663 730 806 


! Adjusted for common service: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Replacement of hospital equipment as 
well as maintenance of hospital is severely limited due to lack of funds. 

_ 3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? Neither. 
Length of am is determined solely by medical needs of the patient 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? Comparisons 

ave been made with other VA stations having approximately the same workloads 
as to costs of operation as well as patient length of stay. Constant attention is 
given by both professional and administrative officials to programing for the most 
efficient operation possible. 7 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.099. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.346. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: Nine nonhousekeeping. 

b) How important are these quarters in maintaining staff and/or for recruit- 
ment? As this is an isolated station, these quarters are very important both in 
recruitment and maintaining staff. : 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Station has adequate quarters. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,842,869. 
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8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The inflationary economy since World 
War If has, of course, been the primary cause of the tremendous increase in cost of 
operations. Our costs, however, have not gone up in direct ratio to the devalua- 
tion of the dollar because of economies effected in use of personnel and supplies. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Require all departments to participate in preparation of budget, 
pes division chiefs to furnish manager monthly information concerning costs 
of their operations compared to costs of comparable stations. Cost of operation 
is constantly reviewed with view to economy. This must be balanced, however, 
with the standard of care and treatment it is desired to render the veteran. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
. Rumber patient-day 


Pieces _.. 718, 129 13. 57 
529, 256 10 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0524; per pound, $0.0712. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0,0581; per pound, $0.0789. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Has no effect. Determination 
as to need for hospitalization is based entirely on medical need of the patient. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load wee of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None at this station. 

(b) What was your estimated cost for this program during fiscal year 1958? 

1) Total cost: $208.33. 
2) Visits to hospitals by patients on CBOC status: 16. 
(3) Cost per visit: $13.02. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. j 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Manager has more 
flexibility in making decisions on a day-to-day basis and can, therefore, watch 
services rendered and costs are closely and make adjustments as the need arises. 

(6) Has your hospital had an internal audit of its administrative operations? 


No. 
1) Was the team personally experienced with hospital operation? 
(c) i a fair Upwey « medical audit could be devised, what benefits would 


result? Should it come from outside, non-Government sources or VACO? Or 


be conducted by a joint team? Feel that adequate supervision is now provided 
by area and central office. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office s 
Very helpful. 
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n (2) 8 what value would you think these visits are to VACO? Very 
elpful. 
3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Do not believe operational authority has 
been recentralized to any extent. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1960 | None ...... 
1961 | Sewage-treatment plant. $50, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Installation of an additional elevator in infirmary, building 141_......................-....- 90, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
— chargeable to station funds and scheduled for fiscal year 1959. 

one. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description ~ Amount 
Repairs to foundations and basements of housekeeping quarters and nurses’ quarters___.... 10, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a2) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
housekeeping quarters in addition to those listed in 1(b) above__...............-. $5, 000 
Acoustical ceiling in main dining room, building 150....................-........--.-------- 6, 000 
Rewiring of housekeeping quarters...................-.-.-.-------- 4, 000 
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(b) Minor betterments costing less than $2,000, excluding ee None. 
(c) Replacement and new fixed equipment costing over $1, : 


Description Amount 


of 50 year; these beds are original equipment installed when 
e 


i=} 

5 

5 

S88 88 822225 


3. What, in your opinion, are the most pressing needs in your installation? 
The building of a new modern hospital building to replace wooden cantonment- 
type construction and convert existing hospital building into office space for ad- 
ministrative activities of both the regional office and hospital. If a modern 
hospital building is erected, removal or demolition of all buildings surplus to our 
needs would be definitely in order. The replacement of ammonia refrigeration 

lant which is part of the original equipment installed in 1932 with a modern 

reon unit. This plant is reaching a critical stage and is likely to fail at an 
moment. Also the installation of a deep-freeze unit in the main kitchen whieh 
should enable us to reduce our subsistence costs a considerable amount. As a 
matter of fact, most of the items listed under 2(a) and (c) should be accomplished 
— the immediate future to prevent further deterioration of the physical 
plant. 


MILES CITY, MONT. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 210 South Winchester Avenue. 
City and State: Miles City, Mont. 
an of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
nic, no. 
Name, qualifications, and tenure of— 
(a) Manager: Murl J. Robertson, M.D., March 12, 1954. 
198 Assistant manager: Donald Alcott, hospital administrative officer, July 


(c) Director, professional services: Murl J. Robertson, M.D. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) wie Domiciles 
euro- .M. 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
4 In process of activation ..........-. 
6. Staff not recruitable: Beds _ re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
verage patient load 
months Dec. 31, 1958......... 70 0 1 7 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit Lemme | ag 0 0 0 0 
15. Number of patients on trial-visit status as of 31. 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and oaett on the activities of your hospital: Fewer World War I and 


panish- American 


ar veterans; more World War II and Korean veterans. 


17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? 


None. 
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Iii. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: . a 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 21.4 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
Stay 

1 8 
7 16 
Subtotal gastrectomy for duodenal ulcer. 4 33 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Length of stay of patients is discussed regularly at medical staff meetings, 
Also a length-of-stay committee composed of medical and certain administrative 
personnel studies and recommends ways of improvement. 

(b) What ineprowamnente have you made since your last report to this com- 
mittee? Length of stay decreased from 25.8 days (1957 )to 21.4 days (1958). 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Difficult to discharge intermediate- 
type patients that do not qualify as domiciliary type patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? None. Patients 
are now discharged as soon as practical and, if indicated, are placed on CBOC 
followup program. 

(b) What effect would such a program have on "hed cost of operation? Approx- 
imately $1,500 per year present annual cost of CBOC program. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Do not feel that hospital stay can be reduced further here without impair- 
ing care. 

6. What is needed to improve turnover of patients? Patient turnover rate at 
this hospital is very good. 

IV. Waiting lists 


1. Number of eligible applicants 0 Ph hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total ad 
care conn 
Total In non-VA} Not yet 
hospitals {hospitalized 
1, Total applicants: G. M. & 13 2 ll 


wt 4 — patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled according to priority groups as outlined in Circular 18, 
dated September 8, 1958, and according to categories of emergency, urgent, or 
general, also availability of beds on separate surgical or medical floors. 
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4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 1. 

5. Are patients admitted without placement on the waiting lists? If the answer 

is “Yes,” please describe the circumstances. Yes. Emergent and service-connected 
cases are admitted without placement on the waiting list, also some casés that 
come from far distances, through difficult travel conditions, where, for their welfare 
it oe thought advisable to be sent home until they can be called from our wait- 
ing list 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 587; approved, 525; rejected, 62. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 21, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

Physicians, full- and part-time. 5.4 4.9 —.5 
3. Physicians, residents and interns... ................ 0 
4. Physicians, consultants and attendings.-...........-- 2.2 2.3 +.1 
8. Therapists and technicians !..................-.-.-.- 6.0 5.3 -.7 
10. Office of manager, personnel, and finance----_-----_- 8.0 9.0 +1.0 
12. Other food-service employees................-....-.-- 16.9 16.8 -.1 
14. Engineering maintenance (excluding laundry) --- ---- 6.5 7.3 +.8 
15. Engineering operations (excluding laundry) - -- ------ 17.0 12.9 —4.1 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

b. What is the value of this program to the member and to the hospital? None. 

20. What was number of guards on duty December 31, 1958? 2. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of peaionre discharged during past 3 months who were given in- 
dustrial therapy: None 

(c) Average days of hospitalization of patients reported in ( 0): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ........... ll 10 17 
Average payment per consultant or attending ?__..........--- $1, 657 $1, 905 1 $1, 269 
Total amount to all consultants and attendings ?__.__.... $18, 225 $19, 050 1 $8, 886 


' Figures as of Dec. 31, 1958, for fiscal year 1959. 
_ ? Exclusive of travel. 


33427 O—59—62 
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25. What categories of einployees would be recruited if the primary fund allot- 


ment were increased? 


Full time 


Part time 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Not this hospital. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post fund | 
3. Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- re With insurance ! 
Eligibility category patients | culosis a 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
1) Patient has compensable serv- 


1 Any form of prepayment insurance. 


Nore. If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 8. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 3. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes nae since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) In accordance with interim issue 10-424, dated May 3, 1957, state- 
ment of charges is prepared by the insurance clerk, registrar division, and sent 
with the signed VA Form 10-2381, Power of Attorney, to the fiscal division. The 
per diem rate is used to bill in these cases. The fiscal division processes same by 


sending FL 4-215 and statement of charges to the insurance company or em- 


Category «Consultan | 
attendings” | 
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yer. Ifa reply is not received within 60 days, an FL 4-216 is sent; if within 
0 days an additional 30-day period, after that, if statement is ignored, a copy of 
the statement of charges and copies of related papers are sent to the chief attorney, 
regional office, for recommendations or action. If companies who have no proven 
blanket waiver deny payment to a Government facility, after receiving the FL 
10-98, Letter of Notification, the VA Form 10~2381 and copies of related papers, 
are also sent to the chief attorney, regional office, for recommendation or action. 
=A cost of the collection program for the calendar year 1958 was approximately 
$232. 
4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year 1957 year 1958 


a Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 6. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veteran is advised of approxi- 
mate een of days he will be hospitalized and approximate cost in private 
hospital. 

8. In your opinion are there abuses of non-service-connected care? We are 
unaware of abuses. Any suspected cases are forwarded to VA central office for 
review, and we are not advised of action taken. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spanish-American 0 100.0 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Av dail tient load... 74.0 70.0 69.0 72 70 
Full-time 126.4 125.7 122.1 121 121 
$666, 175 $686, 377 $693, 827 $746, 461 $794, 323 
@ cc waconucsrssacne 515, 996 548, 837 552, 546 621, 836 655, 171 
eS EES ET 7, 287 6, 558 7, 053 5, 416 5, 825 
(f) Communications.............-...-.-.- 3, 979 3, 874 3, 719 3, 826 3, 843 
Utilities (gas, coal, water, etc.) _.....-- 34, 160 33, 728 29, 200 28, 936 20, 214 
33, 187 30, 204 29, 618 28, 505 27, 465 
Drugs and medicines.....-........ ... 9, 936 9, 749 10, 239 12, 053 12, 334 
M and dental supplies.........__ 7,315 7, 969 9, 143 8, 574 10, 423 

k) Asset acquisitions including equip- 
8, 880 4, 950 11, 878 1,315 10, 641 
45, 485 40, 508 40, 431 36, 000 39, 407 
(m) Cost per discharged patient. _________- 527 604 579 670 


605 
! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
‘Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Inability to keep essential positions filled 
has enabled us to stay within primary fund allocation. Primary fund allocation 
not sufficient on the basis of full employment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howor why? No. Necessary medical 
treatment determines patient length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have compari- 
son of standards with other VA hospitals. Annually we receive comparisons with 
other a These are analyzed and discussed with the various interested 
personnel. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.028. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.141. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 1 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? orem are very important asset in the recruiting of professional 
personnel. 

(c) What additional quarters do you believe would add quality or stability to 
our staff? One set of duplex quarters are required to fully meet our needs, 
hese quarters would be of great assistance in recruitment. 

(d) uld cost of such quarters be a lucrative investment? Yes; these quar- 

ters could be occupied approximately 95 percent. 

7. What, in your opinion, is the et value of this installation (all buildings) 
based on a replacement cost? $6,543,600. 

8. What factors have operated to anes the costs of hospital operation? 
Please explain the effect of these factors. The primary reason for the increase 
in hospital costs is the increase in salaries, increased costs of drugs and medicines, 
— eppies, and other miscellaneous items necessary in the operation of a 

ospital. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Discussion with responsible personnel of operating costs. Full 
on eer by operating officials in preparation of annual budget. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during ealendar 
year 1958? 


Total Number 
number patient-day 


158, 827 6 


Pieces -- 
Pounds... 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) All laundry service obtained under 
commercial contract. 

Amount paid contractor: 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.09; per pound, $0.13. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.15; per pound, $0.21. ; 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such con- 
tract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 
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(1) Quality: Good. 
(2) Timeliness: Good. 
(3) Cost: There has been tio increase in contract cost for the past 8 years. 

AC) Other: All relationships have been very good. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,563. 
(2) Visits to hospitals by patients on CBOC status: 195. 
(3) Cost per visit: $8. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Delegation 
of agency authority. Cite examples. Decentralization of personnel authority 
ie., classification, wage administration survey, incentive awards program. Re- 
moval of certain restrictions of allotted funds. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 
(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? Presently the hospital is inspected by the Joint 
Committee on Accreditation. This has proven of great value to the professional 
rsonnel. 
wd) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are very beneficial, particularly as to the technical 
phases of operations. 
(2) Of what value would you think these visits are to VACO? Assists 
VACO in appraising hospital operations. 
3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. . 

2. Is the management development program directed toward making good 
employees or g managers? anagement development program is directed 
toward making the employees more efficient in their present positions. & 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Flame failure controls. ........- $12, 865 


Not programed, or under consideration for fiscal year 1962: Replacement or 
repair of chilled water system. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Linen 

Distribution systems 

Electric distribution. ............. 


= 


mp 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1, Replace boiler-feed $416 
2. Overhaul compressor for walk-in boxes... 210 
3. Replace refrigeration expansion valve 100 
4. Replace second heating coil in intake on air conditioner... .....-- we. 212 
5. Replace transformer for air filter system. 416 


2. Future plans: in the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment) 
excluding cost of replacing or adding new fixed equipment: Clean and paint 
interior of water tower, $3,000. 

3. What, in your opinion, are the most pressing needs in your installation? 
Clean and repaint interior of water tower; replace blowdown piping in ag 
replacement of motor vehicles; replacement of lawn mowers; conversion of No. 3 
boiler from coal and oil to gas and oil feed. 


GRAND ISLAND, NEBR. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 2201 North Broadwell. 
City and State: Grand Island, Nebr. 
Type of services: Type of hospital, G.M. & 8. 
ame, qualifications, and tenure of: 
(a) Manager: J. I. Fitzsimmons, M.D. 
(b) Assistant manager: Guy M. Washington. 
(c) Director, professional services: J. I. Fitzsimmons, M.D. 


5 


| * | 


| 22 | 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless ‘3 ~ 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & S. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
4. In process of 
6. Staff not recruitable: Beds re- 
z, Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(o) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit ey ees None None None None 
15. Number of patients on trial-visit status as . 31. None None None None 


16. (a) What is the number of patients discharged from your hospital during 7 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 605 1, 536 1, 366 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Trend is downward 
in discharges due primarily to the fact that the patients being hospitalized are 
older and require a more lengthy stay than do younger patients. 
that this trend will continue for several years. 


It is anticipated 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 


during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 41 days, includ- 
ing intermediates. 

2. For G.M. & 8. hospitals gay: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations Sadere on y the experience of 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer... 1 39 
my: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Clinical records and hospital procedures are reviewed periodically. The 
— Length of stay is also discussed periodically with the medical and dental 


staff. 

(6) What improvements have you made since your last report to this com- 
mittee? There have been no specific changes nor improvements since our last 
report to the committee. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) There are no admin- 
istrative practices or policies within the hospital that are contributing to an 
increasing length of stay. However, several of our consultants come from a 
distance of 100 miles, and they are not as available as we would like. This 
causes us to admit certain patients sooner, or hold them longer than ordinarily, 
to make certain that they are seen by the consultant. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (Ifso, describe.) Yes. Our experience shows that 
as veterans advance in age, they acquire a larger variety of disabilities and this 
fact in turn requires more special examinations, more consultation, more treat- 
ment, and finally increases the length of time he must remain in the hospital. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We are of the 
opinion that our ability to provide posthospital care on an outpatient basis would 
reduce the length of hospital stay in some cases; however, we believe our CBOC 
a produces essentially the same result. 

(6) What effect would such a program have on your cost of operation? Such 
a program would reduce the cost of operation but not to a large degree. 

5 at would you suggest to further reduce hospital stay without impairing 
care? Have no suggestions at this time. 

6. What is needed to improve turnover of patients? We know of nothing in 
addition to our present procedures that will materially improve the turnover of 
patients. 

IV. Waiting lists 


1. Number of eligible applicants not rr hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 


“ roe eo many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
By priority group; by date of submission of application; and emergency of condi- 
tion in line with available beds. 
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4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on dein 12, 1959, who were 
potential admissions? None. < 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes, if medical emergency exists or 
if there is no waiting list and bed is available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 692; approved, 601; rejected, 91. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time em- 


ployees as of Dec. 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

1, Total. A oa 236. 5 246.7 +10. 2 
2. Physicians, full- and part-time. ..................... 6.1 7.0 +.9 
3. Physicians, residents, and interns_.................. 0 0 0 
4. Physicians, consultants, and attendings............. 3.0 2.2 -.8 
2.0 2.0 0 
35.4 39.0 +3.6 
7. Hospital aids. _- 43.0 43.0 
8. Therapists and technicians !___-_................--.. 12.1 12.0 -.1 
1.0 1.0 0 
10. Office of manager, personnel, and fimance-.._.......- 12.0 12.0 0 
12. Other food-service employees __ 29.0 29.0 0 
excluding laundry) ....... q 
15. Engineering operations (excluding laundry) -........ 24.0 24.0 0 
18. All other 36.9 40.5 +3.6 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

(c) Average days of hospitalization of patients reported in (6b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

All patients are hospitalized on a 24-hour basis. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ._........- 18 18 115 
Average payment consultant or attending ?___..........-- $1, 640 $1, 457 1 $745 
Total amount to all consultants and attendings ?__..___.- $29, 525 $26, 225 1 $11, 175 


July 1, 1958 to Dee, 31, 1958. 
Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Co 
attendings 


1 social worker__ 
1 occupational therapist 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, para medical, or 
hospital administrative trainees? ib Presence of research program would at- 
tract more capable doctors to the staff and would stimulate the staff to improve 
patient care. (2) Presence of a training program would stimulate the staff to 
improve patient care and would be a valuable source of professional manpower, 
eliminating previous staff situation. 

3. Amount of funds available in fiscal year 1958: 


ion 
donations d ted in general fund 
other affiliated medical schools_. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance 


Entitle- 


(0) For treatment of a service-connected 
condition. 

(c) For treatment of a non-service-con- 
nected condition 


(1) Patient has com ble serv- 
ected disability 


In ipt of VA 
rece 


4) Other. 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be re in more than 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or in- 
jury at no expense to the veteran: None. . 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of collection program to the hospital during calendar year 


For education 
Research = train- 
R500) 
1. VA appro 
2. Gifts and 
3. Grants fr 
All Tuber- 
Eligibility category patients | culosis atric a yy 
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1958.) All patients answering yes to question No. 27 of VA form 10-P-—10 com- 
plete No. 27a. The insurance company listed is notified of patient’s hospitaliza- 
tion and subsequently billed. Essentially, the same plan used in 1957 is still in 
use. Cost of the collection program for calendar year 1958 was $191.87. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


2, 486. 50 1, 978. 50 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the yin of the hospital were 

referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? No records kept; approximately 
three. 
7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Prior to admission the examin- 
ing physician estimates the number of days and cost of hospital treatment for the 
patient. The estimate is entered on the reverse side of the 10—-P-—10a; the patient 
signs that he has been told what the cost of private treatment would be. 

8. In your opinion are there abuses of non-service-connected care? There are 
probably some abuses of the non-service care program; however, the percentage of 
patients receiving care that might be able to pay for their care is very small, only 
about 8 percent of our patients carry hospitalization insurance. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 


0 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
® Average daily patient load.._________- 106.0 107.0 155.0 169.0 170.0 
) Full-time equivalent staff_...._______. 196. 8 202. 2 237.6 250.3 249.8 
() + he ae $959, 457 | $1,012,768 | $1, 240,676 | $1,371,470 | $1,443,828 
( 004 845, 526 592 | 1,153, 509 1, 219, 607 
cos. 10, 448 8, 947 8, 958 8, 326 9, 214 
Communications... ............-.-..- 6, 906 6, 853 7, 434 7, 716 7, 709 
Utilities (gas, coal, water, etc.) _..-_-_- 25, 878 27, 693 26, 684 28, 378 29, 036 
i... eee 44, 615 42, 732 61, 075 67, 509 68, 622 
‘) Drugs and medicines... _............- 19, 586 18, 760 22, 638 26, 866 27, 844 
Medical and dental supplies. ___-._._- 14, 232 13, 668 20, 315 24, 056 23, 832 

) Asset acquisitions including equip- 
1, 592 43, 532 7, 990 5,175 
44, 196 43, 716 59, 448 47,120 52, 789 
(m) Cost per discharged patient... 631 658 707 


a 


1 Adjusted for common services: Show all costs to nearest dollar of actual 
+ Including all payroll analysis accounts. 
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2. Do you believe that the apo fund allocation is sufficient to provide an 
acceptable standard of medical care? The original allocation was sufficient to 
rovide an acceptable standard of medical care but did not provide sufficient funds 
or equipment needs. As a result of having several professional vacancies and 
fewer applications for hospitalization than anticipated, it now appears that the 
allocation will be adequate. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? either at this station, 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Adequate 
standards with VA hospitals are available and are appropriate. More nearly 
standard reporting by all hospitals would cause improvement. These are dis- 
cussed from time to time with responsible officials and improvements are noted. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.029. ; 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.986. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 7 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The hospital quarters are important in that they make available to the 
station certain technical personnel who occupy these quarters in the event of 
emergencies. The station quarters do not necessarily make any difference in 
recruitment of hospital personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Additional quarters would not make any material difference in quality 
or stability of hospital personnel at this time. 

(d) Could cost of such quarters be a lucrative investment? Additional quarters 
are not required at this station at this time and the cost of such additional quarters 
would not be considered a lucrative investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,307,598.66. 

8. What factors have operated to a the costs of hospital operation? 
Please explain the effect of these factors. The increased cost of supplies, equip- 
ment, hospital personnel, and utilities services has steadily increased the cost of 
hospital operations during the past 5 years. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Funds are allotted to each service and division. These services 
and divisions are personally responsible for the judicious expenditure of those 
funds in order that no deficit will occur. Having and knowing the amount of 
funds that they may spend, the divisions and services naturally become cost 
conscious. Periodically, the divisions and services are required to furnish man- 
agement with the status of their funds and are also furnished per diem costs of 
comparative stations, which are factors that influence cost consciousness. Pro- 
cedures utilized are effective as evidenced by the fact that gf dee year 1958 
pe — had the second lowest per diem rate among all bed G.M. & 8. 

ospitals. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
“ number patient-day 


Pieces 
Pounds... 


782, 160 13+ 
538, 700 10 


(b) What was the cost of laundry service during the last. 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
ser. ices, and which were instituted for the purpose of making VA laundry opera- 
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tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.031; per pound, $0.044. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.05; per pound, $0.071. 

12. How many operating beds could closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No effect at this station. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $343.96. 
(2) Visits to hospitals by patients on CBOC status: 236. 
(3) Cost per visit: $1.46. 


IX. Miscellaneous 
1. The Department of Medicine and Surgery was reorganized in 1953. 


(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? The original decentraliza- 
tion program required a rather lengthy period to Surtees Since the completion 
there appears to be little change either toward further decentralization or any 
recentralization. 


v (b) Has your hospital had an internal audit of its administrative operations? 


0. 
(c) If a fair professional medical audit could be devised, what benefits would 
result? Should. it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? If a fair professional medical audit could be devised 
it would provide the VA field stations and VACO a yardstick to measure the actual 
type of medical care that is being practiced in VA institutions. Inasmuch as 
the VA is controlled by Federal law and since outside;sources are not well ac- 

ainted with these laws and possibly not sympathetic with some of these laws, 
the audit should be conducted by VACO. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Supervisory visits of area office staff are obviously conducted for the purpose 
of assisting the station. The exchange of ideas which result are quite 
benéficial and it is suggested that they be continued. : 

(2) Of what value would you think these visits are to VACO? Audits and 
supervisory reports made by area office personnel keep VACO informed of 
progress and adequacy of field station programs. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? It is believed that the management development 
program is directed toward developing good supervisors; however, the end results 
will likely produce better supervisors and better managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.LR.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

of flame controls on 3 each high-pressure boilers. $14, 000 
1961 Installation ation of underground sprinkler 35, 000 


Not programed, or under consideration for fiscal year 1962: None. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maslngenanee chargeable to station funds and scheduled for fiscal year 1959, 

one. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 

one. 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Removal of asphalt tile floor covering in surgical suite corridor and replacement of same with 
Installation of cyclomatic controls on 4 each sterilizers... ......................--.-------.-- 3, 135 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Installation of s AP $1, 600 
Installation of exhaust fan and duct work to dishwashing machine --_....._............__--. 700 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
it of 1949 Chevrolet sedan, 1 each. $2, 400 
Replacement of 1949 Cadillac ambulante, 1 6, 500 
ment o' e safety con lor -pressure heating units___...._.......-.- a 
Replacement of inadequate overbed lights, 160 each. 2, 400 


3. What, in your opinion, are the most pressing needs in your installation? 
There are no pressing needs as such at this time. It is apparent, however, that 
additional funds will be necessary in subsequent years to replace initial equipment 
if our plant is to remain modern. In addition, a larker allocation will be necessary 
for the maintenance of the station from year to year. 


LINCOLN, NEBR. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Lincoln, Nebr. 

Type of services: Type of hospital, G.M. & 8S. NP, yes 
Name, qualifications, and tenure of— 

(a) Manager: J. Melvin Boykin, M.D., January 31, 1954. 


(b) Assistant manager: Harold K. Leslie, November 24, 1954. 
(c) Director, professional services: John G. Clothier, M. .. June 15, 1958. 
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II. Bed capacity and patient load 


m of 
Hospitals—T ype of bed or patient 
1959, Item (as of Jan. 12, 1959, unless pi ™ 
otherwise specified) Domiciles 
your Total | TB Psy- Neuro- | G.M. & 8. 
erral. chiatric | logical 
then BED CAPACITY AND PATIENTS REMAINING 
In 
1, Rated bed capacity. 22 15 
ent), 2. Operating 2 15 
Beds not in use (unavailable): 
brarR. 6. Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 245 1 30 20 
10. Average daily patient load for 12 
months ending Dec. 31, 213 2 27 17 
= AGE OF PATIENTS 
700 12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
are 13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
2, 400 
2, 400 
USE OF TRIAL VISIT 
1; 050 
2, 400 Calendar year 
Item 
on? 1955 1956 1957 1958 
Numbe rial visit di 3 
14. Number of patients sent to t visit year... 2 0 1 
vo 15, Number of patients on trial-visit status poe tomy 31. 0 0 1 1 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 002 2, 022 2, 074 
1, 858 1,906 1, 897 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Patient load trend 
shows consistent gradual increase. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
o <a 12, 1959, because they were not required for fiscal year 1959 operating 
pian 


None. 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 31 days. 

2. For G.M. & 8. hospitals only. Give the average number of days of. hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admittea for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) . ; 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer. 8 39 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? (1) Each chief of service is required to emphasize an optimum length 
‘of stay on his service. (2) A standing committee periodically evaluates the 
length of stay in this hospital. 

(b) What improvements have you made since your last report to this com- 
mittee? A reduction from 36- to 3l-day average stay has resulted probably due 
to a slight improvement in staffing. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None other than 
discussed under section VIII, paragraph 3. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) The gradually increasing age of 
our veteran patient population gives us more chronic degenerative diseases. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? There would be 
very little change over our present procedure of followup care on a non-bed- 
occupant basis. 

(b) What effect woula such a program have on your cost of operation? Probably 
none. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increase available funds to provide more adequate staff. 

6. What is needed to improve turnover of patients? Increase available funds to 
provide more adequate staff. 

: IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total abe 
care 'o conn 
Total In non-VA| Not yet 
hospitals {hospitalized 


' 
‘ 
' 
' 
' 
6 
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12 
13. 
4 
15 
16 
18 


2 

198 

Ey 

of] 

hor 

pot 

is ‘ 

pri 

19: 

as 

N 

| 


.| 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 969 


& _ many patients are scheduled for admission subsequent to January 12, 
1959 . 

3. What system do you use for scheduling admissions from the waiting list? 
Emergency of applicant plus priority as outlined by VA directives and availability 
of beds are considered when scheduling patients from the waiting list. 

4. In addition to the persons — in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 

tential admissions? 2. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please describe the circumstances. Yes. Emergent patients are given 
priority over those on waiting list. If no waiting list exists, veterans are either 
admitted or scheduled for early admission. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,134; approved, 1,036; rejected, 95. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

Total __ 302.9 317.9 +14.0 
2. Physicians, full- and part-time- 10.5 14.0 +3.5 
3, Physicians, residents and interns _.................- 4.0 3.0 —1.0 

4. Physicians, consultants and attendings.............. 6.5 6.5 0 
5. Dentists__. 1.5 1.7 +.2 

6. Nurses_.....- 50.0 50.0 0 

7. Hospital aids _ ........ 51.0 51.0 0 
8. Therapists and technicians !__..__............-.-.-. 14.7 14.2 —.5 
9. Social workers-_ 6.6 1.6 —5.0 
10. Office of manager, personnel, and finance._.......... 14.8 15.4 +.6 

12. Other food-service employees 39.0 37.8 —12 

4, Engineering maintenance (excluding laundry) ....... 39.0 12.0 —27.0 
15, Engineering operations (excluding laundry) .......-. 6.0 25.6 +19.6 
16. Supply - 11.3 12.4 +11 
17. Special services. _ 3.0 5.0 +2.0 
18. All other staff__.....- 42.0 2 64.7 +22.7 


! On physical medicine, dentistry, laboratory, X-ray. 
‘Includes 19 in housekeeping formerly charged to engineering and nursing. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 6. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program: 3. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .......---- 37 46 41 
Average payment per consultant or attending !___..........- $1, 583 $1, 416 $1, 585 
Total amount paid to all consultants and attendings !___.____- $58, 575 $65, 140 $65, 000 


Exclusive of travel. 


83427—59-—-63 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
@ Enables us to recruit and maintain the interest of a higher quality of staff; 
b) keeps the staff alert and progressive in approach; (c) new knowledge for better 
care of patients is developed through original research, and new and improved 
techniques are developed or tested for application or elimination through applied 
research. 
3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post fund_--.___.--......-----.-]--------------].-----neeceeee 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For of a service-connected 
(c) For treatment of a non-servicecon-| | 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. 9 
(3) In hospital more than 30 days-- 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 
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2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 7. 

by Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Patients are required to sign power-of-attorney forms for collection pur- 

s; itemized billings are submitted to companies presumed to be liable. If 
Felay in payment occurs or other collection problems arise, these cases are referred 
to the chief attorney at the VA regional office in Lincoln, Nebr., for further action. 
Policy change in May 1957, all alleged workmen compensation cases are referred 
to chief vy oad for action. Estimated cost of collection program, calendar year 
1958, $1,516. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 vor 


> Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Two. 

7. What counseling is given veterans as to estimated cost of non-VA hospitals 
of G.M. & 8. care required before oath is signed? On basis of admission diagnosis 
and a professional estimate of length of hospitalization, all applicants are quoted 
a value of comparable care in a non-VA institution. They then are requested 
to take an oath regarding ability to pay or, if application was mailed in, are re- 
quested to reaffirm previous sworn statement. 

8. In your opinion are there abuses of non-service-connected care? Yes, but 
they are few, and these are difficult to prove. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) A daily patient load... .......- 184.0 183.0 191.0 210.0 213.0 
Full- equivalent 292, 2 291.9 301.5 315.1 321.5 
(e) Total cost $1, 606, 654 | $1,630,571 | $1,692,756 | $1,905,527 | $2,047, 422 
1, 328, 894 | 1,364,006 | 1,386,025 | 1,570, 430 1, 711, 212 
6, 977 7, 582 9, 277 7, 597 7,927 
5, 920 5, 4, 985 5, 995 6, 334 
Utilities (gas, coal, water, etc.) - 30, 034 30, 961 28, 817 32, 097 32, 533 
84, 781 226 82,719 88, 047 92, 329 
i) Drugs and medicines..---._....-.._--- 50, 582 47,313 49, 024 57, 004 63, 570 
} Medical and dental supplies____._-_--- 49, 671 44,711 49, 978 44, 885 42, 304 

Asset acquisitions including equip- 
17, 748 21, 486 28, 361 48, 154 39, 875 
82, 047 30, 628 53, 570 51,318 3 51, 338 
(m) Cost per discharged patient-_.........- 796 775 939 886 1,006 


Adjusted costs to nearest dollar of actual cost. 
u payroll anal. aecounts. 
3 Mostly deferred M. & R., plus $4,084 cost of cars from prior fiscal year. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Acceptable, but not the best nor as good 
as we would like to provide. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? 

This may work both ways and depends largely on circumstances but the 
tendency to increase the length of stay is, in my opinion, most prevalent. Fore- 
casting the need for beds in any ne hospital a year or more in advance is almost 
impossible to do with the high degree of accuracy necessary for successful opera- 
tion under this method of financing. There are many uncontrollable factors 
that may influence demand for beds, such as: seasonal trends and socioeconomic 
changes. Since only a small portion of costs are flexible, adjustment of funds 
to an unanticipated fluctuation in demand for beds is difficult to attain without 
destructive effects. 

‘ te a matter of illustration, adjustment to varying situations may be made as 
ollows: 

(1) An unanticipated drop in demand for beds may be handled in two ways: 

(a) Lay off trained and scarce category personnel, delay needed maintenance, 
and do without needed equipment. ‘The funds thus recovered may be retur 
to keep the average daily patient load fund ratio in balance. 

(b) Forestall the need to return funds by manipulation of average daily patient 
load either by allowing patient stay to increase or relaxing on admission policies 
to keep the proper number of beds full. 

The first type of adjustment is highly inefficient and destructive in effect. It 
tends to lower the standard of patient care and of itself will increase patient stay. 
The second adjustment, although it may increase patient stay, is much less dis- 
tinctive and is the lesser of the two evils imposed by this type of funding. 

. (2) An unanticipated increased demand for beds may be adjusted to by the 
ollowing: 
“i (@) Delaying admission and treatment of veterans by holding them on a waiting 


(b) Accelerating turnover by the early and sometimes premature disc. 
from the hospital in order to provide beds for those on the waiting list. T 
siutation tends to decrease the length of stay. 

The fallacy in this type of hospital financing can be clarified by answering this 
—, Are hospitals for the purpose of taking care of ee or are patients 

or the purpose of supporting ehe economy of our hospitals? 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? With other VA 
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hospitals we have rough comparisons but none really adequate. With civil 
hospitals, none appropriate. o improvements seem possible without establish- 
ing a uniformly standard accounting and professional evaluation system. i 
has been discussed with responsiblé officials but not presented formally, 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.081. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.189. 

(ec) if all your patients are not on the same ration, what differences are there? 
Why? Psychotic and other psychiatric patients are served a basic ration of 
approximately 2,800 calories. To this basic ration an additional 10 percent is 
added for patients receiving medical and surgical care to provide additional 
nutrients required during the acute phase of their illness, during convalescence 
and rehabilitation. Paraplegic and tuberculous patients, in addition to the 10 
percent increase receive 30 percent more of protein foods and dairy products. 

6. (a) As of December 31, 1958, give the number of vacant quarters for personnel: 
12 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Availability of quarters materially assists in recruiting, particularly 
professional personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your bevel None additional, but we would like to convert a one-family residence 
to a duplex. 

(d) Could cost of such quarters be a lucrative investment? No; but it would be 
a sound investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,976,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Increasing standard of patient care 
brought about by (a) new techniques, (b) continuing need for modernizing equip- 
ment to keep up with rapid improvements, (c) continual improvement and devel- 
opment of new drugs and other medical supplies, and (d) added scope to medical 
practice with increasing specialization and use of ancillary services such as clinical 
psychology, social service, rehabilitation, etc. (2) Increased cost of labor and 
commodities in general. (3) Increasing maintenance costs of aging plants and 
facilities. The effect of these increased expenses has been that with relatively 
no increase in operating funds allocated necessary equipment replacement has. 
been neglected. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Cost estimates are conscientiously computed; spending of 
operating funds is rigidly controlled. Each operating division is allocated operat- 
ing funds depending upon the nature of its work, the season of the year, antici- 
pated patient load, minimum size of staff required, ete. Equipment is serviced 
routinely to insure maximum operating life and performance. Responsibility 
for their sarvice’s operation has n increasingly delegated to division chiefs to 
increase their cost conseiousness. 

10. Laundry service: 

(a) om was the utilization of laundry per patient per day during calendar 
year 1 


Total Number 
number pationt-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the perpoee of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0557; per pound, $0.0754. 
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11, What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? See paragraph 3 of this section, 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

atient load so funds would not be withdrawal? This is very difficult to estimate, 
f all factors could be kept constant, it is possible that 2 to 3 percent of beds could 
be closed. However, this could in no way be expected to bring about a directly 
proportional decrease in operating costs, especially in small- or medium-size 


ospitals. 

13. (a) If CBOC aes could be explicitly identified as a cost factor of run- 
ning a hospital and funds Lat Bens ie on this basis, what effect would it 
have on the number of operating s required to meet the needs of veterans 
actually needing hospitalization? None. CBOC program is presently being 
used wherever indicated. Costs of this program have been absorbed in our 
present allocation. Separation of accounts would have no bearing on bed capac- 
ity. It would be highly desirable to identify the costs of this program in order 
to obtain its cost in relation to overall expenses of patient care. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $12,870. 
2) Visits to hospitals oe patients on CBOC status: 1,360. 
3) Cost per visit: $9.46. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Somewhat. By what methods? Directives 
from central office. Cite examples. Local discretion on employment within 
station funds. Broader control of available funds within programs. Classifica- 
tion of station positions up to division and service chiefs, concurrent grade alloca- 
tions.‘ Nurse promotions up to full grade done locally. Doctor applications, 
including physical examinations, approved locally. Local authority to award 
contracts within reasonable limits. 

7 (6) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A professional medical audit would furnish us 
with an evaluation of our end product—patient care. Such a measurement tool 
would be difficult to devise but is something very much needed. A professional 
audit should be a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are very helpful in the administrative and ancillary services. 
They have not been very helpful in the medical specialties. 

(2) Of what value would you think these visits are to VACO? They 
should be very valuable to VACO. 

(3) Would less frequent visits be more useful? Frequency is satisfactory 
in most cases with the exception of the medical specialties. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any extent. However, controls 
which are essential to decentralization have been tightened. 

2. Is the management development program directed toward making good 
employees or good managers? Both, but naturally more toward employees. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Pro No, 26-506 phase I, alterations to buildings 1, 3, and 5......-..--....-.--... $1, 094, 250 
sae Project No. 26-5062 flame failure safety controls for 3 gas oil burners in boiler plant... 12, 120 
1961 | Project No, 26-5058 phase Ll, alterations to buildings 1, 2, 3, 4, and 5...------.-.. 1 600, 000 
1 Estimate. 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
Replace 2 elevators. a 1 (main building) ._...-.. $80, 000 
Remodel building 30 in 2 housekeeping apartments. 6, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

2d floor, building 1 (wards 7, 542. 43 
Exterior paint of wood trim, buildings 4, 5, 6, and 7. ....... om 2, 776. 42 
Alterations on building 13, animal house------.......-...-.--.-----....---.--.----- 354. 61 
Alterations on walls and partitions, basement, Les a no 1, north end 739. 36 
Building 1, room 400, remove 3 doors, install 3 win: 592. 60 
Paint and decorate patients’ lounge basement, b bs 968. 00 
Paint and decorate main lobby, 357. 49 
Paint interior of station water tower__..............--.--------.-.--- ait 673,00 
Replace station deep-well pomp. 1, 600. 00 
Install sprinkler fire protection in pharmacy area, basement, building 1. 546. 00 
Install aluminum screens, 2d floor, building 1. ___-.-..._..--...-.------- 1, 240. 00 
Rebuild medical photographer’ s studio, basement, building 4 1, 172.00 
fire door,1st floor, ing 520. 00 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Tuckpointing of hospital build 000 
Replace main door, building 2, anc 5Q0 
seneens on ‘puilding "9d end @th foots... 2, 500 
floor covering in corridors in buildings 1, 2, 3, 4_- 5, 000 
ee roof, building 1, east side over operating suite... .- 450 
lace roof. building 1. southeast corner. | 


Replace roof, over boiler plant office and the garage. --.--.--....-..--.-----------------.---- 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment) 
excluding cost of replacing or adding new fixed equipment: ; 


Relocate main power cable (electric) 

Relocate water supply line 

Repair water tower and paint 

Restrface section of hospital roads 

Replace 20 garage doors on buildings 18 and 34 

Replace 4 doors on station garage, building 3 

Replace 1 power self-propelled lawnmower 
Replace 1 1}4-ton pickup truck 


| : 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description 


uilding 24, utility shops, install sprinkler fire protection 
uilding 3, station garage, install kler fire protection 
Building 4, patient recreation buil , install sprinkler fire protection 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


Replace dishwashing machine in main kitchen. 

Replace blood bank machine in laboratory 

Replace safety hood in laboratory 

place te t lor water s 3. 

Replace glass washer in main kitchen 

Replace bake oven in main kitchen 

Replace 2 hot water tanks in building 

Replace 1 hot water tank in building 3 


Replace 2 whirlpool baths, immersion 
0 water-cooling units to replace obsolete water systems. 


3. What, in your opinion, are the most —— needs in your installation? 


® Adequate funds to satisfactorily replace or rehabilitate equipment and plant; 
b) neg ay funds to maintain the plant and equipment after modernization or 


repair; (c) sufficient funds to provide needed improvement in staffing. 


OMAHA, NEBR. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
* Street address: 4101 Woolworth Avenue. 

City and State: Omaha, Nebr. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; formal out- 
patient clinic, yes. 

Name, qualifications, and tenure of— 

{°) Manager: Blanton E. Russell, M.D.; chief aw May 18, 1958, to date. 
manager: William M. Strange; GS-670—-14; October 30, 1951, 

(c) Director, professional services: Lad J. Kucera, M.D.; chief grade, Septem- 
ber 8, 1957, to date. 


Amount 
1,300 
Amount | 
Replace bedpan sterilizers in buildings 1, 
Replace 2 utensil sterilizers in building 1. ............_......-..--..--...-----2-.-2--------- 
Replace flooring in main kitchen, bakeshop, and corridor, with skidproof tile flooring....__- 
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IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 
Total | TB Neuro- | G.M. & 8. 


Psy- 
chiatric logical 


BED CAPACITY AND PATIENTS REMAINING 


ity 
perat: is 
Beds mt use (unavailable): 


| | | 


onstruction 

Staff not recruitable: Beds re- 
quired 

Type of bed not required for cur- 
rent operating plan regardless of 
staff availability 


1, 
2. 
3. 
4. 
5. 
6. 
7. 


£35 


remaining 
10. Average daily patient load for 12 
months en: Dec. 31, 1958 


AGE OF PATIENTS 


12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number 
(0) Percent of total patients re- 
maining (line 9) 
18. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


1! Psychiatric and neurological combined. 
USE OF TRIAL VISIT 


000 
000 
000 
200 
, 000 
, 600 
, 000 
000 
500 
600 
, 200 
800 
200 
, 000 
500 
200 
400 


1956 


4. Number of patients sent to trial visit during 


79 
15. Number of patients on trial-visit status as of . 31. ll 28 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


140 
247 
3, 634 


(b) If there are trends in any of the components above, please describe their 
ificance and impact on the activities of your hospital. here have been no 
significant changes in the components above. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
ey 12, 1959, because they were not required for fiscal year 1959 operating 
one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


Domiciles 
| 
429 43 76 48 
— 396 37 85 38 
nt 
-| 222.0 21.0 19.0 27.0 
2 49 44 6.3 
4 ) Percent of total patients re- 
5 maining Jan. 10, 1957........| 46.7 2.9 
1 
I Calendar year 
1 Item 
1955 1957 1958 
ant; : 
or 
‘ Type of discharge 1956 1957 1958 
Irregular 145 138 
e. 
951, 
em- 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. &8. hospitals: Average stay for G.M. & S. patients 27.3 days. 

2. For G.M. & 8. hospitals a: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Cases length of 


Cholecystectom 


= 
4 
H 
H 
H 
' 
H 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Constant review and analysis of clinical records for length of stay. Orien- 
tation of doctors as to turnover of patients. Coordinate with personnel of 
medical staff, social service, PMR, etc., regarding the patient’s release. Constant 
review of administrative procedures which affect length of stay. 

(6) What improvements have you made since your last report to this com- 
mittee? The length of stay program has been more closely coordinated with our 
social service for disposition of cases where discharge is delayed for lack of suitable 
home care. Our average length of stay has been relatively constant. There has 
been a very slight decrease in the average length of stay. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. Our discharges 
are not delayed in any way due to administrative practices or procedures. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) There have been instances in 
which patients with chronic conditions were ready for MHB discharge, but the 
family would be reluctant to accept. Due to normal increase in the average age 
of ‘veterans there has been a corresponding increase in degenerative diseases 
requiring longer periods of hospitalization. 

4. (a) What would be the effect on length of stay if you were able to provide 
ents 8 followup care, as needed, on an outpatient basis? The effect would 

negligible since at this time such cases are not being held in the hospital, but 
are being provided sufficient posthospital care through the CBOC program. 

(b) What effect would such a program have on your cost of operation? The 
present CBOC program is providing the necessary posthospital followup care, the 
cost of which would be essentially the same if posthospital followup care was 
furnished on an outpatient basis. 

5. What would you oa to further reduce hospital stay without impairing 
care? We can suggest nothing that would reduce hospital stay without impairing 


patient care, as each patient’s stay is based on his medical need. 
6. What is needed to improve turnover of patients? The establishment of 
intermediate-type beds for patients requiring extended periods of hospitalization. 


Jai 


1, 


Seege Be 84 


Da 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
T ired Total 
ype of care requ’ conn 
Total In non-VA| Not yet 

hospitals {hospitalized 

1, Total applicants. ................. 35 0 35 0 35 
3 0 3 0 3 
2 0 2 0 2 
30 0 30 0 30 


2. a many patients are scheduled for admission subsequent to January 12, 
1959 

3. What system do you use for scheduling admissions from the waiting list? 
The system outlined in VA Circular 18, dated September 8, 1958. Veterans are 
called wpe priority group, urgency, and date of application. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,’’ please describe the circumstances. Yes. Service-connected veterans 
requiring treatment for their service-connected disability are admitted imme- 
diately. Non-service-connected veteran that are emergent and not in a hospital 
are admitted at once if beds are available. If there is no waiting list all eligible 
applicants are admitted immediately. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,428; approved, 2,076; rejected, 352. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956,! and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 

decrease (— 

from 1956 

Dec, 31, 1956 | Dec. 31, 1958 to 1958 

1 1 564.2 538.7 —25.5 
2. Physicians, full- and part-time. 17.5 21.5 +4.0 
3. Physician, residents and interns___.............-...- 10.0 4.5 —5.5 
4. Physician, consultants and attendings............___ 25.2 5.9 +.7 
106.0 98.0 —8.0 
8, Therapists and technicians ?_................-....... 29.0 20.0 —9.0 
10. Office of manager, personnel, and finance... 20. 0 18.1 -19 
12. Other food-service employees..._........-...-------- 69. 0 68.0 —1.0 
M4. Engineering maintenance (excluding laundry) 19.0 17.9 
operations (excluding laundry) 31.0 26.0 —5.0 
15.0 15.3 +.3 


‘Increased by 5.2 for full-time equivalent of physician-consultants and attendings utilized during 


December 1956. 
— otginely reported as 73, which was number of physician-consultants and attendings on rolls 
r 31, 
‘In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of raember employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 3. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data, 


From July 1 through June 30 


Number of different persons who provided service 
Average payment consultant or attending ! 

Total amount to all consultants and attendings ! 
Total for trav 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Full time 


5 
3 
1 


1 Anesthesiologist, assistant chief, surgical service, urologist, pathologist, internist. 
VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research and education programs in this hospital contribute both directly 
and indirectly to the care of the veteran. Historic laboratory techniques have 
often left much to be desired, or are not available to aid the physician in differen- 
tiating disease maladies. These problems in diagnosis have been directly ap- 
proached through the teamwork of the clinician and the research scientist and 
their combined knowledge has led to more finite diagnostic methods, such as, 
the iodine uptake for thyroid disease; the red-cell survival for various types of 
anemia; blood ammonias; transaminase levels; and ceruloplasmin blood levels. 
Simiiar problems in therapy are handled with the same approach through the 
research laboratories. Examples of recent developments in therapy include use 
of radioactive gold for prostatic carcinoma, radioiodine for carcinoma of the 
thyroid, Arginine, and glutamic acid in treatment of cirrhosis. Continued 
development of newer techniques in surgical procedures is constantly being ex- 
plored in the animal research laboratory. 

Veterans also benefit indirectly because the opportunity for research in our 
hospital continues to attract and retain better qualified physicians and surgeons, 
aba encourages them to continue to improve their professional abilities. 

3. Amount of funds available in fiscal year 1958: 


1. VA appropriation 
2. Gifts and donations deposited in general post fund 
3. Grants from other sources administered through affiliated 


Total (fiscal years) 
1957 1958 1959 

56 61 él 
$692 $616 $637 ( 

$SILLY2 $38, 730 $37, 555 $38, 875 
0 0 0 ( 

Category Part time / Consultants, 

attendings 

For education 

Research = train- 
grasa 

medical schools. 0 0 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Eligibitity Tuber- | With insurance ! 
catego culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
@ 77 0 7 0 8 52 
(0) For treatment of a service-connected 
SEN 13 0 0 0 0 
(@ For treatment of a non-service-con- 
n 64 0 4 0 52 
(1) Patient has ene serv- 
ice connected disability __-.-- 9 0 1 0 1 7 
(2) In receipt of VA gh il 25 0 1 0 1 23 
a In hospital more than 30 days.- 14 0 1 0 4 9 
4) Other.........-.- 16 0 1 0 2 13 


1 Any form of prepayment insurance, 


Note.—Ifa patient receiving care for a non service-connected disability may be reported in more than on 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensstion coverage for an alleged industrial 
or job-connected injury: 26. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 

r 1958.) Assignments are obtained in all instances. Information is obtained 

m the veteran or other suitable source which identifies the third party who 
may be liable or which identifies the insurer, employer, group insurance plan, 
ete. Statements are a for each period of 30 days or less continuous hos- 
pitalization and for the ns pene to date of discharge. Billings are on 
the basis of the number of days of hospitalization times the planned annual per 
diem cost, unless the insurers insist on a detailed list of services furnished and 
fees therefor. Any legal questions involved, the advice of the chief attorney is 
obtained. On workmen’s compensation cases, instructions in interim issue 
10-434, dated May 29, 1957, are followed, i.e., a letter is sent to the employer to 
determine liability and entitlement to hospitalization elsewhere. On the basis of 
reply, further action is taken as indicated. The estimated cost of the collection 
program for calendar year 1958, $801. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year 1968 year 


1957 


_5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 12. 


given 
| | 
d data, 
1959 
$637 
$38, 875 
0 
d allot- 
nding 
do the 
spital? 
irectly 
have 
fferen- 
ly ap- 
it and 
ch as, 
pes of 
levels. 
‘h the 
le use 
f the 
inued 
eX- 
our 
eons, 
| 
ication 
rain- 
530) 


982 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Before the oath is signed the 
veteran is informed of the approximate cost of hospitalization in a private or 
community hospital for the condition for which he is being admitted. The patient 
is also informed of the approximate length of time he will be hospitalized. 

8. In your opinion are there abuses of non-service-connected care? Only in 
those few isolated cases in which the application and addendum have been re- 
ferred to central office for review. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service- 


Total 
connected 


Non-service- 


War 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 


Average daily patient load. 
Full-time equivalent staff 


id), of 2,247,451 | 2,411,523 | 2,388,339 | 2,674, 526 2, 824, 482 
8, 308 5, 111 7, 759 6, 409 492 
Communications... -.................-. 15, 435 12, 939 12, 699 13, 290 138, 265 
) Utilities (gas, coal, water, etc.)_......-. 73, 559 61, 999 58, 876 58, 219 58, 690 
typ 158, 879 153, 073 161, 764 164, 461 173, 081 
i) Drugs and medicines_..............--- 51, 065 82, 621 83, 379 75, 540 94, 383 
Medical and dental i IRR OES 36, 584 69, 711 76, 643 88, 422 71, 331 
k) Asset acquisitions including equipment 38, 909 12, 550 51, 671 54, 304 11, 639 
152, 350 119, 952 130, 557 146, 353 148, 897 
(m) Cost per discharged patient. -_.......- 760 739 744 792 824 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes; it is sufficient as long as we continue 
to receive additional funds for special programs, maintenance and repair, and 
other nonrecurring types of expenditures. Funds in addition to primary fund 
allocation are needed to recruit categories of positions listed in item No. 25, 
under section V. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? In accordance 
with our philosophy of medical care we don’t believe it affects length of stay. 
Length of hospital stay is based entirely on patients’ need for hospitalization. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Personnel utiliza- 
tion and costs for all VA hospitals are revealed in VA statistical reports and special 
studies show comparisons with nonprofit and governmental (non-Federal) hos- 
pitals. These comparisons are appropriate to the extent that they are used as 
general guides in the evaluation of various programs and in this way they serve 
a useful purpose. Improvements seem possible through continued refinement of 
reporting procedures to bring into use new information and to drop that which 
no longer serves a useful purpose. These improvements have been discussed 


4 96 100 
_ 
58 42 100 | 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) 364. 0 356. 0 399.0 400. 0 309.0 
(0) 554, 1 560. 9 546. 7 543.9 555.5 


| 


4 


| 
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wish responsible officials during their supervisory visits to this hospital and at 
conferences. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.071. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.877. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? High-calorie and high-protein diets for the neurological and some psychi- 
atric and G.M. & 8. patients require a 10-percent increase over the basic ration 
allowance. A 30-percent increase over basic ration allowance is required for 
tuberculous and paraplegic patients who are almost all on high-protein and high- 
calorie diets. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 11 nonhousekeeping (9 of these are in residents’ quarters, main building). 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? a in categories of administrative and professional staff subject 
to transfer. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters necessary. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $14,474,767.26. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased costs of pharmaceuticals, 
subsistence, utilities, materials for maintenance and repair, and salary increases. 
We have no control over these factors. The increase in salaries continues to be 
—— to compensate for the continuous and constant increase in cost of 

ving. 

9. What internal Bees have you developed to engender cost consciousness 
at your station? e have full staff participation in developing our fiscal year 
operating plan. Allocation of funds to the using services has resulted in judicious 
expenditures of funds within the general operating plan. A middle management 
committee has been established. The management development, work simplifi- 
cation, employee suggestion, and continuous in-service training programs operate 
at this hospital. 

10. Laundry service: 

(a) aon was the utilization of laundry per patient per day during calendar 
year 1 


Total Number per 
number patient-day 


1,673,195 | 12 
1, 234, 089 9 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were institutea for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts. Per piece, $0.0129; per pound, $0.0583. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts. Per piece, $0.0494; per pound, $0.0671. 

_11. What import aoes the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the aamission of patients who 
actually do not require hospitalization, etc.? None. Seasonal trends affect 
average daily patient load. e cannot hire and fire our staff and employees in 
accordance with the patient load as it varies from season to season. Period of 
hospitalization of patients is based on medical need. 

12, How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
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daily patient load so funds would not be withdrawn? None. We do not follow 
this concept at this hospital. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? The CBOC program does not have 
any effect on the number of operating beds. 

tb) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $21,945. 
(2) Visits to hospitals by patients on CBOC status: 2,447. 
(3) Cost per visit: $8.97. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital comer ot was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By giving manager 
greater operational authority. Cite examples. Reduction in number of allot- 
ment restrictions; elimination of detailed instructions in operational manuals; 
delegation of final authority for certain appointments and promotion actions on 
D.M. & S. personnel; delegation of final authority on appointment of consultant 
and attending physicians; decentralization of accounting system; classification 
authority and procurement authority. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 
be conducted by a joint team? A fair professional audit would necessarily have 
to be on a program comparative basis with like VA hospitals as well as compared 
with the type of medicine practiced in the community. | If established, it should 
be by a well-qualified professional group with a thorough knowledge of the per- 
tinent legislation, policies, and concepts governing VA medicine. It would re- 
— a tremendously large team to cover the many medical specialties properly, 

fair professional audit would reveal areas needing improvement as well as 
revealing excellent to outstanding medical programs. 

(d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 

? These supervisors are in a position to make an objective review of 
our operations, make suggestions, and point out deficiencies as well as ap- 
praise our operations in relation to the other hospitals in the area. Since 
their visits are usually the only contacts we have with central office repre- 
sentatives, it is important to discuss various phases of our operations since 
they sometime can furnish background material that is most helpful. 

(2) Of what value would you think these visits are to VACO? Keeps 
VA conn office informed of individual hospital operations and special 

roblems. 

(3) Would less frequent visits be more useful? No. We believe that the 
present number of visits is adequate and a lesser number would not meet 
our needs, 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospitel’s operation? No, 

2. Is the management development program directed toward making good 
omporr or good managers? Primarily directed toward improvement of 
employees. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Description 


Flame failure automatic control installation; all 3 station boilers 
Installation of primary electric service automatic throwover switch 


Burner repairs 
Windows and outside areaways for basement 
Enclosure of physicians’ and nurses’ roof area. 


1 Estimates of amounts have not been furnished this station. 


Not a OR or under consideration for fiscal year 1962: Changeover ele- 
vators to full 5 unit automatic memory unit operation; conductive-type floor 
for surgery; recreation hall and canteen (including auditorium). 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


leted) 


Reline water tank, 14th floor ; 
floors (completed 


Tuckpoint west wing 10th an 


com 
Reline small water tank, 14th floor 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 

urfacing sundeck, 10th floor, $3,500. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Reconstruction and modernization of 3 Copes regulators 
Reconstruction and modernization of 6 boiler burners (gas and oil) 
Convert folder on $ roll ironer to mechanical operation 

Tuckpoint, seal, and caulk, buil 1 

Replacement of BI steam returns with copper 


Weatherstrip all windows, building 1 with permanent-type stri 
Extend — east boundary 
Sewer replacemen 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description 


(c) Replacement and new fixed equipment costing over $1,000: Vacuum pump 
(steam return line), $2,200. 

3. What, in your opinion, are the most pressing needs in your installation? 
Flame failure automatic control installation, all three station boilers; installation 
of primary electric service automatic throwover switch; tuckpointing of building 1. 
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RENO, NEV. 


I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 1000 Locust Street. 

City and State: Reno, Nev. 

Type of services: Type of hospital, G.M. & 8.; domicile, no; formal out- 
patient clinic, yes. 

Name, qualifications, and tenure of — 

(a) Manager: D. M. Shute. 

(6) Assistant manager: James R. Harrison. 

(ce) Director, professional services: W. L. Crutchett, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise 


specified) 
Total | TB Neuro- | G.M. & 8. 


Psy- 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


9. Patients 
10. Average patient load 
months ending Dec. 31, 1 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
Number 
6) Percent of total patients re- 
maining (line 9) 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
Number 
6) Percent of total patients re- 
maining Jan. 10, 1957 


14. Number of patients sent to trial visit Ges Fog 
as 0 


15. Number of patients on trial-visit status 31. 


the 
Irre 
De 
- 
si 
tre 
Domiciles 
di 
Beds not in use (unavailable): P 
6. Staff not recruitable: Beds re- 
7. Type of bed net for 
rent ope Pp. regardless 
for 12 ] 
150 1 3 3 143 
AGE OF PATIENTS 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
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16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


1, 663 
53 
96 
1,514 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. ere is no significant 
trend except an increase in the death rate. 


III. Length of stay 


1. Length of stay: Average stay in reer: hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 32 days. 

2. For G.M. & §. hospitals only: Give the average number of days of hospitaliza- 
tion required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations: (Include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions.) 


Average 
length of 
stay 


Hemorrhoidectomy 
Cholecystectomy. 
Subtotal gastreceous 


y for duodenal ulcer 
tecto 


moce 


3. (a) What system of control do you have to insure a minimum stay in hos- 
ital? (1) A length-of-stay committee, consisting of key staff officials, meets at 
t once each quarter to review statistics and to make recommendations with a 
view to insure minimum stay. (2) Complete ward rounds are made by the chiefs 
of each service once a week for the primafy purpose of expediting discharges. 
(3) A program of planning for each patient’s discharge is sta as early as 
possible in conjunction with the social service department and other ancillary 
services. (4) Utilization of the CBOC program is effected wherever feasible, to 
avoid prolonged hospitalization. 

(6) What improvements have you made since your last report to this com- 
mittee? (1) Reduction in the overall length of stay (see above figures). (2) A 
scheduled procedure has been effected for calling in patients for elective surgery, 
which has reduced the time between admission of the ape ont and the actual opera- 
tion. (3) The procedures for furnishing patients with physiotherapy and correc- 
tive therapy have recently been streamlined by eliminating some paperwork and 
cutting down on the number of transactions involved. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) At the present time there 
are no known administrative practices or policies that contribute to increasing 
length of stay. It is believed that as such factors have been identified thay have 
been corrected. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) The most a peter identifiable 

erences in patients which affect length of stay at this hospital include: (1) Reno 
has one of the highest transient populations in the country. These persons are 


Type of discharge 1956 1957 1958 
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drawn by the legalized gaming, the liberal divorce laws, proximity to fishing, 
hunting, and winter sports areas, and other attractions. Following hospitalization 
of such veterans there are frequent disposition problems; because of lack of 
personal funds or for other reasons many of these transient patients are unable 
or unwilling to return to the community from which they came, and local welfare 
agencies are greatiy overtaxed. (2) Among the permanent population there is an 
unusually high number of single males—prospectors, ranch hands, timberjacks, 
etc. When these veterans get old or develop a chronic disabling disease and are 
unable to work, there is a similar disposition problem. There is no State soldiers’ 
home in Nevada, and the nearest VA domiciliaries (Los Angeles and Camp White, 
Oreg.) are about 400 miles from Reno. Eligible veterans are reluctant to go so 
far from their accustomed habitats. Foster homes are almost a nonentity, one 
reason for this being that any available rooms in private homes are easily rented at 
sizable figures because of the overall housing shortage. Similarly, the few nursing 
homes in operation can ‘4 full with charges beyond the reach of the majority of 
veteran candidates. (3) The situation described above was recognized some time 
ago when the VA central office designated 21 of our 166 beds for long-term pa- 
tients. These beds are nearly always fully occupied with a waiting list of eligibles 
throughout the rest of the hospital. This situation, of course, raises our overall 
length-of-stay figures, which do not reflect the rapid turnover among the type of 
patients which represent most of the census in private hospitals. 

4. (a) What would be the effect on length of stay if you were able to provide 
porthenpitae followup care, as needed, on an outpatient basis? It is believed 

t the present CBOC program provides ample opportunity for legitimate post- 
hospital followup care in the average case. If this program were expanded to 
ean unrestricted coe grams care, many veterans with chronic diseases would 

eligible for outpatient treatment of non-service-connected disabilities for the 
rest of their lives on the basis that they had once been hospitalized for such condi- 
tions. This would be contrary to existing laws and would throw the door wide 
open for the furnishing of a tremendous amount of outpatient treatment for which 
veterans are not presently eligible. Although there would undoubtedly be some 
reduction in the length of stay of hospitalized patients, it is believed that the 
impact on the outpatient program would soon necessitate cost increases which 
would far exceed any saving due to decreased hospitalization. Also, because of 
doctor-patient relationship, it is conceivable that inpatient doctors would have 
to spend so much time seeing posthospital followup patients that they would not 
be able to take proper care of their ward patients. (Under present procedure, 
patients who have reached maximum hospital benefit but still require some follow- 
up care for non-service-connected disabilities are advised to seek such treatment 
from private doctors. The AMA is already criticizing the amount of medical 
care furnished for non-service-connected disabilities. if our outpatient Vang 
hv eae there would undoubtedly be an even greater criticism 
(b) What effect would such a program have on your cost of operation? Asa 
rough guess, it is estimated that within a year or two outpatient facilities, includi 

rsonnel, equipment, floor space, etc., would have to be increased at least 1 

imes over the present setup. 

5. What would you suggest to further reduce hospital stay without impels 
care? Most of the factors mentioned above which influence length of hospi 
stay are static conditions not amenable to change. However, the iolowine aay 
partons are offered: (a) Figures for length of stay on long-term patients should 
reported separately so as not to distort the overall statistics; 3) if and when 


rom the 


funds should be available, it would be highly desirable to have a VA domiciliary 
in the Rocky Mountain area (there is presently no such domiciliary between the 
Pacific coast and South Dakota). 

6. What is needed to improve turnover of patients? The greatest single need 
to improve turnover of patients is to correct pareeing pomoncal shortages. (See 
answers to sec. VIII, pars. 2, 3, and 4 for further details.) 


Ja 
1 
I 
I 
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IV. Waiting lists 


1. Number of eligible applicants. not Be hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet schedule for admission and not VA patients: 


Nonservice connected 


b of care required 
Total In non-VA} Not yet 
hospitals {hospi 


1. Total applicants: G.M. & 8 16 16 4 


2. pm many patients are scheduled for admission subsequent to January 12, 

1959 

3. What system do you use for scheduling admissions from the waiting list? 

e prcordenee with priorities established by central office in Circular 18 dated 
t. 8, 1958. 

ra In addition to the persons reported in reply to guesions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 9. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. In emergency situations 
when no waiting list exists patients are admitted upon filing of application if 
found to be in need of hospitalization and legally eligible. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,460; approved, 995; rejected, 465. 


V. Hospital staff 


eipport full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 


Dee. 31, 1956 


Physicians, full- and part-time 
Physicians, residents and interns 
consultants and attendings 


1 

2. 
3. 
4. 
5. 
6. 


8. 


10. Office of manager, personnel, and finance 
ll. Dietitians 
12, Other food-service employ 
E aintenance (excluding laundry) 
ngin m ce 
. Su 


wo 


‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member-employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 3. 
21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 


None. 
(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data, 


Total (fiscal years 
From July 1 through June 30 é ‘ 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Consultants, 
attendings 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1)‘research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? VAC, Reno, is too small to have an independent research 
and education program, except for certain orientation and improvement courses. 
However, it is believed that funds for intra-VA details should be increased to 
allow for sending our key employees to other VA hospitals for training of at least 
2 weeks every 2 years. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 
a 


Entitle- | Entitle- | insurance 
ment 
not ex- 
hausted 


(1) Patient has com 
ice-connected bility 

more 

Other 


1 Any form of prepayment insurance. 
Norte.—If a patient receiving care for 


1 of the in (c) above, show him only in that category appearing first in the . 


0 
t] 
1957 1958 1959 a 
Number of different persons who provided service. -__........ 32 33 6 a 

Average payment consultant or attending !.__............ $1, 074 $997 $539 
Total amount paid to all consultants and attendings $34, 380 $32, 895 $14, 025 
1 Exclusive of travel. : 
Category Full time Part time y 

Nurses and assistant murses.................-..--...--.-----.- 6 0 0 

Eligibility category tients | culosis 
ca 
Without 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 

nected condition. 2 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 3. y 

is Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) A bill is submitted to the insurance company for the patient’s care when 
indicated on the application that the patient carries an insurance policy. $2,380. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year 
1957 1958 


“ Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to y ~ their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? When it is decided to admit a 

atient, the examining physician estimates the number of days of hospitalization. 
This figure is multiplied by $35 for medical and nonoperative surgical cases; and 
by $45 for operative surgical cases. (These figures are based on costs for private 
hospitals plus private doctors in this area.) e applicant is then informed of the 
total estimated cost before signing the oath. 

.. In your opinion are there abuses of non-service-connected care? Very 
rarely. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
‘ connected connected 
4 96 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) A 133 135.0 151.0 151 14.0 
$1, 004, 332 | $1,114,769 | $1,224,116 | $1,340,301 | $1, 417, 7%8 
Salaries of staff #...................-.. 751, 723 825, 924 870,942 | 1,021,150 1, 133, 78 
6, 713 8, 563 8, 353 8, 492 8, 
(f) Communications. 6, 712 6, 776 6, 419 6, 411 6, 44 
) Utilities (gas, coal, water, etc.) ...-_._- 25, 882 26, 626 26, 224 28, 152 24,67 
61, 332 63, 141 67, 719 64, 699 60, 804 
() Drugs and medicines.................- 43, 804 43, 692 5 37, 493 38,277 
and dental supplies 30, 693 31,115 30, 872 20, 756 28, 180 
10, 926 15, 123 31, 795 26, 357 8, 565 
ce 66, 547 93, 809 136, 050 117, 881 99, 649 
(m) Cost per discharged patient........... 582 615 743 798 810 


1 Records unavailable. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the pri fund allocation is sufficient to provide an 
acceptable standard of medical save? With the present fund allocation we are 
providing adequate medical care but at the expense of overworked personnel in 
several departments, with consequent increased sick leave, increased employee 
turnover and some lowering of morale, Particularly on the nursing service we are 
continually losing key personnel because of the excessive demands on their time 
and services. They can find employment elsewhere with less demanding sehed- 
ules. The shortage of nurses and: nursing assistants has resulted in no evening or 
night supervisors and no reserve strength to take care of sick and annual leaye. 
The ratio of number of employees to average daily patient load runs about 1.3 
to 1 at VAC, Reno. At most other VA hospitals of comparable size the ratio is 
about 1.7 to 1, and in private hospitals the ratio runs from about 2 to 1 to 3.5 tol. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Average daily 
patient load is considered as good a baseline for allotment of funds as any other 
alternative, and at this hospital it is the consensus of opinion that the patients 
length of stay is not affected one way or the other. However, it is believed that 
allotment of funds should also take into consideration certain other factors, such 
as the variation in cost of living in different parts of the country. This is already 
done in the case of Wage Administration employees, but not for classified ci 
service employees. The State Department has been using a cost-of-living differ- 
ential added to the basic salaries of their employees for many years. Reno has 
higher living costs than most other areas of the United States, and this fact is 
responsible for many employees leaving after a short period of employment. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistics show 
that VAC, Reno, has about the same average length of stay as other VA hospitals 
of comparable size. Regarding comparison with civil hospitals, the figures that 
we have seen show that the average VA hospital has a longer length of stay than 
the average civil hospital. However, such comparisons are not considered appro- 
priate because of factors including the following: (a) Many applicants are border- 
line hospital cases, i.e., they could conceivably be treated in the hospital or in & 
doctor’s office. Because they need treatment and do not have the ability to pay 
for private care, they are given the benefit of the doubt and hospitalized, (b) In 
general it is believed that patients in VA hospitals are given more thorough and 


more complete diagnostic workups than elsewhere. However, these workups take 
time. (c) Many beds in VA hospitals are “frozen” by patients with chroni¢ 
neurological conditions, terminal cancer, and chronic debilitating diseases. 
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(d) — aa patients belong to an older age group than the average patient in a 
civil hospital. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.109. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.416. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients on same rations. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? There are no housekeeping quarters at this station. At present there are 
21 occupants of male nonhousekeeping quarters, including nursing assistants, 
kitchen workers, janitors, etc. It is believed that these quarters are very impor- 
tant in maintaining and recruitment of re 

(c) What additional quarters do you believe would add quality or stability to 
your staff? It is believed that at least five sets of housekeeping quarters would 
add quality and stability to the staff of this hospital. 

(d) Could cost of such quarters be a lucrative investment? Judged strictly on 
amonetary basis it is believed that the VA could at least break even on the cost of 
such quarters. In addition, it is believed that other benefits would derive, such 
as availability of key personnel, higher morale, lower turnover, etc. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $1,822,298. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The factors that have operated to ne 4 
the costs of the hospital operation are primarily in the costs of salaries, raw f j 
contracted services, and — and materials other than drugs and medicines 
and medical and dental supplies. 

The costs for patient travel, communications, and utilities have remained 
fairly constant for the past 5 fiscal years. 

The increased costs for salaries are caused by the recent 10-percent increase for 
G.M. & 8. employees and increase for wage rate employees. 

Except for the fiscal year 1958, the cost for raw foods has increased at a rate of 


3 to 7 percent a year. increase is caused primarily by increase of the average 
tally patient load. 
ntract services have been on the increase during the past 5 fiscal years. 


especially the increase to the laundry contract. The increase to the laundry cost 
between the fiscal years 1957 and 1958 increased 11 percent although the average 
daily patient load remained the same. 

Other supplies and materials and services have shown increase partly due to 
gg in prices and partly to maintenance and repair required by our physical 


9. What internal programs have you developed to engender cost consciousness at 
your station? (1) xpenditures controlled by using departments. (2) Justifica- 
tions required for equipment and committee and/or budget control board approvals 
Soe for new drugs, increased personnel, ete. (3) Reports periodically fur- 
nished using departments comparing costs of operations with comparable periods 
of past years. Also reports showing comparisons with other stations periodically 
disseminated to department heads. 

10. Laundry service: 

(a) A was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient 


589 3.9 


(b) What was the cost of laundry service during the last 6 months of calendar 


ce 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
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tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.13; per pound $0.17. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality compares favorably with experience in VA-owned VA opera- 
tions. Tensile strength and whiteness retention of linens averages very good. 

(2) Timeliness of returned cleaned linens compares very favorably with 
VA-owned laundries. 

(3) Cost per pound, the VA-owned laundry sage from $0.03 to $0.06, 
Average contract costs at our hospital have been $0.148. 

(4) Other laundry contract costs will vary depending upon location, and 
the amount and type of competition and basic economics of the particular 
community. 

(d) If your station has changed from VA laundry to contract me service, 
has such conversion resulted in any significant change in linen ncn N 

11, What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc? It is believed that the average daily 
patient load concepts of financing hospital operations has little or no effect on the 
turnover of patients nor the admission oe pee who actually do not uire 
hospitalization, The doctors at this hospital admit patients on the basis of medical 
eligibility and discharge them as soon as feasible. In most cases they are probably 
not even aware of the existing average daily patient load. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an ovneees daily 
potions load so funds would not be withdrawn? None. The demand for hospital 

is greater than the average daily patient load we maintain. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number o operating beds required to meet the needs of 
veterans actually needing hospitalization? Little or no effect on the number 
of spereens beds at this station. However, the cost of medicine, dressings, ete., 
whi .  padients are on CBOC status, has raised the overall cost of running the 
os ‘ 

b) What was your estimated cost for this program during fiscal year 1958? 

3 Total cost: $8,993. 
2) Visits to hospitals by patients on CBOC status: 617. 
(3) Cost per visit: $14.57. , 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By the primary- 
fund-allocation method of providing funds for station operations, a great d 
more latitude is granted to managers of stations to utilize funds under this 

stem without reference to or approval by central office, than existed under 

e former system of 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It is assumed that “professional medical audit” 
means a determination of medical eligibility for admission, len of stay, ete. 
If appropriate standards were set up, taking into consideration the existing laws 
and regulations which distinguish VA patients from private patients, it would 
not matter who made the audit. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
Some members of the area office staff have been most helpful; others 
have been less effective. 
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(2) Of what value would you think these visits are to VACO? These 
visits if properly and fully documented should provide the central office 
with a broad picture of the field station operations. 

(3) Would less frequent visits be more useful? No. More frequent visits 
would permit the survey officers to more fully understand the problems 
confronting the field station on a day-to-day basis. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? e management development program is directed 
toward the development of employees for all types of positions and is not limited 
to the development of employees to become managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 

Not programed, or under consideration for fiscal year 1962: (1) Utilities shops, 
garages and storeroom; (2) automatic fire-sprinkler system. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 


maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Building: 
3, 528 
Utility systems: 
525 
y-- 50 
Total __ 1,175 
Utility plants 
5, 934 
Other: 
5, 450 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral, 


Description Amount 
3. Fire 3, 500 
4. Fence painting 1,00 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1. Main entrance all-weather enclosure....................--------------------------0-----0 $1, 800 


(6) Minor betterments costing less than $2,000, excluding equipment. 


(c) Replacement ana new fixed equipment costing over $1,000. 


Description Amount 


1, Central communication transmitter with portable receiver __................-...-.-..... 500 
2. Surgery autoclave. 200 


3. What in your opinion, are the most pressing needs in your installation? 
All items listed ‘under “XI. Maintenance” are essential to the care, treatment, and 
safety of patients either directly or indirectly since some are required for direct 
treatment, some for adequately maintained patient treatment and building space, 
some for reliable utility service and some for conservation of expensive structures 
and lana improvements used for treatment and rehabilitation of veteran patients. 


MANCHESTER, N.H. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Smyth Road. 

City and State: Manchester, N.H. 

* Type of services: Type of hospital, G.M. & 8.; NP, yes; formal outpatient clinic, 
es. 

Name, qualifications, and tenure of— 

(a) py 8 Eric P. Stone, M.D., F.A.C.8.; member, American College of 
Hospital Administration; manager for 3 years; previously served 6 years as 
director of professional services. 

(b) Assistant manager: J. B. Daugherty; assistant manager, VA Hospital, 20 
months; 13 years’ service with VA. 

(c) Director, professional services: Eric P. Stone, M.D. (See above.) 


1. 
4. 
3. 
4. 
5. 
6. 
7. 


| 
| 

Description = 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless _ 
otherwise specified) Domiciles 
Total TB Ps Neuro- | G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
7 of bed not required for cur- 
rent regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1008, 
who were 55 years of age or ol: 
(b) of total patients re- 
1, Patients in hospital on an. 10, 1957, 
who were 55 years of age or older: 
(o) Percent of total patients re- 


16. (a2) What is the number of patient discharged from your hospital during the 


past 3 calendar years? 


Type of discharge 1956 1957 1958 
och 1, 658 1, 481 1, 489 
Death... 118 108 118 
All other... 1, 521 1, 356 1, 357 


(b) If there are trends in any of the components above, 
our hospital: 


significance and impact on the activities of 
17. (a) What is the number of TB beds 
12, 1959, because they were not required for fiscal year 1959 


able on 

plant 
(6) Durin 

verted to other 


one. 


than TB use? 


IIT. of stay 


one. 


Length of stay: Average stay 


the 6 montis ending 31 
(a) G.M. & 8S. hospitals: Average stay ‘for G. 
2. For G.M. & S. hospitals only: Give the av 

atients discharged during the pe 


zation required for 
October 31, 1958, 


ated capacity) whie 


describe their 
ificant trends. 


were unavail- 


the past 12 months, how many TB beds (rated capacity) were con- 


ane hospital of patients discharged 


M. & 8. patients, 28 da 
erage —. of days of hospitali- 


April 1, 71958, 


or the following operations ineiade. only the experience of 
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patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases 


A 3 6 
gastrectomy for duodenal ulcer. 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) At periodic intervals the hospital stay committee studies a series of 
records to study reasons for any instances that show evidence of undue length of 
stay or too short a period of pow (2) The chiefs of the medical and 
—— service are conscious of length of stay and check this feature on their 

ily rounds. (3) Weekly social work service rounds on each ward are particu- 
larly attuned to early detection of cases with socioeconomic problems which would 
hospitalization. 

(6) What improvements have you made since = last report to this com- 
mittee? (1) Due to an increasing number of elderly long-term patients, average 
length of stay has increased rather than decreased, but the institution of social 
work service rounds in 1958 is reducing the number of patients who exceed maxi- 
mum hospital benefit because of no appropriate place to go on discharge. (2) The 
VAVS posthospital care committee began to function this fiscal year and has 
permitted earlier discharge in several instances. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) (1) Inability to provide 
routine X-ray and laboratory services on weekends and holidays slows diagnostic 
work of patients admitted on Thursdays through Sunday. (2) Ability to man 
an additional operating room would greatly reduce operating bottlenecks that 
almost daily cause delays in getting on the schedule cases that have been worked 
up. To do this would require another surgeon at ward-officer level and an addi- 

nurse and technician on the operating staff. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) In New Hampshire there were 
5,200 veterans in 1957 over 60 vears of age; in 1960 there will be an estimated 
11,300. After 60 years of age hospitalization increases sevenfold and each hos- 
Seawater tends to be longer than the last. From July 1, 1956, to June 30, 1957: 

patients were hospitali here over 300 days for a total of 1,009 days; July 1 
1957, to June 30, 1958: 6 patients were hospitalized here over 300 days for a total 
of 2,410 days. In calendar year 1957, as compared with 1956, admissions dropped 
8 percent, average daily patient load rose 6 percent, length of stay increased 
9 percent, bed occupancy rose 1 percent; incidence of chronic type illness rose 
13 percent. All point to greater demand for long-term care and at a time when 
demand for emergency and short-term illness shows no sign of decreasing. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would be markedly shortened. 

(6) What effect would such a program have on your cost of operation? (1) 
Pressure for beds is so great that more admissions would be handled a year at & 
considerable increase in cost for the additional laboratory and X-ray work re- 
quired by increased numbers of new patients. (2) There would be also, in fol- 
lowing no-service-connected patients in an outpatient department as demon- 
strated by the CBOC program, a considerable increase in pharmacy costs in 
the order of $1,200-plus a year as of the present date. 

5. What would you suggest to further reduce hospital stay without inp 
care? With the increasing load of elderly chronic cases, hospital stay and hospi 
costs would be considerably reduced if laws were promulgated which permitted 
the VA to treat selected patients legally eligible for hospital care in their own 
homes during the whole or part of their illness, the professional care to be rendered 
by doctors of the hospital staff. The Montefiori Hospital in New York has 


| 
| 
| 
J 
1 
I 


2 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 999 


pioneered in this type of care, reducing hospital costs from $24 to $12 a day plus 
providing better care and rehabilitation. 

6. What is needed to improve turnover of patients? Reference is made to 
paragraph 3(a), section III, to avoid repetition. At present pensions and com- 

nsations are enough to make veterans ineligible for local, county, or State aid, 
yet are not sufficient to pay $120to $160 a month for nursing home care and support 
the spouse or other dependents who are left at home. And because of these 
inadequate pension and compensation funds the county homes will not accept 
such patients for nursing care. Our social service is currently wracking its brains 
and exploring every ibility in four such cases who remain here week after week 
for lack of a reasonable solution. 


IV. Waiting lists 


1. Number of eligible applicants me on hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total eomnaeees 
Total In non-VA} Not 
hospitals 
1, Total applicants: G.M. & 8. _.........-. 93 0 93 4 89 


2. How many patients are scheduled for admission subsequent to January 1, 
1959? Twenty-nine. 

3. What system do you use for scheduling admissions from the waiting list? 
The system outlined by VA Circular 18, dated September 18, 1958. This system 
establishes — based upon service connection. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
—— admissions? Thirty-three telephone contacts and applications being 
processed. 

5. Are patients admitted without placement on the waiting lists? Ifthe answer 
is “Yes,” please describe the circumstances. Service-connected applicants, 
urgent telephonic referrals, and veterans who come to the admitting office in 
oe condition do not go on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,322; approved, 1,033; rejected, 289. 


V. Hospital staff 
full-time equivalent for both full- and part-time employees 


as of December 31, 1956, and 19 Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
Dee. 31, 1956 | Dec. 31, 1958 te 1958 
1. 219. 5 212. 5 -7.0 
10.0 9.0 —1.0 
0 0 0 
2.0 2.1 +.1 
1.0 1.5 +.5 
31.0 31.0 0 
34.0 33.0 —1.0 
6.0 6.0 0 
1.0 2.0 +1.0 
13.0 12.9 -.1 
3.0 3.0 0 
27.0 27.0 0 
10.0 9.0 
8.0 8.0 0 
20. 0 19.0 -1.0 
10.0 7.7 —2.3 
3.0 3.0 0 
40. 5 38.3 —2.2 


'In physical medicine, dentistry, laboratory, X-ray. 
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19. = pean of member employees as of January 12, 1959: None. 

20. at was number of guards on duty December 31, 1958? None. 

21. (a) - umber of patients on January 12, 1959, who are in industrial therapy 

am: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial Senay: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data, 


Total 
From July 1 through June 30 — 
1957 1958 1959 
Number of different persons who provided service... .......... 42 40 37 
Average payment consultant or attending !.............-- $732. 74 oe 88 2 ous 
Total amount to all consultants and attendings 2 $27, 450 


1 Exclusive of travel. 
2 These figures are exactly double the actual amounts paid July 1 to Dec. 31, 1959 (half the fiscal year). 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Ca' Full time Part time | Consultan 
attendings” 
0 


VI. Research and education — 


1. For hospitals with approved research and education activities: How do the 
and education programs contribute to posers care in your hospital? 
(a) Increase interest, know-how, and experience of the doctors, nurses, and tech- 
nicians participating in the research program; p saleaab ak tient benefit, as research 
in gastric atony in diabetic patients, a newly discovered entity, has already saved 
three patients at this and another VA hospital from’a useless and meddlesome 
operation; and (c) our cancer research on body fluids, if successful, will establish 
Somnaeee earlier than has hitherto been possible, thus permitting institution of 
t y earlier. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? No funds were available to this hospital for education, 
but area office paid for 10 lecturers 1 evening a month. These were not only of 
value to the staff but created goodwill in the professional community as we had 
fine speakers and local doctors were invited to attend and did so. Had we funds 
of our own, our inservice program for nurses, doctors and civil service employees 
could be improved by use of outside authorities and better teaching aids, as lantern 
slides, epprreiee projectors, etc. Obviously, any increase in employee skill 
and knowledge is directly translated into patient care and hospital management. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing ( 
gram 
2. Gifts and donations deposited in pest find. 0 0 
8. Grants from other sources admin through affiliated medical schools_- 0 0 
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VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- —— With insurance ! 
Eligibility category patients | culosis a 
Without 
Entitle- | Entitle- | insurance 
ment ex-}| ment 
not ex- 
() For treatment of a service-connected 
(©) For treatment of a non-service-con- 
(1) Patient has com ble serv- 
3) In hospital more than 30 days. than 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
of injury: None. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Upon admission for non-service-connected condition, an assign- 
ment is obtained from veterans who have insurance. The carrier is notified and, 
if benefits are payable to VA, a bill is prepared monthly or at time of discharge, 
whichever is sooner. The estimated cost of the collection program for calendar 
year 1958 is $483, 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 ary 1958 


. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the ma r of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? At the time that the addendum 
is checked and the oath is signed, the veteran is given an estimate of the length 
of his hospital stay and the probable cost based on cost of hospitalization and 
other medical expenses in this community. 

8. In your opinion are there abuses of non-service-connected care? Financial 
ability to pay is a matter of individual decision by the applicant. However, no 
i oe have been uncovered by frequent review of completed addendum 

orms —10a. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World WarI._......... 6 94 10 
-American War...... = 10 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
A daily patient load-_-..........- 122.0 124.0 123.0 125.0 120.0 
- 215.1 214.3 213.5 213.2 22.3 
(ce) Total cost *.............--.-.---- $1, 138, 867 | $1, 176,688 | $1,219,436 | $1,278,122 | $1,345,319 
) Communications......-....-....--.--- 7,347 6, 496 6, 527 6, 572 6, 237 
) Utilities (gas, coal, water, etc.)........ 27, 447 30, 362 33, 286 31, 785 $2, 715 
54, 403 54, 809 54, 314 53, 862 51, 042 
ae medicines _._._.....--...--- 35, 761 37, 916 39, 529 35, 922 33, 886 
Medical and dental supplies........... 27, 867 25, 070 27, 559 26, 845 25, 052 
Asset acquisitions including equip- 
a 25, 941 9, 234 2, 042 5, 752 9, 798 
30, 279 52, 355 89, 966 49, 410 46, 743 
(m) Cost per discharged patient. __._.-._.- 686 672 786 836 885 
1 Includes consultants and attendings. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
s all payroll analysis accounts. 
2. Do you believe that the Fm fund allocation is sufficient to provide an 
acceptable standard of medical care? Although the dollar allotment has actually 


increased each year for the last 3 years, the increase has not been in proportion to 
the increase in cost of commodities purchased and salaries where ingrade pro- 
motions, and especially promotions through reclassification, have raised our 
salaries to an alltime high of 86.7 percent for November 1958 of total cost. And 
this would be higher if we had not steadily decreased personnel to reduce salary 
costs. We have already lost one-fourth of the employees deemed necessary to 
operate the “eam in 1950 when few patients were cared for. The nursing 
service has lost 9 trained nurses and now renders 1.9 hours of active nursing care 
per patient per day as compared to an acceptable standard of 3.4 hours. n- 
tials are provided, as witnessed by our good mortality statistics, but many of the 
niceties cannot be provided. The current allotment is $32,000, less than the 
station estimated was necessary to give our former quality of care. 

3. Does the allotment of funds on the basis of average daily Patient load in- 
crease or decrease the date nes son teen of stay? How or why? he allotment of 
funds on the average daily patient load has no significant bearing on the patients 
length of stay at this hospital. Pressure is constant on professional staff for 
rapid discharges since the demand for admission is always greater than beds 
available. Other factors are significant in length of stay, such as percent of 
Tee cases and ever-increasing percent of long-term care Cases. 

4. you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards with other VA hospitals and civil hospitals are provided by central 
office and hospital magazines. Such comparisons seem appropriate only to the 
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extent that trends or out-of-line situations may be noted. They are frequently 
discussed with responsible officials. Present criteria seem sufficient to point out 
trends and out-of-line situations, and ‘additional effort in this direction probably 
would not improve the situation greatly. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.114. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.880. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All on same ration. 

6. (a2) A of December 31, 1958, give the number of vacant quarters for per- 
sonnell: 7 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters are essential for maintaining and recruiting staff. 
Nonhousekeeping quarters are helpful in maintaining and recruiting female per- 
sonnel, especially an occasional nurse. Male quarters are not so important at 
this particular hospital. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Need for additional quarters would be contingent upon the avail- 
ability of resident physicians in sufficient numbers. This does not appear likely 
in the near future. 

(d) Could cost of such quarters be a lucrative investment? Cost for such 
quarters could not be considered a lucrative investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,736,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. At least 3 main factors have operated 
to change the cost of hospital operations: (a) Salary payments are constantly on 
the uptrend, although in many instances hospital salaries are still lower than 
comparable positions in industry; (b) price increases in practically all items pur- 
chased for hospital operations (during the past year such increases have amounted 
to approximately 10 percent across the board); and (c) advances in modern medi- 
cine include the discovery and beneficial use of more and more new procedures, 
techniques, and drugs which cost more money. This results in increased effective- 
ness of hospitalization and more complete rehabilitation of patients, but costs 
spiral upward. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decemtralization of fund control to using services. Utilization 
of a very active budget committee and a subcommittee (audit committee) to 
assist and advise control clerks. Cost analysis data furnished using services by 
fiseal division, and periodic discussions at regular staff meetings. Formal budget 
training is given at least once each year, and all staff members participate in the 
formulation of budget estimates. 

10. Laundry service: . . 

(0), wa was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number dem, 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 

it and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.055; per pound, $0.074. 
Laundry costs computed on basis of commercial Spuretion, including mem- 
orandum accounts: Per piece, $0.064; per pound, $0.086. 
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11. What import does the average daily patient load concept of financing 
hospital —. have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Except possibly in the situa. 
tion where there is not a sufficient demand for beds and patients are hospitalized 
longer than necessary, or patients not actually needing hospitalization are ad- 
mitted to reach or maintain a given average daily patient load, the average daily 

tient load does not influence these factors. Such conditions have not existed 
n any VA hospital in which I have observed. In Manchester it is the reverse, 
We have been given money not actually, but theoretically, sufficient to care for 
an average of only 120 patients a day. Yet we could easily fill our beds to 1304 
day. Our geeblon, is how to deny to eligible veterans and keep down the 
number of long-term patients to the level where we can still serve acute and 
emergency cases. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? Instead of losing beds, a study 
made last showed that by 1960, unless we have 59 additional beds, an esti- 
mated 109 veterans who are eligible for care at this hospital cannot be 
accommodated. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? As we are now making full use of CBOC, 
the factor of defining costs and providing it as a separate fund would ease the 
financial pressure on the house service and it would permit an increase in average 
daily patient load, provided the dollar allotment was based on a realistic per diem 
which runs around 5 percent lower than current per diems. With adequate allot- 
ment, provision of separate CBOC funds would permit an increase in average 
ber Bwinet oo estimated cost for this d fiscal 1958? 

t was your estimated cost for program during year 
1) Total cost: $24,961.10. 
2) Visits to hospitals by patients on CBOC status: 1,946. 
3) Cost per visit: $12.83. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out. his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Since 1953 decentraliza- 
tion has been increased. Cite examples. ) Certain classification functions have 
been turned over to the field stations; (2) fewer funds provided by VACO are 
beyond the control of field station managers to modify and juggle to meet chang- 
ing station needs; (3) a semblance of local influence has been the recent policies 
of requiring managers to meet with VACO personnel and present and defend 
their budgets for the coming fiscal years. However, this did not seem to actually 
influence what was received as that depends on Budget Bureau and congressional 
action; (4) the reverse tendency has also been noted in that formerly if a centralized 
position at a field station was to be filled the manager was presented at least 
three choices, but in the last four such positions filled only one name was sub- 
poem ig the query as to whether or not the manager any objection to the 

vidual. 
¥ (b) aoe your hospital had an internal audit of its administrative operations? 
es; 
(1) Was the team personally experienced with hospital operation? Un 


nown. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? From the written report, it appears that the audit was a combina- 
tion of both. Very few recommendations were necessary, since practically 
all —_ of operation were found to be satisfactory or better. 

(3) How was the internal audit valuable to your hospital? At the time 
this audit was conducted it was thought by staff members still at the hospital 
that the approach was too autocratic and, therefore, was not conducive te 
attainment of maximum value. 
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neing _ (4) Were you pressured or compelled to adopt any impractical or inhibi- 
tients tive operational changes as a result? All recommendations agreed to were 
considered to have practical value. 

(c) If a fair professional medical audit could be devised, what benefits would 
ead. | ‘result? Should it come from outside, non-Government sources or VACO? Or be 
daily conducted by a joint team? Reference is made to the medical audit of member 
xisted hospitals developed by the Southwest Michigan Hospital Council through its 
verse commission on professional hospital activities. Such studies made on similar 
re for reports from all VA hospitals might prove of very considerable value. This is a 
1304 purely object method of study and appraisal that would obviate any need for 
n the studies, surveys or inspections by any agency outside the VA. 


2 and (d) The area medical director's office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office staff? 
y the They are alwa helpful even when no specific recommendations result. 
daily The greatest value consists in the informal discussions of local situations and 
study problems with an unbiased expert in the field under atady: 
n esti- (2) Of what value would you think these visits are to ACO? If it were 
ot be not for these visits, VACO would have to rely almost entirely on the reports 
from the field stations which well could be deceptive in that the field station 
tor of might be unaware of deficiencies or unconsciously rationalize faulty practices 
would or situations. 
rerans (3) Would less frequent visits be more useful? Currently these super- 
BOC, visory visits are not too frequent. In many areas but one visit a year is 
se the made, and in complicated services as nursing or dietetics there may two 
erage a year. We are happy with present practices. 
- diem (e) Have directives, circulars, manuals, etc., recentralized operational authority 


allot- to any great extent? State how by citing examples. Have such always been 
erage beneficial to the hospital’s operation? Directives, circulars, manuals, ete., have 
not materially recentralized operational authority except in two major areas; 
58? ie., (@) method of fund allocation always limits operational sna since danger 
always exists that funds may be withdrawn even though they are too small 
initially; and (6) excessive number of reports required. During past year at 
least 65 one-time reports were required in addition to regular recurring reports. 
(2) Is the management development program directed toward making good 
employees or good managers? The management development ree is directed 
toward both making mee a and good managers. This is accomplished 
through the various phases at both central office and station level. It provides a 
hority better selection basis and is also geared to improvement on the job through 
been periodic inventory of needs, appraisal of resources and employees, and more a 
-aliza- quate training programs. 
in have X. Capital improvement 


hang- 1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
olicies scheduled at this station? None. 

lefend Not programed, or under consideration for fiscal year 1962: 3 projects are badly 
tually needed but have not been formally presented: (1) Sixth floor conversion; (2) 
sional additional and (3) cauteen expansion (if we consider a plan 
alized that costs over $2,000). 


Jeast XI. Maintenance 
a 1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
tions? 
Description Amount 

Un- 

5 1. Painting and redecorating interior of building 1.............-.....--.-------------------- 

were 3. Replacement of domestic water cooling unit_..................---.----..-..------------- 2, 000 
ibina- 
ically 


(b) In addition, list those items deferred due to lack of funds which in your 
. time jose will result in further deterioration of property because of such deferral. 
mpletion of waterproofing exterior walls of main hospital building, $7,000. 
ive to 2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grou 
excluding cost of replacing or adding new fixed equipment: 


nds, and equipment), 


Fiscal 
year 


Description 


| 


i 


. Storm sash and weatherstripping for exposed rooms (1st phase) 
. Relocation of paint shop and shop 
. Rep! sidewalk in front of main 
Be ment of flame-failure controls on oil-burning boilers 

. Storm sash and weatherstripping for exposed rooms (2d phase)....___.__...... 
. Paint interior and exterior of elevated water storage tank 


Repairs to boiler-plant smokestack 


| 


rere 


Description 


Amouni 


1961 


1. Railing for front entrance. 
2. Roof over ambulance entrance 

. Enlarge pharmacy area............-...-.........-...------ 
. Roof over kitchen-delivery entrance 


rr 


B hs Sensimatic bookkeeping machine ......................-22.22.-2.-.--.- 
VPS Edison Voicewriter 


Superspeed 
Replacement, 1 sedan; 1 carryall 


posal 
eavy-duty tractor with front loader... 


Hi 
Air compressor 


Pipe-threader machine 


Tank, thes processing, 


$l 
§| 


Total... = 


. What, in your 


inion, are the most pressing needs in your installation? 


3 
(a) Conversion of sixth floor to a ward for chronic diseases, a project costing at 
least $20,000 to $25,000 initially for conversion, and an additional $92,000 an- 
nually for personnel salaries and medical supplies, (b) salary funds to permit 
ment of 1 more nurse and 1 more male technician in the operating room 


vehi 


oy 
2 more staff 
cles. 


nurses for ward work; and (c) replacement of 4, 8-year-old 


} 
( 
7 
fort 
} 
( 


| 


1960 How 
300 
| 
1961 800 
000 
000 
(6) Minor betterments costing less than $2,000, excluding equipment: 
Fiscal 
year 
(c) Replacement and new fixed equipment costing over $1.000: t 
Fiscal Description Amount 3. 
year 
6. 
ori 
Do 
8. 
‘Air conditioner: 
1961 | Dishwashing machines 3, 500 
Tay a) us- ic, Mo ’ — 


= 
Pere 


| 
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EAST ORANGE, N.J. 
I+ General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: East Orange, N.J. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: M. Herbert Fineberg, M.D. (at this — since October 1955) 
(fellow, American College of Hospital Administrators; fellow, American College 
of Physicians, certified by the American Board of Internal Medicine). 

b) Assistant manager: Vacant since December 31, 1958. 

i Director, professional services: Vacant since January 25, 1959. 


II. Bed capacity and patient load 


of 
12, 1980 Hospitals—T ype of bed or patient 


Item (as of Jan. 
Domai 
Total | TB Ps a Neuro- | G.M. & 8. 
ic | logical 


BED CAPACITY AND PATIENTS REMAINING 


1, Rated bed capacity. 950 160 110 
2. Operating 950 160 110 241 
not in use (unavailable): 
6. Staff not recruitable: Beds re- 
rent 0 
9. Patients 920 161 101 204 
10. Average daily patient load for 12 
months end’ Dec. 31, 1958 897 168 102 204 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 of age or older: 
Percent of total patients re- 
ma (line 44 27 16 53 
~$ an. 10, 1957, 
who were or older: 
(0) Percent of total patients re- 
maining Jan. 10, 1957. 45 35 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
M4. Number of its sent to trial visit during ion 0 6 ll 6 
5, Number of patients on trial-visit status as of Dee. ai. 0 0 6 2 


Since July 1, 1958, we have maintained an average daily patient load of better than 900. 
‘Includes neurological and intermediate. 
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16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1056 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. one. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
eth ths, h TB beds (rated ity) 

uring the pas mon ow many rated ca y) were con- 
verted to other than TB use? None. {" 


III. Length of stay 


1. Length of stay: Ave: stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
® G.M. & 8S. hospitals: Average stay for G.M. & S. agg 39 days. 
» TB hospitals: arene stay for TB patients, 69.5 days 
(c) NP hospitals: What is the length of time in hospital since admission of those 
tients reported on item 9 in category II (total column) as in hospital on January 
2, 1959? 73 days. 


Length of time since admission Number of | Percent of 
patients patients 
Less then 1 763 82.3 


2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


A 
Cases length of 
stay 

A dectomy - SSS 6 10 

Subtotal gastrectomy for duodenal ulcer a 

uprapu! 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Orientation of professional staff by frequent discussion of length of stay 
at staff meetings. Discussion of individual cases presenting discharge problems, 


especially on mos. pe and intermediate service. Annual analysis of a 4 
consecutive-case sample which is searched for prolonged preop periods, excessive 


waiting for consultations, laboratory, and X-ray reports, etc 


— 
o 
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(b) What improvements have you made since Bree last report to this com- 
mittee? A 90-day maximum has been established for psychiatric patients. If 
maximum hospital benefits cannot be attained in this period and if continued 
treatment is required, they are transferred to an appropriate mental hospital. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) The bed occupancy rate 
about 95 percent) does not always permit i grouping of patients by service. 

en patients overflow on other services, their stay is sometimes prolonged there- 
by since the staff doctor who already has a full ward, must make additional off- 
ward visits to the overflow patients. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) No. 

4. (a) What would be the effect on length of stay if you were able to provide 

ospital follow-up care, as needed, on an outpatient basis? The present 

BOC program provides machinery for posthospital followup with certain time 
restrictions. If this were liberalized to an as needed program it probably would 
not change length of stay appreciably, but might decrease the number of re- 
admissions. 

(b) What effect would such a program have on your cost of operation? Costs 
incurred by the CBOC program are currently under study. Experience is 
insufficient for pone of an estimated cost. 

5. What would you suggest to further reduce hospital stay without impairin 
care? In spite of the fact that this hospital is operating with fewer personne 
and more patients than ever before, length of stay has not suffered but, in fact, 
has been shortened. This was accomplished by identifying the bottlenecks, 
doing workload manpower studies, and taking corrective action. It is recognized, 
however, that such efficiencies approach a limit and further reduction of stay can 
only be effected by increasing manpower. 

6. What is needed to improve turnover of patients? This is covered in para- 
graphs 4(b) and 5. 

IV. Waiting lists 


1, Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
of uired Total 
Type of care ‘o conn 
Total In non-VA/| Not yet 

hospitals {hospitalized 

1, Total applicants. ...................-.-- 225 0 225 7 218 

121 0 121 5 116 
104 0 104 2 102 


- 


taal many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 

Applications are maintained by service sections (medical, surgical, NP, etc.) by 

date of “ew by urgent or routine categories and in priority groups estab- 

lished by VA Circular 18, dated September 8, 1958. Admissions are scheduled 

by date of application and priority groups as beds become available on the indi- 
ual services. 

4. In addition to the persons A aA in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 36. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. Only in those cases where 
pt a emergency exists which is verified by our admitting physician or officer 

e day. 

6. Number of applications for admission from July 1 through December 31, 

1958: Total, 3,164; approved, 2,966; rejected, 198. 


ring 
4, 828 
454 
4, 103 
heir 
ail. 
959 
_| 
u 
2 of 
ants 
ot 
10 
n 
ll 
16 : 
108- 
ms, 
50- 
sive 


1010 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


V. Hospital staff 
(Renort full-time 


provide best estimate of staff providing service to hospital patients.) 


uivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 


Hospital staff on duty Increase (+) or 
from 1 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and 48.0 

3. Physicians, residents and interns... 8.0 

4. Physicians, consultants and 8.8 16:8 

8. Therapists and technicians 53.0 00.6 

10. Office of manager, personnel, and 23.0 |, 

15. Engineering operations (excluding laundry) - 44.0 52.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 


20. What was number of guards on duty December 31, 1958? 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program: None. 


10. 


Number of patients discharged during past 3 months who were given 


nom therapy: None. 


Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 ¢ d 
1957 1958 1959 
Number of different persons who provided service... .-......-- 72 75 82 
Average payment consultant or attending !__............. $1, 133 $1, 160 $1,170 
Total amount to all consultants and attendings !___...... $81, 600 $87, 025 $96, 000 
1 Exclusive of travel. 
25. What categories of employees would be recruited if the primary fund 
allotment were increased? 
Ca Full tim Part time | Consultants, 
tegory attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Direct benefits to patient care accrue from research projects that are closely rela’ 
to their care. As an example, nylon and Dacron fabrics are now being used in 
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hernia repairs—were originally tested and proven as a research project in the 
animal laboratory. Indirect benefits accrue even in basic science research because 
of the academic stimulation and additional survey of medical literature that is 
related to the project. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and 
ing 
gram 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. - 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 


Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted 


not ex- 
hausted 
(a) TOL. 85 19 58 
For treatment of a service-connected 
(©) For treatment of a non-service-con- 
connected 73 12 58 
(1) Patient has compensable 
service-connected disabil- 
29 6 23 
3) In hospital more 30 days- 14 2 12 


1 Any form of prepayment insurance. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 13. 

. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) The regulations and procedures issued by the VA are adhered to 
with emphasis on third party liability cases. Close liaison is maintained with the 
legal division, VA regional office, Newark, N.J., and full advantage is taken of 
the New Jersey statutes in filing hospital liens against the liable parties. Fiscal 
officer maintains continuous followup service until collection is effected or case 
closed. Estimated cost of collection: $2,810. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar year 
1957 1958 


oy ees 
(~) 
Without 
data. 
9 
$1,170 
306, 000 
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mh Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the any of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. &8. care required before oath is eee Veterans are informed of the 

robable length of stay and cost which would be incurred in a private hospital for 
ike treatment. This estimate is based on the average of survey made of costs 
in local hospitals and local professional fees. The estimated length of stay for 
the condition requiring hospitalization is made by the examining physician. 

8. In your opinion are there abuses of non-service-connected care? No. 
present controls are adequate to prevent abuses of non-service-connected care, 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) A daily patient load............ 715 763 804 880 900 
% Full-time equivalent staff_...........- 1, 033 1,001 1,008 1, 084 1,095 
() $5, 177, 430 | $5, 472,355 | $5, 656,709 | $6,657,365 | $7, 182,908 
(d) Salaries of staff ?.....................- 4,174,903 | 4,482,227 | 4,608,146 5,473,750 5, 978, 421 
4, 745 5, 188 4, 362 3,979 4, 615 
(J) Cosmmumiontions. ......ccc0s--ccec---s 19, 549 18, 803 18, 943 20, 718 22, 816 
Utilities (gas, coal, water, ete.) _..._... 172, 886 162, 204 170, 755 183, 844 189, 262 
) Baw 307, 802 314, 578 330, 603 371, 778 387, 311 
i) Drugs and medicines_...............-- 158, 250 129, 823 156, 807 164, 302 157, 560 
Medical and dental supplies. - -....... 85, 567 137, 614 149, 006 176, 863 161, 1% 

Asset acquisitions including equip- 
179, 590 160, 367 165, 193 209, 260 
(m) Cost per discharged patient._______.-- 1,444 1, 342 1, 287 1, 416 1, 381 


1 Adjusted for common services: Show all costs to nearest dollar of actual costs. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? No effect since we always 
have a large waiting list. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons ppoaprintel What improvements seem 
possible? Have they been discussed with responsible officials? Adequate com- 
parison standards furnished. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.131. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through, December 31, 1958? $2.158. 
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(c) If all your patients are not on the same ration, what differences are there? 
Why? (1) irty-nine percent of all patients are on modified diets due to gastroin- 
testinal disturbances, diabetes, hy nsion, obesity, etc. (2) Psychotic patients 
and nonpatient groups are provided the basic allowance. (3) Adjustments are 
made to basic allowances for tuberculosis, paraplegic, neurological, surgical, and 
medical patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1! housekeeping, 15 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Living quarters in this vicinity are very difficult to obtain, and are also 
expensive. There is a definite loss of interest in positions offered if a person is to 
travel some distance and pay high rent. Since these quarters house our medical 
staff, high administrative officials and nurses, it is a deciding factor when recruiting. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the opie value of this installation (all buildings) 
based on a replacement cost? $26,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Continued increase in cost of materials, 
labor, and services have raised the cost of hospital operation. Also, medical 
advances have necessitated the procurement of increasingly expensive drugs and 
scientific equipment. The above factors have caused the patient day costs to 
keep rising. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Station memorandums have been issued to all employees to 
turn off lights when not in use, turn radiators off over the weekend and when room 
is not occupied for at least 1 day, turn off radiators when windows are open, take 
pee care of equipment and tools used during performance of duties. arm air 

lowers are shut down after business hours during the winter, and the same is 
done in the summer with fresh air blowers. (This is not done in patient areas, 
but only in areas that are vacant.) 

10. Laundry service: 

aghel. y was the utilization of laundry per patient per day during calendar 
year 195 


Total Number 
number 


12. 50 
9. 37 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs 2 to Federal laundries, 
excluding memorandum accounts: Per piece, $0.037; per pound, $0.050. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.047; per pound, $0.064. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Since this hospital has at all times 
had a large waiting list with great pressure exerted on us to admit new patients, 
we were never tempted to artificially maintain an average daily patient load but 
on the contrary we were constantly stimulated to try to find beds for patients 
who needed hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

tient load so funds would not be withdrawn? None. Operating beds are 


ing utilized at a 95 — occupancy rate. Bed demand for admission to all 
services continues unabated. 


' Employee had just retired and vacated quarters, replacement has not yet arrived. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? If veterans actually needing hospitalization 
can be equated to the waiting list, it can be predicted that a more intensive 
CBOC program would make a few more beds available, but not nearly sufficient 
to appreciably ch the waiting list. The largest category of patients awai 
hospitalization are long-term neurological patients, a group in which the Tenet 
of stay is least affected by the CBOC aay ee 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $8,142. 
(2) Visits to hospitals by patients on CBOC status: 1,495. 
(3) Cost per visit: $5.44. 


IX. Miscellaneous 


1. The Department of Medicine and Su was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational auth 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By giving manager 
more authority to run his hospital. Cite examples. However, the need for con- 
pa ao with uniform regulations and policies markedly limit this decentralized 
authority. 
¥ (6) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Too much attention given to minutiae in my opinion. 

(3) How was the internal audit valuable to your hospital? Called my 
attention to every detail of the regulations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
cpesetionsl changes as a result? Have registered my objections where 
ndicated. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Orbe 
conducted by a joint team? Would be difficult to get satisfactory professional 
medical audit, but if this could be accomplished it would serve as a check on our 
professional work. Should be done preferably by a joint team from non-Govern- 
ment and VA sources, thus giving a broader point of view. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? eae have been quite helpful and have permitted us to get a broader 
point of view. 

(2) Of what value would you think these visits are to VACO? Gives 
central office an estimate of how things are progressing at the various stations. 
Pe Would less frequent visits be more useful? Present number satis 

tory. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? There is some tendency to recentralize 
operational authority. 

2. Is the ement development program directed toward making good 
employees or g managers? Short range, good employees; long range, good 


ma Ts. 
— X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | None. 

1960 | None. 
1961 | Water softening plant, building No. 1_- $30, 000 


Not programed, or under consideration for fiscal year 1962: None. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. Ex- 
terior peterpevoiing and painting (completed), $12,000. 

(b) In addition, list those items deferred due to lack of funds which in your 

nion will result in further deterioration of property because of such deferral. 

one. 
2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


(b) Minor betterments costing less than $2,000, excluding equipment: Combi- 
nation storm and screen windows, $1,500. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Air-conditioning units for 4th floor medical conference room __................-...-----.-..- 1, 500 
Fixed mechanical exhaust ventilation for the laundry - -.................-..---------.-.---- 1, 050 
Automatic entrance and exit doors (main kitchen) - -................-...-.--..----.-------- 3, 500 
Doctors and staff register panel and names-__ 1,200 
Replacement of press for 2771 


3. What, in your opinion, are the most pressing needs in your installation? 
As this installation is relatively new (64 years) acute maintenance problems do 
not exist. Except for exterior masonry waterproofing and painting, which is 
practically continuous, no serious or pressing problem of this nature exists. 


LYONS, N.J. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Lyons, N.J. 
pype of services: Type of hospital, NP; formal outpatient clinic, No. 
ame, qualifications, and tenure of— 
(a) Manager: A. E. Trollinger, M.D.; permanent, member, AMA, APA, New 
Jersey district branch of APA and New Jersey europsychiatric Association, 
clinical professor of psychiatry, New York Medical College. 


(6) Assistant manager: A. B. Dillinger, B.A., R.N., member, ACHA; career. 
(c) Director, professional services: Paul Weitz, M.D.; certified American 
of Psychiatry and Neurology, permanent. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or 
Item (as of Jan. 12, 1959, unless ow a want 
Otherwise specified) Domieiles 
Total | TB Neuro- | G.M. & 8, 
logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity........... ....-.-. 2,009 j...---.- 1 935 
Beds not in use (unavailable) 
6 Staff not recruitable: Beds re- 
rent opera’ 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who wore 55 years of age or older: 
8 Pereent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total fents re- 
maining Jan. 10, 1957........ 40.5 |.....-.. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during wee 407 348 300 
15. Number of patients on trial-visit status as of Dec. 31. 184 249 218 an 


1 §9 neurological beds occupied by psychotic patients. 


16a. What is the number of patients discharged from your hospital during the 
past 3 calendar years? 


Type of discharge 1956 1957 1958 
497 458 496 
Death... 52 57 7 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. he marked increase 
in patients placed on trial visit during 1956 and 1957 respectively is in direct 
selaticontie to the use of tranquilizing drugs. The use of tranquilizers was 
started in late 1955 and reached peak results — the years indicated. It is 
expected that we shall now enter a leveling off peri 


trial visit placements will continue relatively constant. There was a mark 
increase in the death rate during the year 1958 (approximately 50 percent over 


or plateau and that future - 
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1956). The death rate will probably continue to increase amongst our elderly 
patients and as the age of the veteran population in general increases. This 
anticipated increase together with the statutory increase in burial allowance will 
probably reflect itself in higher cost of service to deceased beneficiaries. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on et 12, 1959, because they were not required for fiscal year 1959 operating 

one, 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 

verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of those 
ogres Zeported on item 9 in category II (total column) as in hospital on January 
12, 


Length of time since admission Number of | Percent of 

patients patients 
l year and less than 2. 133 6.7 
5 years and less than 10.. 198 9.9 
10 years and over 916 45.9 


3. (a2) What system of control do you have to insure a minimum stay in hos- 
pital? Monty meetings of the length-of-stay committee, medical records 
committee, and hospital executive committee. These committees review the 
treatment program of the hospital and when indicated make recommendations 
which will expedite the care and treatment program and reduce patients’ minimum 
stay in the hospital. 

$) What improvements have you made since your last report to this committee? 
The organization and functioning of the executive committee as well as the 
length-of-stay committee have been strengthened since the last report. In 

ition, weekly reports are now submitted to the director, professional services 
by receiving units in the hospital indicating the date of each new admission, and 
pro in connection with establishment of diagnosis. 

O Are there any identifiable administrative practices or policies that may 
contribute to of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Length of stay will be affected in 
the future since our patient population is becoming progressively older, more 
infirm, and require longer oem of hospitalization because of these factors. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Since we operate 
trial-visit clinics, in a sense we are providing posthospital followups for our patients 
and thus reduce the length of stay as well as assist patients to remain out of the 

ital for longer periods of time. 

(6) What effect would such a program have on your cost of operation? The 
trial-visit program has increased the cost of operation slightly. The fact that 
patients are out of the hospital on trial visit does not reduce the actual number 
of active patients in the hospital since available beds are filled by new admissions. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increase of personnel in all categories. This would lead toward early 
— and prompt treatment. It would also enable close followup of long-term 

ents with constant observation which would contribute to improvement. 
ly referral to social work service for trial visit or discharge and early referral 
psychology for job placement are important factors in reducing 

Ospital stay. 

6. What & needed to improve turnover of patients? As in paragraph 5, con- 
tinued vigilance on part of the length-of-stay committee to insure prompt and 
adequate service to patients. 


33427 O—59——66 
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IV. Waiting lists 


1. Number of eligible applicants pot pat hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals {hospitalized 
1. Total applicants: NP..............:.... 644 0 644 591 53 


re! many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Priority established by VA Circular 18 dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 46 applicants presently hospitalized by VA seeking transfer 
for personal reasons or patients in G.M. & 8S. hospitals requiring prolonged care. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,’’ please describe the circumstances. Yes. Service-connected 
applicants applying directly to the hospital and in need of treatment. Bona fide 
missions. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 666; approved, 628; rejected, 38. 


V. Hospital staf 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

“trom 

from 1 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 34.0 35.7 +17 
3. Physicians, residents, and interns................-..- 2.0 10 -10 
4. Physicians, consultants, and attendings._-.-......... 3.1 3.2 +.1 

8. Therapists and technicians ?..................-.-...- 47.0 49.0 +2.0 

ce of manager, personnel, and finance... ........ -. 
11.0 9.0 —20 
12. Other food-service employees... 196.8 190. 1 —6.7 

15. Engineering operations (excluding laundry) ......... 69.0 68.0 -L0 

18. All other staff. © $b 245. 2 239. 6 —5.6 


? In physical medicine, dentistry, laboratory, X-ray. 
19. (2) Number of member employees as of January 12, 1959: 68. Annual 


w e): 725. 

“ty hat is the value of this program to the member and to the hospital? The 
member-employee program is a vital factor in the economic and social rehabilita- 
tion of patients. is program gives certain patients an opportunity to work 
in a sheltered-workshop situation before being placed on jobs in private industry. 
It instills courage and confidence in the patient and prepares him to assume greater 
responsibility in civilian life. It also serves in some measure to reassure prospec- 
tive employers that patients coming to them for employment have already been 
tested in a work situation. 


1, 
2. 
3. 
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Value to hospital: The hospital gains a great deal since member employees as a 
rule do excellent work in the supervised-work situation. Services rendered by 
member employees helps to solve, at least in part, the hospital’s staffing and 
recruitment problems. Several divisions of the hospital, such as housekeeping, 
would be unable to carry out its mission without the help received through the 
member-employee program, unless its budget was at least doubled. 

20. What was number of guards on duty December 31, 1958? 15. 

21. (a) Nagin of patients on January 12, 1959, who are in industrial therapy 

m. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy. 31. 

(c) Average days of hospitalization of patients reported in (6) 1,531 (includes 
3 deaths accounting for 20,405 patient-days) ; 967 average days excluding deaths. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 1,994. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -.-_........ 31 33 32 
Average payment 3 consultant or attending !............-.. $43. 82 $45. 35 $45. 61 
ened i to all consultants and attendings !.__...... $34, 885 $36, 050 $37, 440 
! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were in ? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
It makes available to patients the latest type treatments; stimulates regular 
full-time staff; keeps them informed of not only the newest but the best in medi- 
cine. Research also helps eliminate undesirable treatments which have received 
wide publicity but have never been adequately tested. Hospital with research 
and education pou attract better all around personnel as well as outstanding 
wg OS so that the patient gets the best treatment and care. 

. Amount of funds available in fiscal year 1958: : 


Foreducation 
Research 
ng 
gram 
2. Gifts and donations deposited in general Tl snnaiti-esnenntmaniiiikees 0 0 
3. Grants from other sources administered t h affiliated medical schools_ 0 0 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958; 


General medical and 
and 
All Tuber- — With insurance ! 
Eligibility category ‘| patients | culosis ic wr 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
(a) 12 0 12 4 
(0) For treatment of a service-connected 


Patient has ble serv- 


hospital more a 
(4) Other 


! Any form of prepayment insurance. 


Norg.—If a patient recei for a non-service-connected disabilit be reported in 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: none. 

b) Number of patients in (a) whose peer ag had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: none. . 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans Men meer any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) No se ¢ since January 1957. rocedures as outlined in 
ag ge 0-424 are followed. Estimated cost of collection program year 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


Amount billed. - $18 $4, 805, 18 
Amount collected. 27 None 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 


ore. 

6. How many addenda following review by the r of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? We do not admit G.M. & 8. 
cases except in acute aay Have had no applicable cases thus far. 

8. In your opinion are there abuses of non-service-connected care? We have 
no evidence of abuse. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

ish-American War.............-....- 0 100.0 100 
70. 6 29.4 100 

All patients 60.7 39.3 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1968 1959 

(estimated) 

fs A daily patient load. -........... 1, 966. 0 1, 959. 0 1, 962. 0 1, 959. 0 1, 954. 0 

Full-t equivalent staff. ............ 1, 393. 1 1,373.3 1, 361.8 1 1,375.9 1 1,384.2 

(0) $6, 987,049 | $7, 445,776 | $7, 522,262 | $8,290,232 | $8,749,732 

Salaries of staff ?.....................-. 5, 245,746 | 5,500,466 | 5,752,389 | 6,531,073 7, 043, 069 

176 178 129 204 231 

Communications...................... 18, 383 18, 427 18, 745 20, 383 20, 588 

Utilities (gas, coal, water, etc.)_.....-.- 267, 331 237, 209 221, 965 264, 542 277, 099 

763, 580 729, 929 747, 861 737, 276 782, 327 

Drugs and medicines_................- 78, 987 129, 241 139, 321 149, 137, 674 

Medical and dental supplies..-._...... 58, 910 111, 801 91, 428 81, 818 95, 760 
Asset acquisitions including equip- 

112, 862 218, 084 188, 582 126, 138 85, 338 

441, 074 410, 441 361, 842 379. 416 357, 646 

(m) Cost per discharged patient... ........ 14, 994 15, 195 14, 301 15, 525 16, 509 


’ for common services: Show all costs to nearest of actual cost. 
’ ding all payroll analysis accounts. 


2. Do you believe that the eneey fund allocation is sufficient to provide an 
acceptable standard of medical care? This depends upon the definition of an 
“aeeeptable’’ standard. During the last several years this standard has deterio- 
rated from ‘‘care second to none” to “care comparable to the community’’; to 
“accepted care.” The VA Chief Medical Director’s letter No. 58-45, dated 
December 1, 1958, shows that costs are continuing to rise in all hospitals. Other 
hospitals show a continuing rise in the ratio of staffing to patients. VA hospitals 
continue to show the downward trend which began in 1954. It is quite obvious 
that the primary fund allocation is not sufficient to provide an acceptable standard 
coh purwee an aggressive and essential maintenance and repair program in an 
ospital. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? Has no effect 
at this NP hospital. We are exceeding our average daily patient load of 1950 
and have a waiting list of about 700. Our difficulty is not in meeting the average 
daily poe load, but in not exceeding it. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparisons with 
other VA hospitals are not considered adequate because of different sizes, ages 
locations, recruiting problems, etc. The letter from the VA Chief Medical 
Director, referred to above, indicates that by comparison, VA standards are 
lower than for other hospitals and are becoming increasingly lower. It is obvious 
from the VA Chief Medical Director’s letter that the VA is aware of this. 

5. (a2) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.885. 
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(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.199. 

(ec) if all your patients are not on the same ration, what differences are there? 
Why? No difference in rations. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 23 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? We feel that these quarters are indispensable. This hospital is located 
in an isolated, high-cost-of-living area and recruitment which does not include 
housing is difficult. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? More apartment houses. 

(d) Could cost of such quarters be a lucrative investment? No; we could not 
merge rental rates comparable to the the rates in the community because of the 
disadvantages of living on the grounds of an NP hospital. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $60 million. 

8. What factors have operated to — the costs of hospital operation? Please 
explain the effect of these factors. The following chart will show that from fiscal 
year 1955 through fiscal year 1959 total employment was reduced from 1,392 to 
1,315, a reduction of 77 employees. During the same period our primary fund 
allocation increased from $6,987,049 to $8,749,732, an increase of $1,762,683. 
In spite of the increase in primary fund allocation, we were required to reduce 
employment oy 3". This was due to an increase in salaries, costs of services and 
equipment. ts of salaries increased during this period by $1,797,323, while 
employment decreased by 77. The total increase in primary fund allocation was 
more than offset by increase in salaries, but a trend cannot be permitted to 
continue. 


Fiscal year— 
1955 1956 1957 1958 1959 
Total primary fund ow $7, 522, 262 | $8, 200, 232 


Reduced employee ceilings have resulted in more stable employees and conse- 

uently more — raises. There is always classification action upward after 

the primary fund allocation is recieved. The cost of living, in general, continues 
to rise and our food, fuel, services, etc., cost more each year. 

The age and obsolescence of the buildings and equipment and mounting main- 
tenance and repair costs; maintenance and repair costs increase too fast to permit 
modernization. We are barely able to keep pace. The primary fund allocation 
is based on full occupancy which decreases as we sell quonset huts which become 
unserviceable. We have difficulty filling all of our nonhousekeeping quarters 
because we have so few female employees living on the grounds. Alterations to 
tes space for male employees on the first floor of the former female quarters 

ve been expensive. 

Increasing costs impose a constant problem of trying to operate within the 
authorized funds. 

9. What internal Fn ms have you developed to engender cost consciousness 
at your station? ate have been distributed to the different divisions and 
services who have been required to keep accounting records of expenditures. 
Division and service chiefs have been advised of necessary economies at staff 
meetings and all employees are kept informed of our problems through the different 
division and service meetings, Lyons Bulletin, etc. 

10. Laundry service: 

pg was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-dey 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pur of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.043; per pound, $0.064. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. All of the patients admitted 
here are actually in need of treatment for NP conditions. Length of stay in an 
NP hospital is an unpredictable factor. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be ey identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? e do not operate CBOC program; however, 
we do have an extensive trial-visit program which has no effect on the number 


of operating beds required. 
IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite examples. 
More freedom in employee selections; minor alterations; equipment selection; 
able te transfer funds between objects and plan entire cxpeatligute operations 
within funds received. 
af) Has your hospital had an internal audit of its administrative operations? 


0. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? Assist us in interpretation and compliance with directives. Closer 
relationship in all services because area office is nearer; provides more personal 
contacts in discussing problems; provide distribution of ideas and uniformity 
in both administrative and professional areas. 
(2) Of what value would you think these visits are to VACO? No knowl- 
edge available to us of value to VACO; however, we believe area office reports 
keep VACO informed of station activities. 
i) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Yes; the constant flood of manuals, 
circulars, bulletins, interim issues, letters, etc., are slowly assuming a more 
recentralized tone and we are getting more and more specific instructions. 

2. Is the management development program directed toward making good 
employees or good managers? Both. The program is designed to improve 
employee performance in present assignments and better equip them for more 
responsible positions; perforce, this results in better managers. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? Fiscal year 1962: Automatic sprinklers in various 

tinns. 

Not programed, or under consideration for fiscal year 1962: (1) Relocation of 
laboratory (new); (2) additional elevators, buildings 53 and 55; (3) additional 
boiler capacity and coal-handling system; (4) chapel; (5) relocate overhead electric 
service to underground; (6) medical rehabilitation building with swimming pool 
and gymnasium; (7) air conditioning for operating suite, building 1; (8) ——- 
exit from surgery, building 1; (9) addition to garage, building 12; and (10) dum 
waiters, buildings 56, 57, and 58. 
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IX. Maintenance 


1, (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Description Amount 
Exterior painting 
Replace boiler stokers 11,892 
Public address and radio circuits... 1, 500 
Replace incinerator lining - J 1, 089 
Extension of incinerator. 1,800 
Completed tiling basement corridors. . 12, 000 
Hoods over dishwashers and cafeteria, 3 kitchens.................-..--..------------------- 5, 500 
screens, 3 porches....... * 4,00 
Installation of fluorescent lights, patient areas.......-..--.--...---.-.-...-2..22ss2-ssss.0es 1,800 
Pave parking areas (4). ..............-.--..- 7, 500 
Replace dormitory and office floor 7,000 
Rearrangement of ward patient space to provide additional bed treatment care versus 


(b) In addition, list those items deferred due to lack of funds which in 
opinion will result in further deterioration of property because of such defe 


E 


Description Amount 

Bituminous concrete. 44, 140 
Replacement of metal roofs, buildings, 4, 16, 19, 25, and 26_...............--....--.---...... 10, 775 
Replacement of roof, building 3, an 20, 925 


2. Future plans: In the following three categories, list all items for which t 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


| 


PEE see 


| 


(a 
exclu 
| 
| 
= 
| 
Pe 
E 
I 
I 


log 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1025 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Extension to dining-room area, building 2, to provide adequate seating........-.....--....- $2, 200 

lacement of electrical underground distribution service from building 16 to buildings 18, 

ment of eroded wooden, insect 
1B with aluminum screens 

Replacement of eroded 
Installation of retaining wall 
Seal coat roads t 
Rewire stairwells in 8, 6, Send te 
{ repairs to quonset huts to 
landscaping Manor 
Installation of and 
Alterations to building 2 
Installation of asphalt tile 
Installation of ceramic tile on walls in 
— bit concrete 
Relocation of patients’ 
Enclose porch, of buil: 
Enclose porch, b nore bed ities for for infirm patients............ 


Build service road from East Circle Dr. to west entrance to — pekccccnccneduelen 
ace eroded seam lines rom building to huts 14, 
te dental laboratory to clinical provide adequate dental space. 
Seems one rows provide concrete floors in unexcavated areas in buildings 2and 9 to provide 

«400 lineal feet of new sidewalk to complete walks around Circles i and 2 
Convert 1 manually operated elevator 
Provide coal-han system and 
te buildings 56, 57, and 58 elevators to roll, bullding St 
ll electric-door operators and replace doors and guide freight elevator. 
Install deep-freeze room in building 
Install base and provide bituminous concrete surfacing for new west boundary drive re- 
F lawns, golf course, trees, and shrubs..................--....----2---.--.-----.--- 
adjacent to parking lot 6, 


(b) Minor betterments costing less than $2,000, excluding equipment: Minor 
betterment projects have been grouped in (a) above and are more than $2,000. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
3: 
Patients cafeteria, building 54 
1 trave 9, 500 
Electric hot-water heaters.....................-2-...2-s-sss-s2ss2--2e~ss-2eeeseereeeee 1, 400 
3. What, in your opinion, are the most needs in your installation? 
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ALBUQUERQUE, N. MEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: Ridgecrest Drive 3 


City and State: Albuquerque, N. M 


Type of services: Type of hospital, Me M. & 8.; TB, yes; NP, yes; domicile, no; 


formal outpatient clinic, yes. 


Name, qualifications, and tenure of— 

a) Manager: P. L. Eisele, M.D., physician in VA 12 years, manager 7% years. 

b) Assistant manager: H. A. Weigele, B.A. and 2 years postgraduate, member 
ACHA, 15 years service 10 years assistant manager. 

(c) Director, professional services, Position vacant at present. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, br unless 
otherwise Domieiles 
Total | TB Mg a Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 500 96 
Beds not in use (unavailable): 
6. Staff not recrultable: Beds re- 
7 T of bed not req’ uired for cur- bas 
rent opera os regardless 
et daily patient load for 12 
ths ending Dec. 31, 1958........ 460 126 5 31 BOB 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
b) of patients re- 
13. Patients in} hos tal on Jan. 10, de 
who were 55 or 
) Percent of total patients re- 
maining Jan. 10, 1957._.....-. 43 41 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year_..|_...........}.......--...}--------..-- 2 
15. status as of Dec. i 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The increase in the 
number of deaths since calendar year 1956 substantiates the increase in the num- 
ber of seriously ill patients year by year. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? 48 tuberculosis beds converted to G.M. & 8. due 
to the decreasing number of tuberculosis patients and the increase in G.M. & 8. 


patients. 
III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 36.2 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period ae 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any pa- 
tients with multiple-treated conditions) : 


Average 
Cases length of 


Hemorrhoidectomy 
Subtotal gastrectomy for duodenal ulcer ....-...........--...--+-+-+--+-.+--- 
Prostatectomy: 


' All cholecystectomys were complicated. 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) Regular review by chiefs of service of all patients. (2) Registrar 
reports to ward physicians all patients who have been hospitalized for 45 days, 
to be reviewed by board for planning for patients’ discharge. (3) Length-of-stay 
committee. 

®) oo improvements have you made since your last report to this commit- 
tee one. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) (a) Increasing age of patients. 
(b) Increase in number of long-term chronic illnesses. (c) Increasing number of 
seriously ill patients. (d) Evidence of increasing number of patients with organ- 
isms resistant to antibiotics, especially tuberculosis patients. (e) More chronic 
cases being referred by non-VA physicians and hospitals. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
of patients residing in near vicinity of hospital would be reduced if followup 
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outpatient care could be provided. Due to transportation difficulties patients 
from more distant locations could not readily return for outpatient care. 

(b) What effect would such a program have on your cost of operation? Cost 
of operation would probably not be reduced as more beds would be made available 
for other patients on waiting list. Increased turnover may increase costs. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Discontinue the present policy of confirming all previous diagnoses, except 
those established for service connection. Confine efforts to medical investigation 
pertinent to the reason for hospital admission. The procedure of reestablishing 
previous diagnoses constitutes excess number of hospital days and man-hours 
not pertinent to reason for admission. Only those disabilities which are symp- 
tomatic or have objective findings would be studied and evaluated. 

6. What is needed to improve turnover of patients? Patients could be dis- 
charged sooner if convalescent or nursing homes and public health facilities were 
available. In New Mexico such facilities are available to a very limited extent 
and then only in larger metropolitan areas. It is necessary to keep long-term 
patients in hospital. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not 
hospitals 


; RT — many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 

Admissions are scheduled by date of application, as beds become available, in 

accordance with the provisions of Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 18. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“‘Yes,’’ please describe the circumstances. Yes. Service-connected veterans 
requiring hospitalization, emergencies, and absent bed occupants returning to bed 
—— status, are admit in accordance with the provisions of Circular 18, 
dated September 18, 1958. 


6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,998; approved, 1,642; rejected, 356. 
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V. Hospital. staff 


rt full-time equivalent employment for both full- and part-time emplovees 
as Ct wees oe 31, 1956,! and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956! | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. --.................-.. 22.0 24.0 +2.0 

3. Physicians, residents and 8.0 8.5 5 

4 jans, consultants and 5.6 6.1 .5 

7, Hospital aids..............- pa sn 110.0 108.0 —2.0 

8. Therapists and technicians 30.0 

10. Office of manager, personnel, and finance............ 18.4 19.2 +.8 
12. Other 87.5 83.0 —4.5 
Engineering maintenance (excluding laundry) 25.0 19.6 —5.4 
15, Engineering operations (excluding laundry) - -.--..--. 34.6 31.6 —3.0 


19. (a2) Number of member employees as of January 12, 1959: None. 
20. t was number of guards on duty December 31, ‘1958? 5. 
21. _ gvinber of pe Fall on January 12, 1959, who are in industrial therapy 


(b) SNalaber of patients discharged during past 3 months who were given 
industrial therapy: 

(c) Average days of hospitalization of patients re in (6): 98 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 2. 

24. For soon and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 : 

1957 1958 1959 
Number of different persons who provided service.........-.- 78 a4 
Average payment consultant or attending ! $128 $128 
Total iount paid to all consultants and attendings $30, 988 $37, 840 $18, 553 


! Exclusive of travel. 
26 months experience. 


25. What o_o of employees would be recuited if the primary fund allot- 
ment were increased? 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contibute to patient care in your hospital? 
Research projects such as pulmonary function studies, cardiac studies, tissye 
transplants, tuberculous bacteriological studies, radioisotope studies, all have 
definite contribution to patient care. Residency training program is closely 
associated with good patient care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research and train- 

ing (pro- 

gram 8300) 
3. Grants from other sources administered through affiliated medical schools... AT, B60 1 <..nserbedeen 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
and 
All Tuber- eo With insurance ! 
Eligibility category patients | culosis atric Winsouk 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total. .....- AG 72 ll 1 56 


‘ 
‘ 
‘ 
‘ 
‘ 


(1) Patient has compensabie serv- 
ice-connected disability 12 1 10 
In receipt of VA pension. 12 & 
In tal more than 30 days. 10 9 


! Any form of prepayment insurance. 


Norte.—Ifa patient recei care for a non-service-connected disability may be reported in more than one 
of the categories in (c) care © our may, be 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 39. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Obtain information, at the time of application for hospital admis- 
sion, whether or not applicant has insurance coverage. Subsequently determine 
if benefits are payable to this hospital, and if so, obtain signed power of atone 
and agreement from veteran. Insurance companies are then notified of the 
mission of their insured; and bills for services rendered are forwarded every 30 
days and/or at time of discharge. We now obtain additional information which 
enables this hospital to recognize, more readily, those cases which may entitle us 
to reimbursement because of insurance coverage, third party liability, or work- 
men’s compensation coverage. These functions are in accordance with established 
Veterans’ Administration procedures. Estimated cost of collection program, 
calendar year 1958, $2,603. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office, as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Applicants are given estimated 
cost of comparable care in other than Government hospitals. 

8. In your opinion are there abuses of non-service-connected care? We have 
not experienced recognizable abuses at this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War I. 92 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average dail patient load.........._. 466. 6 464.0 467.5 466.0 468 
Full-time 619.0 597.9 598.0 589.1 580 
(3) Foteh cost? .acii.da.acisaoiz $3, 166, 198 | $3,254, 550 | $3, 292,323 | $3, 504,506 | $3,723, 203 
2, 492, 512 2, 591, 686 2, 680, 579 2, 941, 090 3, 111, 806 
Patient travel M3 22, 668 21, 421 22, 119 21, 695 19, 723 
(f) Communications 7 17, 529 18, 478 19, 421 19, 419 20, 000 
Utilities (gas, coal, water, etc.) 60, 978 53, 492 66, 268 56, 630 60, 700 
211, 361 218, 572 212, 280 208, 930 210, 000 
Drugs and medicines. _............... 04, 914 98, 837 89, 584 108, 565 128, 764 
Medical and dental supplies__-___..___ 63, 259 60, 550 75, 905 74, 752 64, 440 

Asset acquisitions including equip- 
ser 33, 006 31, 352 34, 302 28, 508 8,170 
169, 971 168, 162 91, 865 134, 917 99, 600 
(m) Cost per discharged patient... ......... 774 833 817 881 916 

' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is sufficient 
to provide an acceptable minimal standard of medical care but at the expense of 
a reduced program of replacement of obsolete, deteriorated equipment, the pur- 
chase of new, modern equipment and necessary major maintenance and repair 
of old-age buildings. 
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3. Does the allotment of funds on the basis of average daily patient load in. 
crease or decrease the potient's length of stay? How or why? The allotment 
of funds on the basis of the average uae | patient load does not have bearing on 
the length of patients’ stay. The ward physician is daily responsible for the 
patients’ length of stay and discharges them on an individual basis, upon the 
completion of treatment. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? We feel that this 
is entirely adequate and are very helpful to us in the operation of our hospital. 
They are always discussed with the responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1,1958, 
through December 31, 1958? $1.17. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.02. 

©) if all your patients are not on the same ration, what differences are there? 
Why? Patients classified as tuberculosis or paraplegic are given an extra allow- 
ance of meats, eggs, and dairy products. Other patients that have therapeutic 
diets ordered by. their physicians have their rations modified accordingly. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 8 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The five permanent quarters are necessary for personnel uired to live 
on the station. he low rental temporary quarters, buildings 39 to 53, incl: sive, 
are necessary as an inducement in the recruitment and retention of res‘dent 
physicians, in competition with hospitals located in the vicinity of mv dical 
schools. Residents living on station are available for emergency care of patients. 
wy. facilities in Albuquerque are limited for those living off station. 

(c) What additional quarters do you believe would add quality or stability to 
_— staff? The temporary quarters, which are Navy-type quonset hut pre- 
abricated buildings, should be replaced with modern permanent quarters for 
resident physicians. 

(d) Could cost of such quarters be a lucrative investment? The value of the 
resident physicians cannot be measured in dollars and cents. Having these 
physicians on the station and available 24 hours each day is a definite asset in 
patient care. If they lived off the station much of this service would not be 
available. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12 million. 

8. What factors have operated to cha the costs of hospital operation? 
Please explain the effect of these factors. (a) The changing of patient population 
to the older age (long-term and chronically ill patients) has increased the cost of 
hospitalization tremendously in the increaesd usage and cost of drugs, supplies, 
services, and blood. (6) Increased usage of consultants and attendings due to 
shortage of specialized professional personnel. (c) Upward reclassification of 
personnel constantly occurring which we have no control over, has increased the 
cost. (d) —e cost of utilities. (e) Deterioration of the hospital physical 
plant and equipment has increased repair costs having directly affected the cost 
of hospital operation. The above-cited factors have increased the cost of the 
hospital operation at the rate of about $200,000 a year. 

9. What internal programs have you developed to engender cost consciousness 
at ated station? (a} Maintain a comparison of planned and actual cost. (6) Con- 
trol of funds at division and service level. (c) All requests for purchases are 
approved in the assistant manager’s office. (d) Graphs and regular narrative 
reports, which include comparative analyses, are e to management by the 
chiefs of divisions and services. (e) mplete dissemination of budget and 
average daily patient load information to staff and all ny see hay Com- 
munication to all de ments on financial oe and budget limitations. 
(g) An ona wy 9 ndividual program to develop cost consciousness of all 
personnel. 
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10. Laundry service: 
neh was the utilization of laundry per patient per day during calendar 
year 


344 11.6 


(6) What was the cost of laundry service during the last 6 months of calendar 
1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the — of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.036; per gr $0.048. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.042; per pound, $0.056. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actu M do not require hospitalization, etc.? The average daily patient load 
concept of financing hospital operations has no effect on admission of patients or 
turnover of patients. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
oa load so funds would not be withdrawn? None. Current demand for 

by veterans requiring care reveals that operating beds are not in excess of 


13. (a2) If CBOC ts could be a identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? There has been no appreciable change in the 
number of operating beds since the institution of the OC p m. The re- 
duction in length of stay as a result of this program has made betls available for 
other potionts requiring hospitalization. 
(6) What was your estimated cost for this program during fiscal year 1958? 

Total cost: $21,070.44. 

2) Visits to hospitals by patients on CBOC status: 831. 

(3) Cost per visit: $25.36. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite exam- 
ples. (1) Establishing workloads. (2) Submission of budget estimates. (3) 
Complete operation of hospital within a primary fund allocation with very few 
restrictions. (4) Establishment of personnel ceilings. (5) Classification actions. 
(6) Incentive awards program. ea} Space utilization. (8) Minor structural 
changes. (9) Reallocation of beds except for restriction on utilization of TB beds. 
yo Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital o tion? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? It was felt at that time that there was more interest displayed on 
how well central office procedures were being followed rather than trying to 
assist in improving hospital practical administration. 

(3) How was the internal audit valuable to your hospital? We feel this 
question would be answered differently today. Since inception of the pro- 
gram, personnel have been better trained and oriented. e attitude the 
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audit team displayed while here, was one of interrogation of employees, the 
end result of which appeared to be more of an investigation rather than 
survey audit. 

(4) Were you pressured or compelled to adopt any impractical or inhibitiye 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Of 
be conducted by a joint team? We feel that the supervisory coverage by the area 
office personnel and consultants serves an adequate audit of the professional pro- 
gram. If an audit is established it should be composed of Veterans’ Administra. 
tion central office personnel. ; 

(d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Such visits are very helpful in the evaluation of the hospital program, 
and the offering of helpful suggestions as to improving operations. 

(2) Of what value would you think these visits are to VACO? They are 
an appraisal of the hospital operation at the field, which is transmitted to 
central office for their evaluation. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good em- 
ployees or good managers? The management development program is directed 
primarily toward making good employees, as only a very limited number of em- 
ployees in the program will develop to managerial positions. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.1.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1900 fone t to pathology laboratory, building 20 $10, 000 
Center stairway and dumbwaiter, building No. 3....................-..-.---..--- 15,00 
Lighting and surfacing for parking areas-___--................-.-..-.-.-.-------.-- 50, 000 


Not programed, or under consideration for fiscal year 1962: Conversion of, and 
addition to, building No. 10 for animal laboratory. Enclose walkways between 
buildings 1 and 4 and buildings 3 and 4. Install signal call system in hospital 
buildings. Install curbing along roads where concrete buttons are now in place. 
Common metering of electrical energy. Lighting protection for buildings 1 and 
3, water towers and flagpole. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Description Amount 


1. Replace underground electrical lines for street lighting $2, 000 
2. Repair gaslines and install shutoff 
3. Replace 5 > light fixtures, window grills with detention screens in detention ward, 


b ng No, 
4. Replace lighting in warehouse, building No. 5...........-.......-..-------------------+- 


» 


| 


(b) 
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(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 

1, Install kick plates on damaged doors. -_.............-.-.-.--------.+--++-++---s+-----+-- $1, 000 
9, Replace roofs on buildings Nos. 18, 7, 40 11, 1, 3, 2, 5, 6, 8, 9, 12, 13, 14, 15, 22, 24, 26, 29, 

$1, 32, and 33 (listed in priority as to needs) PaccasecacscduepecsteeNtabocdpelatsabanie 30, 000 
6, Rep! steam sterilizers with autoclaves in 5, 000 
1, Replace ventilating fan in main kitchen, building 1, 200 
§, Replace over-the-bed light fixtures in buildings 1 3, 000 
9, Replace wornout casters on hospital 1,900 


2, Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 

1, Paint and clean interior of elevated water towers, buildings 19 and 21.____..._..___.._... $2, 000 
2. Install viny] plastic on floors and plastic tile on walls in utility rooms or janitors’ closets 

3, Curb and widen main entrance road from main gate to Y............-..--..-.----------- 1,000 
4, Black-top roads which are now dirt surface, rear of buaings 12 to 18, housing area and 

south of building 10 and between buildings 11 and 26__.............-.--...-.----.....- 10, 000 
5, Install v floor covering in basement of building 1. 1,950 
6, Replace al plumbing in 1, and 20, 000 
1. Modernize all nurses’ stations and medicine rooms in buildings 1 and 3__._._...........- 10, 000 
§&. Establish doctors’ office and examining rooms (separate rooms for He and examining 

yo 8 for all wards buildings 1 and 3, by enclosing existing 10, 000 


Nore.—Some of above would be included in a complete modernization program of the older buildings. 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Remodel room 3076A, bui No. 20, for culture media preparation. _.__..._._..-_...- 
Intl i gas cocks with locking device where pata enter all buildings, this is a safety 


6, Install ventilating fan with hood in diet kitchen, room 223, building 1-_....... = 
1. Provide parking lot for 60 patients’ cars (fence only, no black top)...................-.- 
8. Install ceramic tile around lavatories in corridors of all wards in pe I 
9, Install garbage disposal units in 5 permanent quarters. - -............-...---.--.-----..- 

10. Ventilate toilet rooms 215, 226, 227, building No. 1_..................------------------- 


1, 
2. 
4, 


2 338 


32 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


1, Icemaking machine with sanitary dispensers (10 each).._....-.....--.-----.---------.-- 
2. Complete dishwashing unit adjacent to the in No. 20.....- 
Revolving oven for bakeshop (1 each)... ...-...-..--.------..-----------------------.-- 
5, Roasting ovens, 3-deck, for main kitchen, 0. 20 (2 
6. Vegetable steamer, 2-compartment, for main kitchen, building No. 20 (i each) -_-._---_- 
i Garbage disposal units with overhead sprays for diet kitchens (6 each).........___-_-__- 
8. Rinse ejectors for dishwashing machines (8 each) Bi wie 
9. Presses for wearing apparel, size 51 (2 each) - 
ll, Installation of light call system, 3-channel radio and over-the-bed lights in rooms in 
wards 10, 11, 12 and 15; t rooms were originally designed for TB rooms and 
are now used for double G.M. & S. rooms..............--.------------------0---e00=- 
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3. What, in your opini are the most pressing needs in your installation? 
(1) Additional personnel; @ replacement roofs (1X. 1(b)); (3) replacement of 
utility lines, such as electric, condensate, and gas (IX, 1(b)); (4) purchase of ice. 
making machine (IX, 2(c)); (5) replacement of kitchen equipment (IX, 2(¢)); 
(6) garbage disposal units for kitchens; (7) modernization of detention ward to 
bring up to standard; (8) installation of deep therapy unit (XI); (9) replacement of 
inefficient sterilizers with autoclaves on certain wards (IX, 1(b)); (10) center 
stairway, building 3(XI); (11) installation of light call system, 3-channel radio 
and over-bed lights (IX, 2(c)); (12) improve lighting of parking areas as a safety 
measure; (13) complete modernization of older buildings. 


FORT BAYARD, N. MEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Fort Bayard, N. Mex. 
Type of services: Type of hospital, TB; G. M. & 8., yes; domicile, no; formal 
outpatient clinic, no. 
ame, qualifications, and tenure of— 
Manager: C. M. Kurtz, M.D., assigned January 4, 1959. 
b) Assistant manager: Joseph C. Mac ney, assigned March 10, 1957. 
(c) Director, professional services: C. M. Kurtz, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise 
Total | TB Neuro- | G.M. & 8. 


BED CAPAOITY AND PATIENTS REMAINING 


Beds not in use (unavailable) 

In process of activation .... 

rent opera’ regardless 

9. Patients remaining ...................- 207 198 | 
10. A daily patient load for 12 

mon’ ending Dec. 31, 1958 189 de 121 |. 


AGE OF PATIENTS 


who were 55 of or 
maining Jan. 10, 1957........ 61 19 
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IT. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit duri hea t) 0 0 0 
15. Number of patients on trial-visit status as . $1. 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total... — 832 966 1,011 
discharge 112 97 116 
27 39 41 
663 830 854 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Need for beds is 
increasing for G.M. & 8S. patients while decreasing for TB patients. This trend 
is ve by a comparison of patients remaining on this report in relation to the 

us report. 
mn. (a) What is the number of TB beds (rated capacity) which were unavailable 
on mreaey 12, 1959, because they were not required for year 1959 operating 


(b) During the t 12 mont how many TB beds (rated capacity) were 


III. Length of stay 


1. Length of stay: Average stay in disc hospital of patients discharged 
the 6 months ending December 31, 1958: 

(6) TB hospitals: Average stay for TB patients, 162 days. 

3. (a2) What system of control do you have to insure a minimum stay in 
ital? We have an active oy a stay committee, comprised of key pro- 
ional personnel, whose p to formulate plans and take tive action 

to reduce length of stay. ospital stay is a frequent topic discussion at 
regular professional staff meetings. 

() t improvements have you made since your last report to this com- 
mittee? We have reduced length of stay from 199 days at last report to 162 
days on this report. This was partly due to a slight smaller percent of TB 

tients, but primarily because of action described in paragraph 3(a) above. 
ous sorme are y representative since majority of our patients have been 

(ec) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there oy identifiable differences in the characteristics of pe. or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) he older — generally 
requires a longer hospital stay, and the trend is unquestionably toward older 
patients. Statistics which provide a more accurate trend than information 
provided on lines 12 and 13 o 2, demonstrate this fact even more forcibly. 

4. (a2) What would be the effect on length of stay if you were able to provide 
post-hospital followup care, as needed, on an outpatient basis? This would 
probably reduce the length of hospital stay. 

(b) t effect would such a program have on your cost of operation? The 
overall cost of operation would increase, but we would be able to treat a larger 
number of patients. Cost of patient-day would be essentially the same as now. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Periodic discussion with ward physicians regarding more prompt discharge 
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of patients. The broader use of the CBOC program could be effective. In addi. 
tion, our reply to question 3, page 10, is related to this subject. 

6. What is.needed to improve turnover of patients? More emphasis on physi 
cian education as to need for prompt ae of patients, and broader ap 
tion of CBOC program. In addition, our reply to question 3, page 10, is related 
to this subject. 

LV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals [hospitalized 
1. Total applicants: G.M. & 4 


Bia many patients are scheduled for admission subsequent to January 12, 
195 

3. What system do you use for scheduling admissions from the waiting list? 
Priority system as established by VA circular 18, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 

tential admissions? 17 were awaiting admission pending determination of 
legal eligibility. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances? Yes. Emergency cases 
are hospitalized immediately. Routine applicants and drop-in cases are admitted 
as soon as eligibility is determined, as we do not normally maintain a waiting list. 

6. Number of applications for admissions from July 1 through December 31, 
1958: Total, 497; approved, 459; rejected, 38. 


V. Hospital staff 
(Repent full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (as 

decrease (~) 
from 1956 
Dee, 31, 1956 | Dee. 31, 1958 to 1958 

2. Physicians, full- and part-time. &0 7.0 -1 

3. Physicians, residents and interns...................- 0 0 0 

4. Physicians, consultants and attendings.............. 9 9 0 

1.0 1.0 0 

7. Hospital aids Cicdeaececaye 43.0 43.0 0 

Therapists and technicians !._.................-.--- 12.0 10.0 a 

workers... ... 1.0 1.0 0 

19. Office of manager, personnel, and finance............ 12.0 12.0 0 

12. Other food-service 38.0 36.0 

- eering ce (exclu » - 

15. Engineering operations (excluding laundry) - -----.-- 215.0 24.0 +9 

17. § services 5.0 5.0 


‘In sical medicine, dentistry, laboratory, X-ray. 
2 Indudes 7 indicated in item 20 of 1986 report. Items 14 and 16 do not coincide with last report due 
revision of accounting methods. Total difference in engineering service in 1956 and 1958 is —2. 


19. (a) Number of member-employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 
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(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: None. 

(c) Average days of hospitalization of owe reported in (6): None. 

22. Number of patients in day hospitalization: None. 

93. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service. --._.......- 16 16 14 

Average r consultant or attending $90. 40 24 $105. 56 
Total amount to all and attendings $21, 340 , 140 $23, 430 
0 0 0 

1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot~ 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 
$. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing 
gram ) 
2, Gifts and donations deposited in general post 
3, Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability, to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
mentex-| ment 
hausted | not ex- 
hausted 
) For treatment of a service-connected 
() For treatment of a non-service-con- 
(1) Patient has 


' Any form of prepayment insurance. 


Notg.—If a patient receiving care for a service-connected disabilit be 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industria] 
or injury: None. 

b) Number of patients in (2) whose qneropen had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur. 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Assignments are taken from beneficiaries in all applicable cases. State. 
ments are prepared and forwarded to fiscal to effect collection. The program is 
administered in accordance with instructions contained in VA interim isaye 
10-424. Cost, $47. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


me Is the addendum filled in before or after the oath of inability to pay is signed? 
fore. 

6. How many addenda following review by the say of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Non-service-connected veterans 
are informed of approximate length of stay in hospital and the estimated cost 
for similar care in community hospitals. This is accomplished in conjunction 
with the completion of VA form 10—-P-10a, addendum to their application. 

8. In your opinion are there abuses of non-service-connec care? 
oxpeenen indicates abuses, if any, are extremely minimal and present no prob- 
em. 

9. Percentage of patients as of qumerey 1%, 1959, in hospitals for treatment of 

ec 


service-connected or non-service-conn conditions: 
War Service Nonservice Total 
connected connected 

= 40 60 10 
World War I. ......- 9 91 100 
8 sh-American War... 0 100 10 
‘eacetime. .. 50 50 100 
All patients. Kcennnbnciadanenebien 20 80 10 
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VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
A daily patient load............. 193 183 189 192.0 185.0 
Full-time equivalent 251 250 248 249.9 249.5 
() $1, 355, 042 | $1,356, 376 | $1, 374,310 | $1, 506,350 | $1, 547,013 
é Salaries of staff ?_...................... 1, 070, 222 | 1,078,389 | 1,103,682 | 1, 243, 166 1, 206, 429 
f Patient travel... “ 10, 988 11, 725 10, 561 10, 704 11, 209 
ae eee 10, 488 10, 661 10, 748 10, 361 7, 687 
Utilities (gas, coal, water, etc.) _____._- 40, 648 40, 013 30, 460 40, 983 43, 
90, 008 76, 601 75, 685 83, 569 79, 329 
ip * eer 27, 839 27, 193 28, 137 28, 941 30, 583 
Medical and dental supplies. _......... 19, 142 21, 374 20, 22, 804 22, 818 

Asset acquisitions in equip- 
.. a 51, 837 59, 142 63, 33, 863 365, 570 
33, 870 , 278 22, 031 31, 869 20, 056 
(m) Cost per discharged patient_--.__.-..... 1, 620 1, 703 1, 521 1, 458 1, 681 

1A for common services: Show all costs to nearest dollar of actual cost. 


‘Including all payroll analysis accounts. 


2. Do you believe that the + nacre fund allocation is sufficient a stents an 
acceptable standard of medical care? Yes, with qualifications. While ma 

ment efforts result in acceptable stan , this often is accomplished at the 
expense of desired improvements of maintenance, repair and equipment require- 
ments. If this continues it will result in plant deterioration and subsequent 
reduction in standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? Yes. We 
believe that allotment on basis of average daily patient load tends to increase 
length of stay when patient load is down. Conversely, when patient load is 
high, and demand for is acute, patients are discharged more promptly. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons mo hee What improvements seem 
possible? Have they been discussed with responsible officials? We do have 
comparison standards with other VA hospitals. We do not feel that such com- 
parisons are entirely appropriate because of (1) comparison with TB hospitals 
when patient load is peers G.M. & 8.; (2) unlike physical facilities; 
(3) distance and location from sources of supply. We have limited comparison 
standards with civil hospitals. We do not feel that such standards serve a useful 
purpose. Comparison standards within the VA are admittedly difficult due to 
marked differences in types of operations. We have not discussed the latter 
with responsible officials. 

_5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.094. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958 through December 31, 1958? $2.294. 

(ce) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 4 housekeeping, 10 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Important for proper staffing in this isolated location where quarters in 
vicinity are not adequate. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? None Sy ees 

7. What, in your opinion, is the capital value of this installation (all buildings) 

on a replacement cost? $8 million. 


8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Inflation. Increased cost in foods, supplies, 
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salaries, services (e.g., 15 percent increase in gas cost), and cost and of 
drugs, etc. Continued increases without offsetting increase in primary fund 
allocation occasionally necessitates economies that are not in best interest of 
other hospital operation; e.g., reduction in necessary maintenance and repair, 
delay in procurement and replacement of necessary equipment, decreased effeo- 
tiveness due to inability to promptly fill key vacancies. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) Extensive systems of decentralized budget controls to 
operating elements; (2) active budget committee; (3) frequent presentation of 
cost reports for discussion at staff meetings; (4) work simplification and incentive 
awards programs; (5) management improvement programs; special surveys and 
studies of problem areas; discussions of cost problems with operating officials. 

10. Laundry service: 

2 Fi was the utilization of laundry per patient per day during calendar 
year 195 


Total Number 
number pat: 
1, 999, 874 15.4 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: per pound, $0.037. 

11. What import does the average-daily-patient-load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Same as question 3, section VIII, 
regarding patient turnover. So far as we can determine, only patients who are 
in actual need of hospitalization are admitted. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. Seasonal and other 
variations in demand for beds precludes a reduction in operating beds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. Our recall rate is so im 
significant as to produce no effect on number of operating beds. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $163. 
(2) Visits to hospitals by patients on CBOC status: 84. 
(3) Cost per visit: $1.94. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Delegation of 
authority. Citeexamples. Decentralization of budget responsibilities peut 
to change bed allocation according to type of patients; authority to esta 
employee-patient ratios; to division/services. 

6) as your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operana Not 
fu yy This station was one of the first hospitals visited rnal 
audit team. 
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(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Good practical administration. 

(3) How was the internal audit valuable to your hospital? Areas requiring 
corrective action and suggestions for management improvement were brought 


out. 
(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Improvement in standard of medical care, record 
keeping and education of professional staff. We would favor a joint team com- 
posed of nongovernment and VA sources to supplement the present inspections 
now being made by area and VACO personnel. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Extremely beneficial through their objective evaluation and beneficial 
suggestions regarding our operations. We appreciate their advice, recom- 
mendations and support in dealing with operational problems. 

(2) Of what value would you think these visits are to VACO? As the 
eyes and ears of the Chief Medical Director, the area office keeps him in- 
formed of field operations. We think this is essential in such a large opera- 


tion. 
(3) Would less frequent visits be more useful? No. We feel that yearly 
visits are desirable. 

(¢) Have directives, circulars, manuals, etc., recentralized operational authority 
in any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development progtem directed toward making good 
employees or good managers? e think that it is directed toward both. e 
stimulation of competition has resulted in the broadening of knowledge of overall 
operations, increased efficiency, and a better understanding of our primary mission. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 

year 

19 | Frozen food refrigerator (completed)....................-------------------------- $10, 700 
Flame failure protection controls (boilers) - -.............----.-.---..-+---+--+---- 10, 400 
Automatic fire sprinklers—hazard areas_..................--...-.-.----.--------.- 1 13, 000 

1960 | None. 

Estimated. 


Not programed, or under consideration for fiscal year 1962: Lawn irrigation 
with additional water supply (deep well), estimated cost, $20,000; chapel (ini- 
tiated by central office, estimated cost not known to station.) 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Replace boiler No. 5 (station o tne). $25, 000 
Exterior painting, quarters buildings 6, 000 
Replace heating units in 6 housekeeping quarters..................-......--..---------.---- 2, 000 
Replace radiators, hospital and warehouse..........._.-...-.-----.------------------------- 1, 000 
Minor equipment replacement and routine maintenance and repair... ....................- 16, 000 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such daleaal 


Description Amount 
Replace 33 each obsolete fire alarm boxes. .........--.---.--------------------------------«s 36, 000 
Replace 18 each heating units, housekeeping quarters_-_..................-....-.2.---2--.-.. 6,10 
Replace air-conditioning compressor and condenser 650 
Gutter and roof replacement quarters 22, 23, and 24......-..---.--.---------eee-en-eeee----- 1,0 
place obsolete bacteriological hood, laboratory... 
by station and would result in cancellation of formal contract conrad ofle 


be pee and installed 
project listed in X, 1, 1961, above. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal vear 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Routine repair, $16,000 per 32, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Electric pumping system to reclaim sewage water. --................-.-.-.--..------------- 1,0 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Replace dishwashing machine, kitchen........................----.-----------+------------ $3, 000 
Replace reach-in refrigerators, 2, 800 
Replace radiators, hospital ($1,000 per year) 000 
ing water units, shops and 300 
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3. What, in your opinion, are the most pressing needs in your installation? 


Description Amount 


lace 
pun 


eplece 18 each heating units, housekee quarters 
Gutter and roof replacement, quarters , and 24 
Drainboards, kitchen dishwashing rooms 

obsolete bacteriological hood, laboratory 
Replace boilers No. 3 and 4 
Replace wood windows with steel, hospital buildings 
Interior painting, hospital, purchase and hire 
Tile wainscot, hospital corridors 
Acoustic tile, corridor ceilings, hospital 
Replace dishwashing machine, kitchen 
Replace reach-in refrigerators, kitch 
Replace steam cooker, kitchen 
Replace radiators, hospital ($1 
Replace utensil sterilizers, hosp 


esse 


Peper 


ALBANY, N.Y. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 110 Holland Avenue. 

City and State: Albany, N.Y. 

Type of services: Type of hospital, G.M. &8.; TB, yes; NP, yes; domiciliary, no. 

Name, qualifications, and tenure of — 
‘ (a) raneer: Richard B. Bean, M.D., VA administrative medicine since 
une 1946. 
P (b) erg manager: Kenneth J. O’Brien, VA hospital administration since 
lanuar 

(ec) Director, professional services: Stanton K. Livingston, M.D., VA hospital 


experience since 1929. 
II. Bed capacity and patient load 


| 
= 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Total Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND NTS REMAINING 


1, 008 
1, 008 


not required for cur- 
plan regardless of 


$1,800 
1,0 
1,0 
1,0 
1,00 
1,0 
unt 
yt 1. Rated bed 48 309 738 570 
2, 000 Beds not in use (unavailable): 
at, ™ 
ren 
9. Patients remaining 908 43 330 133 402 
10. Average daily patient load for 12 
months ending Dee. 31, 1958... 923 49 326 134 
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11. Wh 


service to avoid closing beds. 


is staff unavailable with reference to line 6? 


We have not closed beds 
due to lack of staff. We have spread our medical coverage particularly in nursing 


owever, we are understaffed as a result. 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless sind ond ae 
Otherwise specified) Domiciles 
TB Psy- Neuro- | G.M, & 8. 
chiatric logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older 
(6) Percent of total pateints re- 
44 68 73 & |. 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
24 247 45 288 |. 
(6) Percent of total patients re- 
maining Jan. 10, 1957... -_._- 47 85 33 61 |. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1988 
14. Number of patients sent to trial visit d ~ 25 37 42 4 
15. Number of patients on trial-visit status as . 81. 16 21 21 16 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
4, 352 4, 364 4,213 


(b) If there are trends in any of the components above, please describe their 


significance and impact on the activities of your hospital: 
17. (a) What is the number of T 


one. 
B beds (rated capacity) which were unavail- 


able on January 12, 1959, because they were not required for fiscal year 1959 


operating plan? None. 


(b) During the past 12 months, how many TB beds (rated capacity) were 


converted to other than TB use? 


None. 


III. Length of stay 


1. Length of stay: Average stay in discharg 
during the 6 months ending December 31, 1958: 


ing hospital of patients discharged 


(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 47 days. _ 
2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 


zation required for 


tients discharged during the period April 1, 1958, through 


October 31, 1958, for the following operations (include only the experience of 
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ients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


AV 
Cases length of 
stay 

Subtotal gastrectomy for duodenal ulcer_...................-....---.-.---.-- 9 36.7 
Prostatectomy: 


3. (2) What system of control do you have to insure a minimum stay in hos- 
pital? Length-of-stay committee meets regularly. Management reviews length 
of stay reports in an effort to control what may appear to be excessive stay. 

(b) What improvements have you made since your last report to this commit- 
tee? We have been able to effect more placements of long-term chronic patients 
in nursing homes. Coordinated efforts of entire staff have been directed to 
reducing length of stay. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) Wh boone of no admin- 
istrative practices or policies at this hospital which serve to increase length of stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes. Older age group patients 
in the long-term-vi.re program have chronic conditions which require long-term 
hospitalization. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We believe that 
outpatient followup for non-service-connected cases might serve to reduce length 
of stay to some extent. 

(6) What effect would such a p m have on your cost of operation? It 
would increase our cost of operation due to more available beds and higher turn- 
over, with resultant need for additional staff. ; 

5. What would you suggest to further reduce hospital stay without impairing 
care? If X-ray, laboratory, and specialty examinations could be performed on 
an outpatient preadmission basis, actual inpatient hospital days per case could 
be reduced materially. 

6. What is needed to improve turnover of patients? More foster home and 
nursing home facilities for neuropsychiatric cases and chronic medical and surgical 
cases. Increased funds to provide for more professional, technical and ancillary 
staff, would permit heavier workload in these departments and thereby shorten 
length of stay and increase turnover. 


IV. Waiting lists 


1. Number of eligible applicants not rr hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total te 
care connect: 
Total In non-VA}| Not yet 

hospitals jhospitalized 

1. Total applicants. 906 104 

2. Domiciliary care: Total applicants... _- tes 
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wy many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Our waiting list is maintained in accordance with instructions outlined in VA 
Circular No. 18 dated September 8, 1958. As beds become available, eligible 
applicants are scheduled from our waiting list. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. (a) emergency cases; (5) sery- 
ice-connected cases; (c) persons whose eligibility is established, who have condi- 
tions for which we have no waiting list and for which a bed is available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,469; approved, 2,700; rejected, 769. 


V. Hospital staff 
(Report full-time alvalee: employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 


from 1 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time... 52.3 50.6 -L? 
3. Physicians, residents and interns ovine 14.0 13.0 1.0 
4. Physicians, consultants and attendings.............. 8.8 8.7 -1 
8. Therapists and technicians !.-.....................- 47.2 48.4 1.2 
10. Office of manager, personnel, and finance....._...... 32.4 33.4 +1.0 
8.0 7.0 ~1.0 
12, Other food-service employees... 148.5 141.8 -6.7 
14. Engineering maintenance (excluding laundry) 61.3 56.2 
15. Engineering operations (excluding laundry). ........ 35.0 34.0 -10 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 5. Annual 
(overage) $833. 

) What is the value of this program to the member and to the hospital? The 
member-employee program is of value to patients since it offers an additional 
opportunity for vocational rehabilitation as part of the hospital services. It gives 
patients a chance to relearn job attitudes and skills in a realistic setting where 
they are paid directly for their services. It furnishes a chance for members to 
regain a feeling of confidence in their ability to be productive workers, and it 
improves motivation for returning to community life which is the primary mission 
of the hospital. 

20. What was number of guards on duty December 31, 1958? 8. 

21. (a) a of patients on January 12, 1959, who are in industrial therapy 

am: 87. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 18. 

(c) Average days of hospitalization of patients nopenten in (6): 190. 

22. Number of patients in day hospitalization: None 

23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 ’ 
1957 1958 1959 

Number of different persons who provided service-_--.......... 81 79 80 
Average payment per consultant or attending: ! 

Attendings. -............ $25 $25 $25 

Total amount paid to all consultants and attendings !__.__...- $88, 400 $89, 025 #70, 200 

None None one 

1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were inc ? 


Category Full time Part time | Consultants, 
attendings ! 

25 0 0 
Occupational x 1 0 0 


1 Nore.—We would increase the number of visits by our present consultants and attendings staff. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and educational programs attract academically oriented and better 
trained physicians which promotes better clinical care to patients. It promotes 
closer integration with affiliated medical schools which in turn promotes a higher 
standard of care and advanced knowledge in disease states. These programs 
offer the physicians an opportunity to contribute through his efforts to advanced 
thinking in the clinical care of patients. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post fund__._.........-....--.--- None |_...--.-----0- 
3. Grants from other sources administered through affiliated medical schools... 


33427—59——_68 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958; 


General medical and surgica} 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) 86 2 2 19 3 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
86 2 2 19 3 
(1) Patient has serv- 
ice-connected disability 1 2 1 
2) In receipt of VA pension_____- 29 3 1 B 
3) In hospital more than 30 days. 
4) Other_- 1 14 1 3 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 9. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) An assignment is os te from each veteran admitted who has 

roup or private hospitalization insurance plan or is taking against a third party. 
A rill is rendered for services during his period of hospitalization in accordance 
with interim issue 10-424 and 10~434. We advise the chief attorney on each 
potential or actual workmen’s compensation case in order that he may take steps 
to protect the interest of the VA. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed - $198, 374 $151, 05 
Amount collected _- 56, 469 25, 079 


my Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Hise. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Prospective patients are 
counseled before hospitalization as to cost in order to aid them in making & 
determination as to their ability to pay. : 

8. In your opinion are there abuses of non-service-connected care? It is possible 
that there have been cases of abuse of non-service-connected care. However, 
there have been no cases brought to our attention which would indicate that there 
was sufficient evidence to require reporting such cases for investigation. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected conn 
41 59 100 
Spanish-American War-...........--.----------------- 6 Ot 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 


services (including 84—8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_-_-_-..-_..-- 876 917 911 919 910 
(6) Full-time equivalent staff............- 1,016 1, 020 1, 100 1, 108 1, 102 
(c) $5, 355, 898 | $5,678,023 | $5, 864,511 | $6,435,629 | $6, 702, 261 
Salaries OF Stall 4, 268,868 | 4,556,583 | 4,715,415 | 5,333,375 5, 618, 099 
15, 671 17, 633 15, 846 14,3 14, 637 
') Communications................-..-.- 24, 354 24, 884 24, 900 27,314 29, 313 
) Utilities (gas, coal, water, ete.).__...-- 70, 600 71, 420 , 793 76, 879 77, 138 
360, 870 366, 218 78, 875 370, 968 382, 500 
i) Drugs and medicines._..__........_-_. 170, 185 161, 199 160, 408 164, 395 166, 230 
(j) Medical and dental supplies -......---- 112, 330 131, 567 139, 639 114, 702 124, 898 

(k) Asset acquisitions including equip- 
OS ree ier See 46, 843 59, 720 61, 059 29, 976 28, 381 
286, 177 288, 799 293, 576 303, 694 261, 015 
(m) Cost per discharged patient--_.-......- 728 746 826 871 939 


1 Adjusted for common services: Show all costs to nearest dollar of actual costs. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. (a) There is not sufficient money 
provided to permit us to maintain and replace equipment or procure modern 
items of equipment needed in present-day medical care. (b) The primary fund 
allocation is inadequate to meet the cost of sufficient employees to provide 
acceptable medical coverage in all areas of the hospital. We cannot pay for all 
of the nurses we need and can recruit. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Neither. Our patients’ 
length of stay is based on the need for care. We do not hold patients who are 
medically ready for discharge in order to maintain the average daily patient load. 
Neither do we discharge to reduce average daily patient load for funds purposes. 
We are on occasion forced to hold back admissions due to lack of funds for staff 
to care for patients, and if funds were available, staff would be hired. However, 
we cannot associate average daily patient load with length of stay for funding 
purposes. 

4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have ade- 
quate comparison standards with other VA hospitals and have recently been 
furnished with data on representative civil hospitals, Comparisons with civil 
hospitals are not entirely appropriate. We operate at about as low a per diem 
figure as any VA G.M. & S. hospital. The funds situation at the hospital at the 
present time is more critical than at any other period since we opened. We 


cannot forecast any plans other than to reduce our employment further in order 
to operate within funds allotted. 
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5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.073. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.734. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration and receive the same menu except for 
modifi cations ordered by ward physicians for medical reasons. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None. 

(b) How important are these quarters in maintaining staff and/or for reeruit- 
ment? Our quarters are most important in maintaining staff and always fully 
wer ote They are a definite asset in nurse recruitment, and resident physicians, 
also for unmarried technical and ancillar eomgaoe? 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters are desired. 

(d) Could cost of such quarters be a lucrative investment? They could be 
filled, but the income would be offset by operating costs. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $24,990,000. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Costs of hospital operation have been increased 
by the following factors: Congressionally approved pay raises for all employees. 
Increased costs of food, medical, and operating supplies. Higher cost of drugs 
and the increased usage of high-priced drugs in the modern concept of medical 
eare. Equipment is wearing out and must be replaced. Also many items of 
technical medical equipment can no longer be used for their normal physical life- 
time due to the fact that progress in the medical technical equipment field results 
in new types of equipment appearing on the market each year, outmoding the 
old. The effect of these increased costs is to raise the per diem cost of hospital 
eare about $2 per patient per day each year. 

9. What internal programs have you developed to engender cost consciousness 
at your station? e have decentralized the control of funds to operating division 
chiefs to develop awareness of costs. We furnish cost data to them to show past 
cost experience and let them compare their costs with other stations. A station 
budget committee functions at this station with membership of representatives of 
hospital departments. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pieces 3, 887, 923 10 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and poerpenent, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs + god to Federal laundries, 
excluding memorandum accounts: Per piece, $0.023; per pound, $0.031. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.031; per pound, $0.042., 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? We do not admit patients who do 
not present a very definite need for hospital treatment. Further we do not keep 
patients ken emg beyond the point of maximum hospital benefit except in dis- 

ition problem cases. In summary, the average daily patient load concept has 


no effect on the admission or disposition of patients. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

tient load so funds would not be withdrawn? None of our operating beds can 
be closed. We require all of our beds for patient demand. We do not deliberately 
maintain ws o daily patient load to retain funds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? No effect. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $14,675. 
(2) Visits to hospitals by patients on CBOC status: 3,066. 
(3) Cost per visit: $4.79. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Many procedural 
directives have been eliminated. Cite examples. Prior to decentralization, 
hospitals were forced to follow a strict budget set for each type of expenditures. 
Now managers are told how much money will be available to them and managers 
determine how they will spend their operating funds. Most procedural directives 
have been eliminated and stations are furnished guides and policy statements 
only, with considerable freedom of choice of procedures. 
ve” Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? It appeared that the audit team devoted a proper proportion of 
their attention to practical recommendation and still covered procedural 
review of our operations. 

(3) How was the internal audit valuable to your hospital? The results 
of the internal audit of this hospital served to indicate to us that our admin- 
istrative operations were quite satisfactory. From this aspect we consider 
it to have been of value. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be dévise what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Recommend a joint team make professional medical 
audits for, if nothing else, a fresh outside look with whatever recommendations 
such a team could make. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Area office staff visits permit us to discuss and compare our inter- 
pretation of central office policies with their observation of procedures at 
other stations. They serve to tie us with the central office and other field 
stations and in this regard are helpful. They can see, study and discuss 
problems peculiar to this station and interpret our needs to central office. 

(2) Of what value would you think these visits are to VACO? They serve 
as liaison for gence contact between field stations and central office on 
problems which cannot be handled through correspondence or telephone. 

(3) Would less frequent visits be more useful? I do not feel that area 
office visits are too frequent and would welcome more frequent visits. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Management development program as instituted 
at this hospital is directed toward the improvement of employees in general and 
assisting them in their future development. The end result we attain 
will be better job performance. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F, or M.A.I.R.) over $2,000 
scheduled at this station? 


Fiscal Description Amount 


1961! | (a) Storm windows, building No. 1, project No. 31-5574. $80, 000 
eo Isolation transformers for operating room, project No, 31-5580_..-...-.---.-..- 20, 000 
200, 000 


ce) Animal research laboratory, project No. 31-5576. 


1 Due to severe cold experienced in many patient areas of hospital we are now in process of req 
our central office to consider scheduling of storm window project for fiscal year 1960 rather than 1961, 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
® Under consideration for fiscal 1962: Generators for emergency lighting. _.........-- $63, 000 
6) Submitted to central office of VA, January 1959 for consideration: Plans for additional 
parking areas 33, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
None een as there are not funds available except for routine maintenance. 

(b) n addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
- 
3 Repairs to roof and ceiling in operating room suite to prevent cond tion $15, 000 
e have been informed that funds will probably be made available in 4th quarter, 
fiscal year 1959, or ist quarter, fiscal year 1960. 
{9 Calibrating, checking, and cleaning transformers and switches. 4, 000 
Repairs to roof and ceiling in main kitchen to eliminate condensation._................. 6, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Fiscal year 1960: 
he to parking lot B and completion of resurfacing roads and parking lots, 


000. 
(b) Minor betterments costing less than $2,000, excluding equipment: Installa- 
tion of asphalt tile flooring on all basement corridors and room 5 (basement), 
$1,900. Present floors are concrete and difficult to maintain and are hazardous, 
(c) Replacement and new fixed equipment costing over $1,000: Fiscal year 1960: 


Description Amount 
(a) New dishwashing machine for main patients dining room on 3d floor and rearrangement 
of dishwashing area for more efficient operation $16, 000 
(b) New laundry dryer to replace present dryer..-.......----.-----.----------------------- 6, 500 
ylinder of present dryer is worn out and beyond further repair. Replacement of 
cylinder alone is not practical. A complete new dryer of modern design is most 
economical due to maintenance, repair, and parts replacement.costs on old dryer. 
A new washer-sterilizer to ae en fast safe sterilization for items from contaminated 
ients is essential to control the spread of infection. 
(@d) ographic-fluoroscopic unit, to replace present unit which is worn out......-..---.-- 20, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing current needs of this station are in the following categories: 

(a) Professio staff: 44 additional positions are needed to furnish adequate 
professional, nursing, and technical coverage to our 910 patients. These include 
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95 nurses, 6 physicians, 3 social workers, 2 clinical psychologists, and 1 occupational 
therapist. Annual additional salary cost, $250,000. 
(b) Replacement of wornout and outmoded medical equipment and procure- 
ment of modern items of new equipment, Annual additional needs, $100,000. 
Total additional needs, $350,000. 


BATAVIA, N.Y. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Redfield Parkway. 

City and State: Batavia, N.Y. 

Type of services: Type of hospital: TB; G.M. & 8., yes; domicile, No; formal 
outpatient clinic, No. 

Name, qualifications, and tenure of— 

(a) Manager: Dr. Charles 8. Livingston, 16 years’ Federal service. 

(b) Assistant manager: Mr. Joseph Paris, 17 years’ Federal service. 

(c) Director, professional services: Manager serves as director, professional 
services. 

II. Bed capacity and patient load 


Hospitals—T: of bed or patient 
Item (as of Jan. 12, 1959, unless Daa 77 a 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 


3. 

In process of 

7 


Staff not recruitable: Beds required - 
Type of bed not required for cur- 
rent operating plan regardless of 


9, Patients 224 82 
10, Average daily patient load for 12 
months ending Dec. 31, 1958........- 208 lll 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


6) Percent of total patients re- 
maining (line 9). 68.3 22.3 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 1957_...-... 58.1 40.8 


16. (a2) What is the number of patients dicharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total... 304 298 386 
Irregular discharge.......-----.---------- 106 87 77 
27 33 51 
All 171 178 258 
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(b) If there are trends in any of the components above, ge describe their 
significance and impact on the activities of ye? hospital. e anticipate a con. 
tinuing increase in the number of G.M. & S. patients and a gradual decrease in 
the number of TB patients. This will result in an increase in discharges and 
deaths and a decrease in irregular discharges. All activities related to patient 
care will increase. 

17. (a) What is the number of TB beds (rated capacity) which were unavyail- 
able on January 12, 1959, because they were not required for fiscal year 1959 

) During the past 12 months, how many beds (rated capacity) were con- 
verted to other than TB use? 90. ‘a 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: at’ 

(b) TB hospitals: Average stay for TB patients, 426 days. This figure applies 
to TB patients only as we are still officially a TB hospital. 

3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A length-of-stay committee has been established at this hospital. Dis- 
charge planning is a continuous function of the coordinated efforts of the physi- 
cians, nurses, and social work service. Chief of service continually reviews the 
treatment progress of each patient to insure discharge at appropriate time. 

(b) What ienpeerransente have you made since your last report to this com- 
mittee? Length-of-stay committee has been established and discharge planning 
nego ne have been improved and refined. The importance of early planning 

or patients discharge and the effect of length of stay on the hospital program is 
continually discussed with the staff members concerned. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (Ifso, describe.) Lack of authority to per- 
form certain indicated tests on an outpatient basis as is so frequently done in 
civilian practices prior to hospitalization. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected rengte of stay or which may be 
of importance in the future. (If so, describe.) Constantly increasing age of 
patients means that very many admissions are for the more chronic, slower re- 
sponding conditions. This will become of greater significance by the year, as the 
average veteran age increases. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Would not ma- 
terially effect length of stay as our present CBOC program provides for this post- 
howital followup care in appropriate cases. 

(6) What effect would such a program have on your cost of operation? If funds 
were provided under the 8600 program, the 8400 funds could then be used solely 
for inpatient care with no portion used to support the CBOC program. Thus an 
increase in the cost of the total program would occur. At present some 8400 
functions must be trimmed to support the CBOC program. 

5. What would you suggest to further reduce hospital stay without impairing 
care? More judicious and selective interval summary requests would relieve 

hysicians of certain paperwork, permit more time for patient care, and reduce 
ength of stay. Physicians’ salaries made competitive to civilian institutions so 
as to permit recruitment of highly qualified physicians for existing and future 
vacancies. 

6. What is needed to improve turnover of patients? Adequate funds to sup- 
port a well-balanced professional staff and to provide supplies and equipment 
when needed without relation to average daily patient load. 
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IV. Waiting lists 


1. Number of eligible applicants’ not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total ee 
care ‘0 co 
Total In non-VA| Not yet 
hospitals |hospitalized 
1, Total applicants G.M. & 2 1 1 


2. por many patients are scheduled for admission subsequent to January 12, 
1959? 3. 

3. What system do you use for scheduling admissions from the waiting list? 
Applications are taken from the waiting list and scheduled for admission in strict 
priority as outlined in VA Circular 18, dated September 8, 1958. Subject: VA 
policy on Priorities for Hospital and Domiciliary Care. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 9. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. These patients are applicants 

resenting a medical emergency and delay in admission would result in loss of 
ife or limb. Patients admitted for service-connected condition are usually ad- 
mitted without placement on a waiting list or within 5 days. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 334; approved, 306; rejected, 28. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time em- 
ployees as of December 31, 1956, and 1958. Distribute common service employ- 
ment to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

269. 9 275.0 +5.1 
2. Physicians, full- and part-time. . 10.0 7.0 —3.0 
4, Physicians, consultants and attendings--...........-| 1.9 1.8 -1 
6. Nurses...... 32.0 38.0 +6.0 
7. Hospital aids. 38.0 41.0 +3.0 
Therapists and technicians ! 11.0 12.0 +1.0 

9. Social workers. __... 1.0 2.0 +1.0 
10. Office of manager, personnel, and finance............ 13.0 14.0 +10 
14. Engineering maintenance (excluding laundry) ....-.- 25.0 22.0 —3.0 
15. Engineering operations (excluding laundry) --...-..- 15.0 14.0 -10 
17. 8 services........- 7.0 6.0 —1.0 
18, All other staff___- 52.0 56.2 +4.2 


1In physical medicine, dentistry, laboratory, X-ray 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


am: None. 
(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 
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24. For consultant and attending physicians, show below the required data, 


‘Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service.._-_........ 28 28 2B 
Average per consultant or attending $740 $711. 96 $751.79 
Total amount Pt all consultants and attendings !........- $20, 720 $19, 935 $21, 050 
Total for trav: 0 0 0 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? Fiscal year 1959 primary fund allocation permits adequate 
staffing for our present workload. We have had to defer considerable maintenance 
and repair to permit this. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research program in our hospital consists of both a basic research program 
and an app plied research program. The applied program is generally tied directly 
to patient treatment and care. Examples of the applied research are those at 
— being conducted in the staphylococcus reference laboratory concerning 

he efficacy of autogenous vaccines prepared in various ways and our investigation 
of the correlation between electrophoretic pattern and clinical diagnosis. The 
basic research program, while contributing directly and immediately to the care 
of the patient, does open up various possibilities of improved treatment and care, 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research and train- 

ing (pro- 

gram 8300) 
$22, 101. 08 $2, 104. 50 
2. Gifts donations deposited NOn@ 
3. Grants from other sources administered through affiliated medical schools_ NOm0 |.<s00-0esten 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
mentex-| ment 
hausted | not ex- 
hausted 


(a) Total..... 13 2 4 5 
(6) For treatment of a service-connected 
condition. 2 
(c) For treatment ot @ non-service-con- 
nected co) ll 2 4 5 
(1) Patient has compensable serv- 
ice-connected disability - __.. 3 1 2 
(2) In receipt of VA pension...__- 5 2 1 2 
In hospital more than 30 days. 2 2 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected be in more than 
1 of the categories in (c) above, show him only in that category appearing first 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury. None. - 

(6) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran. None. , 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) VA form 10-2381 is signed by patient. FL 10-98 is forwarded to the 
insurer within 24 hours after hospitalization. A bill is prepared after the 30 days 
of continued confinement, or immediately following hospital discharge. Form 
10-2381 is submitted with initial bill. Line (a), column 5, above, includes veterans 
with nonreimbursable type insurance. 

Where the insured is hospitalized for a disease or injury attributable to employ- 
ment, a statement is included with FL 10-98, requesting whether insurance 
earrier will assume full cost of hospitalization. When reply is in the affirmative, 
veteran is requested to reconsider statement on admission regarding inability to 
defray cost of hospitalization. When medically feasible, he is also advised that 
he should seek treatment elsewhere. Cost of collection for this program during 
calendar year 1958 amounted to $10. (No bills are prepared when chief attorney 
advises that carrier is not obligated to pay. Chief attorney is advised of all work- 
men compensation cases.) 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed. __ $14, 799 $3, 256 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before in those cases where 10—-P-10 and addendum are completed at this hospital. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during the calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? Following the physical exami- 
nation of each applicant for admission,.the admitting physician indicates the 
estimated length of stay on the space provided on the 10-P-10a. The admission 
clerk then reviews with the applicant, the 10-P—10 and 10—P-—10a, and notifies 
the applicant of the per diem rate of local hospitalization and the approximate 
total cost of non-VA hospitalization. Following this review the applicant is asked 
question 28, on the 10—P-—10, if his answer is in the negative the oath is read to the 
applicant, and he is requested to sign the 10—P—10. 

8. In your opinion are there abuses of non-service-connected care? In our 
experience proper use of the 10-P—10a and counselling with the applicant has not 
developed any case in which abuse of non-service-connected care appeared. 
However, it must be remembered that the statements on the addendum are ac- 
cepted as factual without investigation. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected conn 
Korean. 42 58 100 
World War II... 23 77 100 
World War I___ 3 97 100 
Spanish-American War 0 100 100 
Peacetime____ 67 33 100 
All patients 13 87 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load--.-........--. 217.0 212.0 203. 0 205.0 
Full-time equivalent staff_............ 281.4 281.9 274.2 264. 5 mee 
() iia eamnsbinmpil $1, 443, 412 | $1, 464, 448 | $1, 448, 559 | $1, 583, 566 | $1, 695, 315 
1, 124,739 | 1,201,163 | 1,189,743 | 1,300,965 
* 1, 059 1, 131 * 2 
Communications. 4, 719 4, 335 5, 598 966 
Utilities (gas, coal, water, etc.) ......__ 38, 929 37, 131 40, 748 43, 221 47,014 
99, 454 94, 86, 477 92, 122 96, 024 
Hebe and medicines................-- 24, 013 25, 015 24, 199 28, 780 29, 489 
Medical and dental supplies__..._..._. 19, 355 23, 891 24, 293 23, 977 28, 937 
Asset acquisitions equip- 60, 030 25, 696 14, 907 24, 270 ies 
@ Allother.........- 61, 871 50, 543 61, 826 63, 653 61; 023 
(m) Cost per discharged patient ........... 6,065 4, 847 5, 189 4,791 3, 665 
1A for common services: Show all costs to nearest dollar of actual cost, 
2 all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Our primary fund allocation permits an 
acceptable standard of medical care only by the deferrence of many maintenance 
and repair items. Our care is certainly the equivalent of that rendered in our 
community, more refined care and more opportunity for our personnel to partici- 
pate in station improvement actions would require additional funds for more 

rsonnel salaries. In addition, maintenance and repair can be deferred only so 
ong. It then becomes imperative and it is at this point, one which we are fast 
approaching in certain areas, that the work must be done. Under the present 
budget system, this will be possible only through salary savings in the medical 


care 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Basically, we do 
not believe this is a factor of any great significance. It would be rather difficult 
to convince staff physicians that the duration of hospital stay is an administrative 
matter rather than a medical one. The danger in this type of fund allotment is 
the “proportionate withdrawal” theory. It is impossible to quickly manipulate 
your personal service costs (83 percent of the total budget) with slight variations 
in the average daily patient load. In fact, fixed expenses cannot be reduced in the 
same ratio as patient load decreases. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have sta- 
tistical comparisons provided by central office of the experience of all VA hospitals. 
It is quite adequate when it is interpreted only in the light of a general guide. 
Total per diem costs of civilian hospitals are also available to us. In this area 
however, comparison between VA and civilian hospitals is not possible because of 
the difference in the types of accounting systems, the difference in organizational 
structure, and the great difference in the services provided to patients. These 
comparisons are appropriate in that they show how much more the VA provides 
at a lower cost than is possible in the civil hospital. We do not believe any 
improvements in the VA system of comparative studies is indicated as these 
figures are provided us for information and guidance and not for conformity. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.135. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.106. 


(c) if all your patients are not in the same ration, what differences are there? 
Why? The ration in this hospital is standard for all patients and there is no 
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yariation except for special diets prescribed by the physician for specific medical 


reasons. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 24 nonhousekeeping, 50 percent occupancy. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? There is the minimum five designated housekeeping quarters available at 
this station. We believe they play a great part in the acceptance of transfer to a 
new station by one of these designated individuals as the assurance of living 
quarters at the new station is of primary concern to the family situation. Non- 
housekeeping quarters do not carry the same significance as some few years back. 
We do not feel that nonhousekeeping quarters are a factor in maintaining or 
recruiting staff at this hospital. y 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Urban housing is apparently a very difficult problem in most areas 
today. We feel that the provision of adequate quarters for the medical staff 
could result in greater satisfaction to those individuals upon whom the quality of 
medical care so largely depends. 

(d) Could cost of such quarters be a lucrative investment? Not a lucrative 
investment. However, we believe that properly erected quarters could be oper- 
ated in such a manner as to show no loss and a certain amount of profit over the 
operating expenses. In this regard, we feel that the return on the investment 
cannot be measured in dollars and cents alone, but effect upon staff is the much 
more factor. 

(7) What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,600,000. 

(8) What factors have operated to a the costs of hospital operation? 
Please explain the effect of these factors. There are three factors. First, the 
cost of personal services, oe equipment and utility services have all increased 
in total dollar volume. This has resulted from increased cost of the unit value, 
not from increased number of units. Second, patient care is constantly under- 
going refinements brought about by the advances in medical knowledge. This 
most always leads to increased laboratory and X-ray work with constantly in- 
creasing costs in these areas and a need for more specially trained individuals for 
whose services higher rates are applicable. Third, a becomes worn out 
through fair wear and tear or becomes outmoded. Replacement of such items is 
essential and costly. 

9. What internal programs have you developed to engender cost consciousness 
at your station? First, there has been indoctrination of the staff as to the total 
budget philosophy with full explanation of all of the many phases of this very 
interesting subject. In addition, any news received by the station concernin, 
changes in budget procedures, possibilities for succeeding year, etc., are cbieveped 
to the staff at the next management conference. Second, we require staff par- 
ticipation in the preparation of the station budget. Each service or division chief 
prepares an estimate for his area of the expected expenses in the several accountin 
areas. Thus, estimates for necessary supplies, equipment, personal services, an 
other expenditures are made by them. The operating budget is then planned 
and worked out by the station budget advisory committee. Third, upon receipt at 
the station of our appropriated funds, we allocate to each cost center the total 
moneys available to them for the quarter and impress upon them their responsibil- 
ity for not creating deficiencies. ach cost center must maintain a record in the 
form of a running balance, and upon submitting a request for a purchase, must 
indicate the availability of funds. In addition, a study of comparative statistical 
data, provided by central office, is thoroughly discussed with the responsible 
Officials at the station. 

10. Laundry service: 

ae was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


623, 960 81 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.043; per pound $0.059. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.048; per pound, $0.065. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? We do not believe that a patient 
would be admitted to a hospital who was not in need of such care merely for the 
te of average daily patient load. For other applicable thoughts, see section 

III, question 3. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of poeneing just to maintain an average daily 
patient load so funds would not be withdrawn? No operating beds may be closed 
at this hospital. We have attained our average daily patient load since July 1, 
1958, without difficulty. Admission and discharge of patients is entirely for 
medical reasons without reference to average daily patient load. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? is would depend upon the number of eligible 
veterans seeking hospitalization. If there were no waiting list, it seems probable 
that the number of operating beds could be reduced to some degree. However, 
wherever a waiting list exists or a continuing demand is present, the actual num- 
ber of operating beds probably could not be reduced; but an increased number of 
veterans could be provided the hospitalization they need. 

(6) What was your estimated cost for this program during fiscal vear 1958? 

f Total cost: $2,176.60. 
2) Visits to hospitals by patients on CBOC status: 238. 
(3) Cost per visit: $9.15. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Less than 1953. By what methods? With- 
drawal of authority. Cite examples. Authority to classify centralized positions 
was recentralized. All other decentralized authority remains in effect. However, 
a control exists by reason of the primary fund allotment authority exercised by 
central office. Stations have been subjected to 2 percent withdrawals; we are 
warned of a possible 28 percent withdrawal in the fourth quarter of fiscal year 
1959; and, at present, unobligated salary moneys are not available for other uses 
asin the past. The latitude of station operation becomes narrowed and restricted 
through these necessary actions although there has been no true diminution of 
operational authority at the field station level. 

a (b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Such a procedure would establish an audit based 
upon how well we had attained the true objectives of a hospital; namely, the 
level of medical care provided the veteran patient. Such results are not measur- 
able in terms of dollars and cents. This audit must be conducted by men from 
governmental hospitals who are familiar with overall Federal procedures, Other- 
wise, too much time would be required to indoctrinate the nongovernmental 
individual. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are very helpful in assisting station personnel to main- 
tain a large perspective. In addition, we have the opportunity to discuss 
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with these supervisors our problems, our thinking, our plans, and review of 
our operation with helpful suggestions for improvement. 

(2) Of what value would you think these visits are to VACO? The reports 
provide an on-the-spot personal appraisal of the total station program with 
particular emphasis on the field represented by the specific supervisor. Cen- 
tral office undoubtedly obtains much information and understanding that 
would not otherwise be available to them. 

(3) Would less frequent visits be more useful? We have always considered 
the purpose of such supervisory visits to be of help and assistance to the 
station. Constructive criticism always results. Visits at somewhat more 
frequent intervals than is now possible would be helpful. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. The recentrali- 
zation of classification for centralized positions is the only major example. We 
feel that the loss of this authority from the station has in no way impeded our 
operation. 

” Is the management development program directed toward making good 
employees or good managers? Making good employees. This is basic and essen- 
tial, and without it he will never be a good supervisor or manager. Employee 
advancement is not dependent upon participation in any particular improvement 

rogram ; but upon how he responds and funetions with the opportunities afforded 
fim by the program. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiseal Description Amount 


1960 | Additional connection to city water system, which will provide much needed 
increase and stabilization of water pressure for both hospital use and particu- 


Not programed, or under consideration for fiscal year 1962: A project for re- 
location of fluoroscopy room and replacement of X-ray equipment in estimated 
amount of $34,000 is tentatively programed for fiscal year 1962. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1, Connection of suction machine to emergency $500 
2. Replacement of existing floor covering in buil No.1. Estimate- 3, 800 
3. Remodel office of registrar, including patients’ ission area. 2,000 
4 Repointing of radial chimney -................-.-..---.--------- 893 
5. Cleaning and painting of exterior of elevated water storage tank 1, 982 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 

1. Repairs to slate $2, 000 

2, Seal treatment on 3,500 square yards of road surface. ............-...---.---------------- 1, 750 

3. Installation of drainage system, main entrance road___._...-- 2, 000 

irs to pavement, main entrance road - 2, 000 

5. Repairs and replacement of conerete sidewalks..............-..-..----------------------- 1,800 
6. Installation of automatic phen pae systems in certain areas, building No. 1 (while dete- 
rioration of building will not result if this project is not completed, the installation 

of sprinklers is considered necessary to provide maximum fire protection) ............- 1, 987 

- Installation of coal-handling equipment in central heating plant--- 2, 000 

8. Relocation and replacement of gasoline pump and tank.._. 1, 500 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1b above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal Description 
year 


Amount 


1960 Repairs to flat metal roofs, buildings Nos. 6 and 8 


Calking, pointing, and wa’ fing, building Nos. 4, 5, 6, 7, and 8... 
Repair and replacement of window screens, buildings ‘Nos. 1 and 5..__- 
Replacement of existing floor covering, building No. Biis.t 


Re to gutters and downspouts, buildi: Nos. 6, 8, Pr 


Replacement of steam condensate return lines, buil INO. Bebiwnndbus 
Installa of ‘‘Kalistron’’ on corridor walls, building 


ng, poin 
Replacement of existing floor building No, 
. Replacement of steam condensate return lines, No 


+ and wearing coat to station 
ion of ‘‘Kalistron”’ on corridor walls, building No. 1....-.-..-. 


8. Repairs to slate roofs...................-.-..-.--- 


10. Replacement of portion of bi Sap on 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal . Description Amount 
year 
Replace lighting fixture in office spaces with fluorescent 
Installation hy ee hospital and city of Batavia fire- 
alarm s 2 000 
1961 | 1. Replace pave nan incandescent lighting fixtures in office space, buildings Nos. 
2, 3, and 4, ba fluorescent fixtures 1, 200 
2. Additions to road drainage system , 2, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
Fiscal Description Amount 
year 
1960 | 1. 2each, washing machine in laundry (replacement) -__-_..._......-...-.--.------ $20, 000 
3.1 each, bookkeeping machine (Burroughs sensimatic accounting machine with 
4.1 operating table (replacement) - -..........-...-.....---.--------------.- 2, 000 
6. Replacement of quarters furniture (replacement) _______ ____ 1, 500 
1961 1. Refrigeration compressor and evaporators (replacement) - . 3, 500 
2. Pressing unit for laundry — 2, 500 
4. Potato peeling machine (replacement) -.._...............--.-----------------. 1, 100 
5. Replace 2 motor vehicles (replacement)_...............---- 4, 600 
6. Dictaphone equipment (replacement) 2,000 
7. Variable height beds (replacement) 2, 000 
Stoker equipment (replacement) 1, 200 
Physical therapy equipment (replacement) 1, 500 
0. Replacement of quarters furniture (replacement) 1,500 


3. What, in your opinion, are the most pressing needs in your installation? 
This hospital i is 25 years old and our most pressing need is for adequate funds to 
properly maintain the physical plant and to replace depreciated equipment. 
addition to those items listed under 1(b), section XI, the following should be ac- 
complished within the next year and represent the greatest need: 


1, 
2. 
3. 
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Description Amount 

1, 2washing machines are urgently needed in laundry to replace like machines in use since 

1934 and which are now wornout, obsolete, and replacement parts no longer available__ $20, 000 
9. Replace wornout steam kettles (2) in kitchen.-_.........-.....----.-------..----------- 1, 500 
4. Replacement of 3 motor vehicles, 1 passenger, 2-trucks._.-...............2-------.------ 4, 800 
§. Repairs to flat metal roofs, buildings Nos. 6 and 8._.____.-.....-.-.-------------------- 2, 000 
6. Repairs to gutters and downspouts, buildings 6, 8, and 10_______._..-...--.------.------ 2, 000 
7, Caulking, painting. and waterproofing, buildings 4 and 5..__.._...._......_-.-.----.... 2, 000 
Repair and replacement of window screens, build: 1, 800 
9, Replacement of steam condensate return lines, building No. 2..............-....-....-- 1, 500 
10. Refinish interior of elevated water storage tank._.._._.__......-_-..-.---.-------------- 1,800 
ll. Bookkeeping machine (Burroughs sensimatic accounting machine with typewriter) 


: BATH, N.Y. 
I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: Bath, N.Y. 

Type of services: Type of hospital, G.M. & 8.; NP, yes; domicile, yes; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 

_(a) Manager: J. M. Nichols, 38 years’ experience in hospital field, manager 
since 

(b) Assistant manager: J. J. Gallagher, 28 years’ experience in hospital field, 
assistant manager for past 12 years. 

(ec) Director, professional services: F. I. Bloise, M.D., F.A.C.8., director of 
professional services since 1955. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless bisa on 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 


3. 
6. 
7. 


Staff ay recruitable: Beds re- 


9%. Patients 10 152 1, 290 
10. Average daily patient load for 12 
months ending Dec. 31, 1958._....-- 258 1 42 4 191 1, 285 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- t 
main 93.0 90.0 73.7 88.8 


who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 79.9 88.6 


33427—59—_69 


re 
in 
), 
00 
0 
00 
00 
rent operating plan regardless of 
| | 
| 


1066 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit ones ear ___ 6 9 8 1 
15. Number of patients on trial-visit status as Dee. 31. 6 9 6 2 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
132 157 14 
1,951 1, 808 1, 556 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities on your hospital. There has been very 
little change in the age groups of the patients and members remaining on January 
12, 1959, when compared with those remaining on January 10, 1957. Discharges 
in 1958 decreased because of construction and deactivation of beds. 

17. (a2) What is the number of TB beds (rated capacity) which were unavailable 
- pe 12, 1959, because they were not required for fiscal year 1959 operating 

an one. 
. (b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Anwege stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: (a) G.M. & 8S. hospitals: Average 
stay for G.M. & S. patients, 50.6 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience. of any 
patients with multiple treated conditions) : 


erage 
Cases length of 


Hemorrhoidectomy 2 14 

Subtotal gastrectomy for duodenal ulcer__.................-----..-..-------- 3 47 
2 


Prostatectomy: 
Retropubic 
Perineal 


1 
2 
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3. (2) What system of control do you have to insure a minimum stay in hospital? 
(1) Periodic study of length of stay by hospital length-of-stay committee. Com- 
mittee is composed of the director, professional services, hospital chiefs of services, 


and registrar. (2) Continued emp 
staff conferences. 


is on decreasing length of stay at frequent 


(b) What improvements have you made since your last report to this committee? 


None. 


(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing no of stay? (If so, describe.) None. 
(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 


importance in the future. (If so, describe.) 


Due to the increasing age of the 


members who represent approximately 60 — of the patients in hospital each 


day no significant improvement anticipate 
4. (a) W 


hat would be the effect on length of stay if you were able to provide 


posthospital followup care, as needed, on an outpatient basis? Present program is 


adequate. 


(b) What effect would such a program have on your cost of operation? Any 
expansion of present program would require additional professional and adminis- 


trative staff. 


5. What would you suggest to further reduce hospital stay without inpairing 


care? No suggestion as it applies to this center. 
6. What is needed to improve turnover of patients? 
chronic long-term patients. 
IV. Waiting lists 


Providing facilities for 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA} Not yet 
hospitals |hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? No patients; 43 members were scheduled for admission subsequent to 
January 12, 1959. 

3. What system do you use for scheduling admissions from the waiting list? 
Strict compliance with Circular 18 dated September 8, 1958, VA policy on priorities 
for hospital and domiciliary care. 

4. In addition to the persons reported in reply to questions 1 and 2 above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? Fifteen domiciliary members who were awaiting admission 
to hospital for elective surgery. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“Yes’’, please descibe the circumstances. Yes, only if they are emergencies or 
require hospitalization or domiciliary care for service-connected conditions. Also, 
when there is no waiting list and appropriate bed is available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, hospital 524, domiciliary 755; approved, hospital 434, domiciliary 589; 
rejected, hospital 90, domiciliary 166. 
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V. Hospital staff 


(Report full-time equivalent for both full- and part-time employees as of 
December 31, 1956, and 1958. Distribute common service employment to pro- 
vide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
‘ from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
1. 405. 5 329.7 —75.8 
2. Physicians, full- and part-time. 21.2 19.6 
4. Physicians, consultants and attendings- - ..---...---- 1.8 1.9 +.1 
8. Therapists and technicians !__...-.........-.-------- 18.2 16.2 —2.0 
10. Office of manager, personnel, and finance... 14.8 13.4 —L4 
12. Other food-service employees... 61.0 49.0 -12.0 
14. Engineering maintenance (excluding laundry) ...- --- 9.4 12.6 +3.2 
15. Engineering operations (excluding laundry) - -------- 24.1 27.5 +3.4 


1In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 120; annual 
wage (average), $801. 

(6) What is the value of this program to the member and to the hospital? In 
reestablishing the ability of the member to return to active community life or 
improve his adjustment to living in a domiciliary setting. An important facet 
of the domiciliary rehabilitation program and a distinct contribution to the mission 
of the center. 

20. What was number of guards on duty December 31, 1958? 9. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. No program at this center. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .......-.-- 25 25 24 
Average payment consultant or attending !___.......-...- $923 $970 $1, 163 
Total amount paid to all consultants and attendings !___..___- $17, 775 $18, 666 $22, 582 
Total for travel. . $5, 305 $5, 591 $5, 341 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? - 


Category Full time Part time | Consultants, 


Physici 


professional... . 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The contribution of the research and education program toward patient care 
cannot be estimated in dollars and cents in most instances. True, the product 
of some research will directly improve patient care. But the influence of the 
research spirit and discipline on the morale and attitudes of the entire staff will 
have an even more beneficial effect on patient care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
‘ ing (pro- 
gram 8300) 
1, VA appropriation..........-...-------------.----------- ae $13, 966 $121 
2. Gifts and donations deposited in general post fund 
3. Grantsfrom other sources administered through affiliated medical schools_ 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(a) Total... 7 
(b) For treatment of a service-connected . 
(c) For treatment of a non-service-con- 
6 | 7 7 
(1) Patient has compensable serv- 
) ice- connected disability .... 2 bs bie 2 
(2) In of VA pension... 2 2 


} Any form of prepayment insurance. 


NotTe.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury. None. 

by Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran. None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Assignments are secured from all beneficiaries admitted for the treatment 
of non-service-connected disabilities who have hospitalization insurance. If we 
are unable to effect collection from the insurance carrier the case is referred to the 
chief attorney, VA regional office, Buffalo, N.Y., for further action. Upon 
receipt of interim issue 10-424, May 1957, we discontinued billing each item of 
service furnished and we limited the amount to a sum equal to the hospital’s per 
diem cost times the number days of care. The estimated cost of collection for the 
calendar year 1958 was $765. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed $39, 512 $18, 
Amount collected 14, 072 6, 


—- Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The beneficiary is advised of 
the estimated length of hospitalization required for his particular disability. He 
is advised at the same time of an eben cost for comparable care and treat- 
ment in a community hospital in the area, including hospital and physician fees. 

8. In your opinion are there abuses of non-service-connected care? At the 
present time we are not aware of the existence of any abuses of non-service- 
connected care at this center. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean (4) 100.0 100 
World War II. ‘ (5) 10.4 (43. 89.6 100 
Works 5.6 (2) 1.5] (181 98. 5 100 
Peacetime - 60.0 (2) 40.0 100 
All patients. (10 (195) 95.1 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load_........._- 316.0 309. 0 315 312.0 200.0 
6) Full-time covalent SES 411.8 401.9 402 392. 6 326.6 
(c) $2, 089, 591 | $2,190, 607 | $2, 187,334 | $2,357,305 | $2, 125, 691 
Salaries of staff 2 1, 750, 328 | 1,845,774 | 1,812,220 | 1,978,669 | 1,793,077 
e) Patient travel... 9, 654 10, 093 8, 144 8, 861 4, 633 
Communications..........-..--------- 7, 795 8, 607 9, 364 9, 088 8, 495 
) Utilities (gas, coal, water, etc.)_-...... 28, 679 30, 122 33, 353 31, 810 30, 771 
125, 975 123, 196 125, 464 129, 893 89, 855 
i) Drugs and medicines.................- 36, 707 38, 220 31, 733 33, 967 31, 047 
Medical and dental supplies__...._.... 39, 072 . 36,275 36, 307 31, 845 31, 585 

) Asset acquisitions including equip- 
ment 8, 159 15, 015 58, 066 40, 926 027 
(All other. Shite 83, 222 83, 305 72, 683 92, 246 103, 201 
(m) Cost per discharged patient _........ $804 $846 $763 $1, 210 $1, 338 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 

2 Including all payroll analysis accounts. 

3 1955 and 1956 data are based on tabulations of 25 percent sample of discharge records, and 1957 data are 
based on tabulations of 20 percent sample of discharge records. 
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2. Do you believe that the peimesy fund allocation is sufficient to provide an 
acceptable standard of medical care? We are providing acceptable medical care 
but are finding it extremely difficult to provide this care with the ever-increasing 
costs. In the meantime equipment and maintenance and repair programs are not 
receiving adequate support. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? Howorwhy? Unknown. There 
is definitely a distinct relationship to increased operating costs when there is a 
decreased length of stay. Additional workloads are generated in the care of more 
individual cases in nursing service, ancillary, and other supportive activities 
including administration. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appreptiater What improvements seem 

ible? Have they been discussed with responsible officials? The differences 
in the composition of hospital and domiciliary centers do not provide adequate 
comparison standards. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? Hospital, $1.097; domiciliary, $0.859. 

(b) What is the cost per served ration for all other food service activities from 


July 1, 1958, through December 31, 1958? Hospital, $2.899; domiciliary, $0.909. 


(c) If all your patients are not on the same ration, what differences are there? 
Why? Hospital patients are served the basic ration allowance plus 10 percent 
for all G.M. & S. patients and 30 percent for TB patients in the meat, milk, and 
butter food groups. They are all served a basic ration allowance plus 10 percent 
for the fruits and vegetables, bread and cereal, other fats, and miscellaneous food 
group. Domiciliary members on regular diets are served 90 percent of the stand 
ard basic ration allowance. The full basic ration allowance is allowed for domi- 
ciliary members on modified diets. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 16 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters are important at this station because we are located in an 
isolated small community. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion is the capital value of this installation (all buildings) 
based on a replacement cost? $25 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) (a) Increased costs for salaries, 
supplies, services, utilities, etc.; (b) advances in medical treatment and pharma- 
ceuticals; (c) increased utilization of ancillary professional personnel; (2) more 
individuals are being served because of the advances in medical treatment. 

9. What internal programs have you developed to engender cost conscious- 
ness at your station? (1) Control of expenditures at the using level; (2) monthly 
reports of costs. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


1, 598, 886 2.83 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than MP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONT R-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0513; per pound, $0.0687. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0555; per pound, $0.0743. 
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11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Not significantly. 

(6) What was your estimated cost for this program during fiscal year 1958? 

1) Total cost: $1,542. : 
2) Visits to hospitals by patients on CBOC status: 167. 
3) Cost per visit: $9.23. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital ae was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Central 
office directives. Cite examples. (1) Primary fund allocation; (2) decentraliza- 
tion of appointments; (3) decentralization of classification. 

i (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? To 
some extent. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Their interest appeared to be in good practical administration, 

(3) How was the internal audit valuable to your hospital? They identified 
some areas that could be improved. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
OY changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACQ? Or be 
conducted by a joint team? (a) If a professional medical audit could be made 
on ideal conditions it would appear that some benefit might be derived. 

oint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
— se periodic check of operating divisions by qualified personnel is 

neficial. 

(2) Of what value would you think these visits are to VACO? They 
apprise central office of station operations. 

3) Would less frequent visits be more useful? An annual visit is adequate. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how “4 citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Toward making good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 


1. 
2. 
3. 
4 
5. 
6 


I 
- 
1 
2 
3 
4 
5 
6 

] 
| 

1 Estimated. 
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Not programed, or under consideration for fiscal year 1962: 


5. Modernize buil 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiseal year 1959. 


Description Amount 
1, Replace outside steps and retaining wall, building 30. _........._...-.-...-.-------.----- $1, 475 
3. Installation of leaching bed at buildings 50, 51, 52, 54, 55, 56..........-__.------.----.---- 1, 525 
6, Install enclosure and floor in connecting corridors between building 78 and 24, and 24 and ss 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 

1, Repairs to stokers, boilers 2, 4, 5, boiler house......--...-..----.------------------------- 5,010 
2. Replace radiators and valves, spital 3, 300 
5. Repairs to elevators in hospital building and buildings 76 and 78_................-.------ 16, 000 
6, Retube domestic hot water Ptank 3, 000 

° Tuckpoint, sand blast, waterproof buildings 14 and 24. ___.____..--__.---..--.-_.-------- 20, 000 


2. Future plans: In the following three senietadldy list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 
question 1(b) above.) 


(Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1. Resurface roads at $10,000 per year_.............-...-.-.-.-- $20, 000 
3. Replace stone riprap on river banks cad 6, 000 
4, Remove and replace diseased trees and reforestation at 4, 000 
5. Replace and install new protective fence............-...-...-.-.-.----..---.------------ 10, 000 
7. Extension of water mains................- 4, 000 
8 New parking lot for administration building_.................-...-.--------..--.--...-. 8, 000 
10. Replace heating units and distribution system in buildings 54, 55, 56, 50, 51, and 52__._. 12, 500 
12. Repair to elevators in buildings 26, 30, 33, 34, 35, 24, 17, 76, 78_ 19, 200 
13. Revamp steam distribution lines in laun aundry. MR FSR 7,000 
14. Repipe steam manifold to cooking units in building 24 1,050 


ing 
nts 
Description Amount 

‘ily 

9. Alterations to domiciliary dining room and kitchen, building 24...-.--.....-....--...-.- 90, 000 
of alerations werehoute, botiding 76- «<<< 145, 000 

Domiciliary dispensary with connecting corridor to building 78.._.______________________ 430, 000 

ans 48, 000 
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(b) Minor betterments costing less than $2,000, excluding equipment: None, 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
1, Replace 3 transformers in buildings 30, 34, and 78_- $2, 400 
2. Replace street lighting with transformers and controls 1, 200 
3. Replace 2-boiler water feed pumps_.................-...-.-.-.---. 4, 000 
4. Replace 6 stokers in boilers.....................--..-. 7, 500 
5. Replace boiler No. 4 as recommended by boiler inspector.................-.-.-.-------- 50. 000 
7. Replace water softeners in boilerroom...... 10, 000 
8. Replace deep well pump -...-..... 1,200 
9. Replace exhaust fan, building 76___........- stig 1, 200 
10. Replace washing machines, laundry, year 1960. 42,110 
11. Replace extractors, laundry, year 1961. 40, 270 
12. Install monorail system in laundry, year 1961 8, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
1. Facilities to provide care for 200 chronic, long-term patients, inasmuch as 
the hospital is not large enough to support current needs. Direct admissions to 
the hospital have been, and will continue to be curtailed since beds are only avail- 
able for service connected and extreme emergencies. 2. Replacement of domi- 
ciliary buildings and library building which date back to the 1870's. 


BRONX, N.Y. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 130 West Kingsbridge Road. 

City and State: Bronx, N.Y. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of — 

(a) Manager: Dr. A. M. Kleimann, manager since July 1957. 
; on Assistant manager: Herbert C. Chase, assistant manager since December 

(ec) Director, professional services: Dr. Samuel Glassman, director, profes- 
sional services since September 1957. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless ~ 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1. Rated bed capacity. 1, 442 83 150 56 1, 108 
Beds not in use (unavailable): 

6. Staff not recruitable: Beds re- 

t. Type of bed not required for cur- 

rent operating plan regardless of 

9. Patients remaining--................-.- 1, 305 96 140 53 1,016 |..caassauuie 


10. Average daily patient load for 12 
months ending Dec. 31, 1958__.....-- 89 140 58  |.-.-....ae 
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IT. Bed capacity and patient load—Continued 


> 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


AGE OF PATIENTS 


12. Pationts in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(a) Numbe: 542.0 19.0 

(6) Percent of total patients re- 

maining (line 9) 41.5 1.5 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 

450.0 23.0 

(6) Percent of total patients re- 

maining Jan. 10, 1957 34. 6 18 


1 Included under psychiatric. 
USE OF TRIAL VISIT 


14. Number of patients sent to trial visit during year__- 0 
15. Number of patients on trial-visit status as of Dec. 31- 0 


16. (a2) What is the number of patients discharged from your hospital during 
the past 33 calendar years? 


Type of discharge 1956 


9, 173 
434 
634 

8, 105 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The percentage ie oe 
tients over 55 has increased by about six, almost entirely in G.M. & 8S. his 
reflects not only an aging veteran population but also advances in medical knowl- 
edge derived from research which enable us to offer more to these patients. The 
impact will be to increase cost of care and to lengthen hospital stay. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(6) During the past 12 months, how many TB beds (rated [capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 42.7 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 


21.0 20.0 

Calendar year 
1955 1956 1957 1958 
0 0 0 
0 0 0 

0; 1957 1958 . 
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patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 
Subtotal] gastrectomy for duodenal ulcer_--__...._......-..-...--.------------ 0 0 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Chiefs of clinical services and section chiefs constantly supervise residents 
in this regard. Length-of-stay committee reviews records critically and its find- 
ings and recommendations are transmitted to chiefs of service for appropriate 
es Early planning with social work service for patient discharge is em- 
phasized. 

(6) What improvements have you made since your last report to this com- 
mittee? No improvements, but continuation of same methods and repeated 
review of records. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) he increasing percentage of 
patients over 55 years of age will be of increasing importance in lengthening dura- 
tion of stay in the future. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? There would be 
some reduction in the length of stay of some of those patients who live within 
relatively easy commuting distance from the hospital. About 70 percent of our 

tients live within such distance. Only some, perhaps one-third of these, would 

ve their hospital stay reduced if full outpatient facilities were available. 

(b) What effect would such a program have on your cost of operation? The 
cost would increase considerably. The inereased inpatient turnover would enable 
us to treat more inpatients, and this extra cost would be added to the outpatient 


costs. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Preadmission diagnostic workup on an outpatient basis. 

6. What is needed to improve turnover of patients? Better community facili- 
ties, such as nursing homes, for long-term patients who have reached maximum 
hospital benefit. Current facilities are inadequate both in numbers and in quality, 
and they are also too expensive. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
“ Service 
Type of care required 'o connected 
Total |Innon-VA| Not yet 

hospitals |hospitalized 

1. Total applicants 20 0 20 2 
TB. 

NP 10 0 10 
G.M.&8 10 0 10 10 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? 64. 

3. What system do you use for nrg me admissions from the waiting list? 
VA Circular No. 18, September 8, 1958, ““‘VA Policy on Priorities for Hospital and 
Domiciliary Care.” 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 113. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,’’ please describe the circumstances. (a) Emergencies, and (6) nonurgent 
cases with conditions for which a bed is available and for which there is no waiting 


list. 
6. Number of applications for admission from July 1 through December 31, 
1958: Total, 7,109; approved, 4,101; rejected, 2,833; and 175 referred to other 


VA hospitals. 
V. Hospital staff 
rt full-time equivalent employment for both full- and part-time employees 


(Re 
as of Deocnber 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1, 860. 4 1, 752. 5 —107.9 
2. Physicians, full- and part-time...............-...... 62. 5 65.0 +2.5 
3. Physicians, residents, and interns-__................ 61.5 57.5 —4.0 
4. Physicians, consultants, and attendings_............ 26. 8 24.6 —2.2 
8.0 7.0 —1.0 
433.0 444.0 +11.0 
8. Therapists and technicians !.............-.--.------. 140.8 127.9 —12.9 
10. Office of manager, personnel, and fi 35.0 37.0 +2.0 
12. Other food-service employees.-........-..------------ 243.0 238. 0 —5.0 
14. Engineering maintenance (excluding laundry) --..... 96. 0 98. 0 +2.0 

15. Engineering operations (excluding laundry) ...-.-... 24.0 24.0 0 


'In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 11. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program; 9. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 12. 

(c) Average days of hospitalization of patients reported in (6): 171. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: Three. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service_-_-_..-...-.- 138 138 135 
Average payment per consultant or attending !__._......-.... $1, 155 $1, 209 $1, 272 
Total amount to all consultants and attendings !__......- $157, 320 $166, 910 $171, 685 
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25, What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
Therapists and 6 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
They enable us to recruit and retain the high caliber of medical staff which we 
now have. Without such programs it would be impossible to retain most of thege 
physicians. The presence of such a staff assures our patients of a high quality 
of care. The presence of young residents with intellectual inquisitiveness is 
directly beneficial to patients. The academic atmosphere created by the teaching 
and research results in careful consideration of the many facets of a patient’s ill- 
ness, and thus redounds to his benefit. Research does the same and, in addition, 
makes available to our patients sooner than to the general public the newer 
medical discoveries. 

Among the many research studies which have been carried on at this hospital 
and which have had direct results in improving patient care are: (a) study of 
renal tuberculosis; (b) development of the ultrasonic locator for tumors and 
foreign bodies in the eye; (c) radioisotope studies of insulin resistance in diabetes; 
(d) the rheumatoid arthritis test which was devised at this hospital and which 
has now become an important diagnostic procedure in general medicine; and (¢) 
experimental animal surgery in relation to the development of a heart-lung pump 
for cardiac surgery. While the pump is not yet ready for clinical use, the im- 
proved technical surgical skills acquired by the surgeons participating in this 
study has redounded to the benefit of patients who are operated on for vascular 

ase. 

In addition there are the following studies, carried on in cooperation with other 
VA hospitals, which have resulted in definite improvement in patient care: (@) 
Drugs for the treatment of pulmonary tuberculosis; (6) tranquilizing drugs for 
psychiatric patients; (c) cancer chemotherapy; and (d) oral drugs for diabetes. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general 0 0 
3. Grants from other sources administered through affiliated medical schools_ 47, 253 0 


( 
( 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(0) For treatment of a service-connected 
(¢) For treatment of a non-service-con- 
nected condition...................- 157 7 3 0 30 117 
(1) Patient has compensable serv- 
ice-connected disability -__... 27 3 0 0 6 18 
(2) In receipt of VA pension. --..- 35 1 2 0 2 30 
(3) In hospital more than 30 days-_ 49 2 1 0 12 34 
46 1 0 0 10 35 


1 Any form of eee insurance. 
2 Not applicable. 


Notre.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

és) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) We bill all companies which do not exclude in their contracts payments 
to the Veterans’ Administration. Cases in which third-party actions are pending 
are submitted to the chief attorney. The estimated cost of collection is about 
$3,787 per year. 

4. Compare amounts billed to insurance companies, veterans, and employers, 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ter. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The addendum to the 10—P-10 
is stamped as follows and filled in with information supplied by the admitting 
physician. Before he signs the oath the veteran is informed of the estimated cost 
and warned of the penalties for making a false statement. 


Estimated professional cost 
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8. In your opinion are there abuses of non-service-connected care? No, 
9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean... 34 66 10 
World War 17 83 10 
79 21 100 
All patients_.. 16 84 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
() Average daily patient load___........-. 1, 270.0 1, 253. 0 1, 260. 0 1, 261.0 1, 260.0 
6) Full-time equivalent staff...........-. 1,812.3 1, 782. 8 1,813.9 1, 768. 9 1,777.4 
(c) $9, 739, 795 | $9, 963, 990 /$10, 013, 490 |$10, 874, 852 | $11, 680, 439 
7,848,815 | 8,258,991 | 8,207,192 | 8, 930, 638 9, 555, 787 
e) Patient travel... 183 12, 430 9, 895 9, 708 10, 125 
( 9 Communications. -.-................. 30, 540 30, 212 36, 022 38, 247 41, 256 
) Utilities (gas, coal, water, etc.)......-- 232, 707 188, 537 243, 773 221, 591 229, 012 
556, 105 535, 388 547, 891 575, 360 553, 775 
i) Drugs and medicines. -........-....-- 289, 087 261, 728 305, 097 324, 645 304, 804 
) Medical and dental supplies--....--... 229, 987 269, 058 293, 020 323, 473 348, 897 

k) Asset acquisitions including equip- 
Ghd 203, 516 143, 186 122, 387 175, 306 174, 277 
@ All other.....-.-.. S 343, 855 264, 460 248, 213 275, 884 462, 506 
(m) Cost per discharged patient... .......- 804 914 860 1,141 1, 230 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 uding all payroll analysis accounts, 


2. Do you believe that the pony fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes; but with the following qualifications. 
It is not enough to provide replacement of the very expensive items of equipment 
such as X-ray equipment. Another qualification is that we have not been 
able to recruit nurses in sufficient numbers to meet our needs, and the money 
thus saved has been spent to meet other essential needs. Should sufficient num- 
bers of nurses become available, the present primary fund allocation would not 
be sufficient to hire them and at the same time to continue to meet our other 
essential needs. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? It increases the length 
of stay slightly in the following way. hen beds become available on the surgical 
service which are not required for emergency cases, patients with elective surgical 
conditions will be admitted even if it is known that the operative schedule is 
already filled for the next few days. These elective cases may, therefore, spend & 
few extra days in the hospital awaiting surgery, whereas, were it not necessary 
- or gg the average daily patient load, they could have been called in a few 

8 later. 

i Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Published 
statistical data for VA hospitals including number and type of beds, average daily 
patient load, bed utilization, average employment, and per diem costs, does 
provide basis for comparative studies. Such comparisons are appropriate only 
in the basic sense of identifying activities or situations warranting survey and 
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analysis. Central office statisticians and G.M. & S. staff are constantly strivin 
to improve the usefulness of statistical information, and welcome comments one 
of recommendations from hospitals. Comparison with civil hospitals is most im- 
practicable because of many variable factors which are not comparable, and 
— differences in accounting procedures. 


5. (a2) What is the oe raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.05. 

— (b) What is the cost per served ration for all other food service activities from 
100 July 1, 1958, through December 31, 1958? $2.22. 
100 (c) if all your patients are not on the same ration, what differences are there? 
— Why? The tuberculous patients and paraplegic patients are allowed 30 percent 
100 increase in the basic cost and quantity for milk, cream, ice cream, meat, fish, 
100 poultry, eggs, cheese, butter, and margarine and 10 percent increase for fruits 
om and vegetables, bread, flour, cereals, fats, and miscellaneous food. Psychiatric 


and neurological, medical, and ay ree are allowed 10 percent increase 
in all food groups mentioned above. ese adjustments are made to the basic 
allowances to supply the nutrients necessary to maintain good nutrition during 


om acute phase of illness and the extra requirements for the convalescent and rehabili- 
tation phase of medical care. For example, a high-protein intake is essential 

ine for the paraplegic patient with bedsores; low-sodium milk is important in the 
treatment of the cardiac patient with restricted sodium intake. 

6. (a2) As of December 31, 1958, give the number of vacant quarters for per- 
7 sonnel: 25 nonhousekeeping. 
ed) (b) How important are these quarters in maintaining staff and/or for recruit- 
~ ment? They are essential in maintaining and recruiting nursing staff, dietetic 

interns, other female professional personnel, and resident physicians. It is very 
ae bapresent to have quarters available, especially for women, for staff coming from 
_ out of town. 
439 (c) What additional quarters do you believe would add quality or stability to 
787 your staff? No additional quarters needed. 
125 (d) Could cost of such quarters be a lucrative investment? No. 
256 7. What, in your opinion, is the capital value of this installation (all buildings) 
a based on a replacement cost? $37 million. 
804 8. What factors have operated to change the costs of hospital operation? 
897 Please explain the effect of these factors. The major factor has been the increase 
on insalaries. This includes not only the increased pay raise authorized by Congress | 
506 but also the wage-board rate increases and the revised civil service standards which 
2S have permitted the justifiable upgrading of many positions. Another factor is the 
ad increased cost of supplies and equipment, especially the latter. Finally, the 
hte advances in medicine have required the performance of many new tests and proce- 
dures which in turn require new and additional supplies and equipment. 

9. What internal programs have you developed to engender cost consciousness 
we at your station? We have suballocated funds to the various service and division 
aa chiefs for the purchase of sy 0 and equipment. These subaccounts are audited 
ve by the fiscal division. The budgetary situation of the hospital is discussed fre- 
ve quently and in detail at the manager’s staff conferences, and also in person with 
| those division and service chiefs who have problems. The chiefs in turn discuss 
e's these matters at their own intradepartmental staff meetings and with individuals. 
‘ot oe that the staff at this hospital is thoroughly aware of the importance of 
al 10. Laundry service: 

a (2) What was the utilization of laundry per patient per day during calendar 
year 1958? 
cal Total Number per 
is number patient-day 
Ja 
i? (6) What was the cost of laundry service during the last 6 months of calendar 
we year 1958? (All stations other than NP hospitals will report costs separately to 
ily include and exclude memorandum cost accounts, required by VA interim issue 
med CONTR-112, dated June 25, 1958, which include such items as depreciation on 
nly plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
nd Services, and which were instituted for the purpose of making VA laundry opera- 
83427—_59——70 
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tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.034; per pound, $0.047. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.041; per pound, $0.056. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality of flatwork and tumbled work is satisfactory. The quality of 
presswork is satisfactory. However, it is inferior to the finished presswork 
done by the station laundry. 

(2) Timeliness: Soiled linen is picked up daily and returned the followin 
day, Monday through Saturday. Uniforms are picked up daily and return 
the second working day after pickup. Schedule has been adhered to so far, 

(3) Cost: Actual cost expenditures so far are about equal.’ Experience of 
other (civil) hospitals in this city with commercial contract service has been 
that initial cost is low, but rises later on substantially. They also find it 
difficult to change contractors, presumably because of collusion in the 
industry. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? Yes. 
If “‘Yes,’’ explain. Linen inventory had to be increased by $58,050. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? No patient is admitted who does 
not need hospitalization. The turnover may be slightly but not significantly 
affected for the reason given in paragraph 3 above. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $22,500. 

(2) Visits to hospitals by patients on CBOC status: 3,025. 

(3) Cost per visit: $7.44. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite ex- 
amples. The manager has been given considerable authority in the expenditure 
of funds to shift funds among the various objects. He is also not tied down by 
detailed directives in the operation of many activities which formerly were 80 
restricted. The manager is responsible to the ACMD for. operations in central 
office and does not have to report to a multiplicity of officials. j 

Prior to reorganization of VA the manager was extremely limited in operating 
authority by rigid procedural instructions which could not be deviated without. 
prior approval by central office program officials or the Administrator. Now, 
under the line-staff organization the manager is granted broad operating au- 
thority by the Administrator and is directly responsible to one person, the Chief, 
Medical Director, Department of Medicine and Surgery, for proper and efficient 
operation of the hospital. Operating under agency and departmental policies, 
instead of limiting instructions from former program officials, the manager 
full authority to organize and operate the hospital programs, to change internal 
procedure, workflow, and sequence of operations as dictated by local conditions; 
and to change organization below the division or service level for the purpose 
achieving economy or improved service. 
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The decentralization of budget control by the establishment of a performance- 
type budget supported by an annual primary fund allocation removed the former 

ject restrictions. This provides flexibility and permits the manager to make 
maximum effective and economical utilization of funds to properly support 
program requirements. The manager is now able to control the distribution of 
funds and maintain a balanced budget program for all operating needs. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outisde, non-government sources or VACO? Or 
be conducted by a joint team? The benefits of any audit are the discovery of 
any deficiencies in practice and their correction. The real problem is to devise a 
fair professional medical audit. If it could be devised it should come from within 
the VA. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are ye Foe oe visits of the area office 
staff? This varies with the supervisor. Some are very helpful. 

(2) Of what value would you think these visits are to VACO? They 
—. help VACO to interpret better the problems and conditions in the 
fiel 


eld. 
(3) Would less frequent visits be more useful? They are just about the 
right frequency at present. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | 31-5496 Additional electrical facilities (new transformer vaults) -................ $80, 000 
S-4410, ,Blovetos, beliding we 60, 000 
1%1 | Air conditioning, NP locked wards, 4-B and 4-C-___...-----2-22-2-2--2-- 22+. 45, 000 
31-5525 Standby power for elevators, unit 17, 000. 
31-5525 Additional parking space and loop for entrance road !_.............-..-.. 25, 000 
| Project 31-5525 originally programed for fiscal year 1959 now programed for fiscal year 1961. 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
1, Renovate building 3, including connecting tunnel. _-....-.........--------------------- $100, 000 
2. Alterations to provide private rooms with bath in D unit, building 1__...._._.-.___.__- 45, 000 
3. Conductive tile floor for operating rooms. ----.-....----.--------------.---------------- 20, 000 
5. Alteration of serving lines in patients’ dining room--.....---.-..-..----.--.-...---..--.- 20, 000 
6, Install powerlines to 12-D operating rooms. -._...-.--.------------------.-------------- 15, 000 
7, Install powerlines to 5-B—5-C operating rooms_-...............---------------------.-- 10, 000 
8. Rewiring of present electrical distribution systems_--_..._........-------.---+-----+----- 1C, 000 
9. Installation of dumbwaiter, main kitchen to patients’ dining room. ----..-.......--.-_.. 7, 500 
10, Extend fire-alarm system to all areas of hospital_-_-.......-..--...------.--.-----2---... 7, 000 
ll, Installation of acoustical tile in main kitchen... 5, 500 
13. Installation of soundproof facilities in 4-E and 4-F and in corridor outside kitchen_____- 2, 500 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Description A 


Fr 


3. Replace floor covering. ............- 
4. Shutdown and conversion of laundry 
5. Sprinkler systems...............-....-.- 

Installation of new motion-picture 
8 

9 


. Installation of — room lights 
. Kitchen, 3d floor E 
. Internal electrical distribution 


17. Installation of operating room lights be 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral, 


Description Amount 
3. Storm windows, west side, building 1............. —_ 50, 000 
4. Roof maintenance and gutter — on all buildings.-.- 18, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


$2, 
2 Snowplow, type for sidewalks 1, 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1, of safety $1, 900 
3. Cutting ‘through doorways and similar changes. 1, 500 


1 
1 


- 

nstallation of cubicle curtains in constant care ‘ 

600 
{ 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
1, Air conditioning equipment, patient areas............................-sssi.....---..... $25, 000 
2. Ventilating hoods, north and south kitchen, 5-D, 7-D, 4-E 11, 000 
4. Replacement of heating plant equipment..................-..---------.---------------- 10, 000 
6. 2 tank dish machine for 6-D_.._........-..--.-----.-.- z 6, 600 
7. Replacement of steam tables in north and south kitchen_.................--...---.-...- 6, 000 
8. Sterilizers, 16 inch by 24 inch, 2 each for 12-D operating room___..............-..------- 4, 400 
10. 60-cubic foot industrial refrigerator with 1% freezing area___............--.--.--------.--- 1, 200 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing need in this hospital is the replacement of obsolete diagnostic 
X-ray equipment. This would cost a total of about $160,000. 


BROOKLYN, N.Y. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 800 Poly Place. 

City and State: Brooklyn, N.Y. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, 
no; formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Henry L. Schmidt, Jr., M.D.; tenure, 8 months. 

(b) Assistant manager: Peter Baglio, B.B.A., M. Sce.; tenure, 4 years, 2 months. 

(c) Director, professional services: Julius Barasch, M.D.; tenure, 3 months. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless _ 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1. Rated bed capacity 1,000 80 120 120 
2. Operating 1, 000 80 120 120 
Beds not in use (unavailable): 

6. Staff not recruitable: Beds re- 

7. Type of bed not required for cur- 

rent operating plan regardless of 

staff availability -................ 0 
9. Patients 930 75 118 138 
10. Average daily patient load for 12 

months ending Dee. 31, 1958_....... 914 77 119 134 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


6) Percent of total patients re- 

ng » 41 21 41 
13, Patients in hospital on Jan. 10, 1957, 


393 19 0 57 S17 
6) Percent of total patients re- 
maining Jan. 10, 1957__.....- 41 23 23 


| 
( 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__- 0 6 6 9 
15. Number of patients on trial-visit status as of Dec. 31 0 5 3 7 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 6, 596 62, 250 6, 218 
Irregular discharge 230 198 198 
Death 509 558 602 
All other 5, 857 5, 494 5, 418 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. An aging veteran 
population presents veterans with chronic problems, and this tends to increase the 
length of stay for inpatients. It is reasonable to assume the total number of 
discharges will decline from year to year. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 50.4 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations ce only the experience of 
patients admitted for the surgery indicated. xclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 


Appendectomy. 16 
42 
24 


Subtotal gastrectomy for duodenal ulcer 
Prostatectomy: 
Retropubic 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
The hospital stay committee reviews charts of discharged patients to evaluate 
length of stay. Findings are discussed at professional staff meetings with chiefs 
of services and with individual physicians. The hospital medical records com- 
mittee which reviews records monthly from a qualitative point of view, also takes 
note of and makes recommendations regarding length of stay. Top management 
constantly reviews this situation. 
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(b) What improvements have you made since your last report to this committee? 
There has been a shortening of length of stay in elective surgical cases. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Lack of preadmission 
workups due to restrictive laws governing admission of beneficiaries increases 
length of stay of many surgical patients. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) The veteran population is 
getting older. Many of the illnesses of older people tend toward chronicity and 
hence to an increased length of stay when hospitalized. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? In view of the 
expereince at this hospital with an extensive CBOC program, it is our opinion 
that a more efficient utilization of beds is accomplished. 

(b) What effect would such a program have on your cost of operation? With 
an outpatient program, a substantial increase in funds would be required. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Preadmission laboratory and physical examinations, particularly in cases 
involving elective surgery. 

6. What is needed to improve turnover of patients? Increase in primary fund 
allocation and availability and placement of scarce category personnel, e.g., 
nursing, psychiatry, general surgery, urology, otolaryngology, etc., would insure 
a complete staff and thereby expedite diagnostic and treatment procedures. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals {hospitalized 
1, Total app t ae 73 0 73 13 60 
27 0 27 7 20 


ea many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Patients are scheduled for discharge in advance of discharge date and this permits 
immediate call in from waiting lists. We also have an established rate of attrition 
and = that over any given period we will have a certain number of discharges 
per week. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 160. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Emergency walk-ins without pre- 
vious notice and cases referred by local community physicians are admitted on 
the basis of urgency. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 6,744; approved, 4,896; rejected, 1,848. 
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V. Hospital staff 
epert full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase cf) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 

2. Physicians, full- and part-time_-__._......-....-.._- 38.5 38. 5 0 
3. Physicians, residents and interns_________......_._-- 31.1 39.1 +8.0 
4. Physicians, consultants and attendings__._...._.._.. 26.0 16.0 —10.0 
8. Therapists and technicians t___.................-.-.- 69.0 67.0 —2.0 

10. Office of manager, personnel, and finance__________-- 28. 5 28.9 +.4 
12. Other food-service employees.___..............-..--- 165. 5 156.0 —9.5 
14. Engineering maintenance (excluding laundry) -.._-_- 37.0 31.0 -6.0 
15. Engineering operations (excluding laundry). -.-..._- 52.0 55.6 +3.6 

EEO 12.0 12.0 0 
232. 2 229. 5 -2.7 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 9. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 14. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 3. 

(c) Average days of hospitalization of patients reported in (b): 724. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service---..._...-.- 87 92 85 
Average payment Fe consultant or attending !___......__.__- $1, 603 $1, 295 $1,414 
‘Total amount paid to all consultants and attendings !_______- $139, 428 $119, 100 $120, 200 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased 


Category Full time Part time | Consultants, 

attendings 


1 Full-time equivalent. 
VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education activities serve to attract and retain top professional 

rsonnel, such a program is indispensable in making available to our patients 
the immediate application of important new medical principles and practice. 
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3. Amount of funds available in fiscal year 1958: 


2, Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. OS eee 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Eligibility cat All Psychi- | With insurance! 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) « 117 4 4 0 23 71 
(0) For treatment of a service-connected 
(¢) For treatment of a non-service-con- 
nected condition...................- 98 3 1 0 23 71 
(1) Patient has ery serv- 
ice-connected disability_..___ 26 0 0 0 5 21 
(2) In receipt of VA pension _____- 20 1 0 0 3 16 
(3) In hospital more than 30 days- 35 1 1 0 8 25 
17 1 0 0 7 9 


1 Any form of prepayment insurance. 


NotEe.—If a patient receiving care for a non-service-connected disability may be reported in more tha 
lof the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

i) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) On admission a properly executed power of attorney and agreement 
(VA form 10-2381) is prepared. The address of the insurance company, em- 
ployer, group insurance plan is obtained from the patient. FL 10-98 is then pre- 
oe and forwarded to the insurance company, employer, etc. A control card 

maintained for followup purposes. A bill is prepared and released immediately 

nm patient’s discharge if hospitalized for 30 days or less. For patients hos- 
pitalized in excess of 30 days a bill is prepared and released for each period of 30 
days of continuous hospitalization. stimate of cost of collection, $1,486. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounis collected: 


Calendar year | Calendar year 
1957 1958 


yees Foreducation 
it to Research and train- 
ing (pro- 
gram 8300) 
+) 
56 
| 
~43,1 
; 
+8.0 
~ 47.0 
+25. 5 
0 
+4 
—9.5 
+1.0 
—6.0 
+3.6 
—4.4 
0 
—2.7 
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mx. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The veteran is advised of the 

robable length of care and he is given an estimate of the cost of comparable 
ospital care in the community hospitals. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice _ Total. 
connected connected 
Korean. 41 59 10 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
@ Average daily patient load........-..- 852.0 909. 0 909. 0 910.0 909.0 
6) Full-time equivalet staff_.............. 1, 193.9 1, 203. 5 1, 199.9 1, 179.3 1, 194.7 
(c) Total cost 1. . $6, 200, 624 | $6, 684,995 | $6,731,835 | $7,337,514 | $7,751,223 
eS fi ae 4, 844,838 | 5,215,672 | 5,345,707 | 5,878,929 6, 315, 952 
3, 738 3, 479 2, 966 , 936 2, 584 
(f) Communications 22, 753 23, 874 25, 373 24, 543 
(g( Utilities (gas, coal, water, etc.).......- 96, 655 104, 736 112, 171 110, 981 113, 199 
ds 372,217 363, 871 376, 055 409, 812 388, 680 
3 Drugs and medicines. -_.......--.---- 205, 005 276, 509 279, 791 302, 626 291, 063 
Medical and dental supplies_-__._._..- 167, 245 192, 759 192, 158 189, 155 198, 595 

(k) Asset acquisitions including equip- 
29, 243 77, 266 37, 427 42, 893 33. 053 
() All other_.......-. 467, 930 427, 734 361, 686 375, 809 388, 554 
(m) Cost per discharged patient.._.......- 988 970 897 1, 161 1,199 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. In recent years, we have been able 
to provide an acceptable standard of medical care despite the insufficiency of 

rimary fund allocation only because other essential requirements were postponed. 
ilewerer, postponements and delays in accomplishing deferred M. and R. proj- 
ects, recruiting and placing required personnel, etc., eventually lead to a deterio- 
ration of medical care. e believe that unless provision is made in future pri- 
mary fund allocation’s to take care of increasing costs of goods, commodities, and 
services, deterioration of medical care, plant and equipment is inevitable. ld 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? e believe that 
allotment of funds on the basis of average daily patient load creates a tendency 
to increase patient’s length of stay. It is our opinion that this is true to varying 
degrees at different hospitals despite the imposition of the strictest managerial 
controls. Since inability to maintain the prescribed average daily patient load 
necessitates the reservation and possible withdrawal of funds equivalent to the 
number of average daily patient load falling short of that number prescribed; 
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there might be a tendency to keep patients in the hospital longer as a means of 
maintaining the prescribed average daily patient load. It is impossible for this 
to occur at this hospital because ofthe very heavy demand for service. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Included among 
the comparison standards with other VA hospitals which are available to us at 
time are: (1) Number of authorized beds, (2) planned and actual average daily 
patient load, (3) average employment, employees per 100 patients, (4) per diem 
costs, etc. For civil hospitals, there are similar standards available in current 
literature and publications. However, these standards are hardly appropriate 
because of the many variables and differences which exist at the comparable size 
and type hospitals. Improvements are effected only following detailed analyses 
of all factors involving the hospitals being studied comparatively. These in- 
vestigations are necessary to eliminate, if possible, the variables and, if not, to 
weigh the variable factors so that a meaningful and adequate comparison can be 
made. Through these analyses, the hospitals involved exchange ideas in regard 
to policies, methods and procedures and are able to effect some economies. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.06. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.262. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? No difference. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 15 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Highly essential in the recruitment of out-of-town residents and nurses 
for either permanent or temporary residence during their tour of duty at this 
hospital. any nurses in particular have occupied quarters on a temporary basis 
until housing in community is found. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? See (c). 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $24 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors: (1) Rise in cost of living and consequent 
increased costs of goods, commodities and services; (2) advances in medical 
sciences and the consequent need for more modern equipment, facilities, etc; 
(3) increased consciousness of VA hospital benefits and therefore increased demand 
for pespitaloeten on part of veteran population; (4) emphasis on education and 
research and their impact on cost of hospital operations. These have the effect 
of increasing the cost of hospital operation. 

9. What internal programs have you develo to engender cost consciousness 
at your station? (1) Decentralized system of budget allotment control; (2) com- 
parative studies of cost of operations for divisions and services in comparable 
type and size hospitals; (3) budget committee discussions; (4) conferences and 
discussions regarding costs with staff and individual division and service chiefs; 
(5) systematie review of operations; (6) auditing of budget allotment control 
records; (7) methods development, work simplification, time and motion analyses; 
(8) close liaison between operating officials and supply officer to emphasize supply 
consciousness; (9) standards studies to insure adequate quantitative and qualita- 
tive criteria to justify increased or currently assigned personnel; (10) inspections, 

rvations by top management personnel to insure maximum and effective 
utilization of space, supplies, facilities, and equipment. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0361: per pound, $0.0483. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0:0489; per pound, $0.0654. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? The answer to question 3, 
section VIII, seems to apply in part to this question too. Average daily patient 
load concept of financing places emphasis on the need to maintain a prescribed 

atient load or to bear the repercussions of the alternative; thatis, withdrawal of 

unds consistent with the number of patients short of the prescribed average daily 
patient load. This, then, creates an atmosphere of insecurity and the possibility 
of extending length of stay and admitting patients whose need for hospitalization 
is not acute or even necessary. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

atient load so funds would not be withdrawn? None. The demand for beds 
is such that this hospital always has a waiting list. There have been no difficulties 
in achieving average daily patient load. : 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Currently, there are 1,345 patients enrolled 
in our CBOC program. Adequate financial support would relieve the draining 
of funds from other projects but would not have any effect on the number of 
operating beds required to meet the demands for hospitalization. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $71,396.69. 
(2) Visits to hospitals by patients on CBOC status: 6,647. 
(3) Cost per visit: $10.74. 


IX. Miscellaneous 


1. The department of medicine and surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been more 
increased than diminished? Diminished. By what methods? Cite examples. 
It is our opinion that the decentralization has diminished. Within a system 
which is as large, complex, and dynamic as the VA hospital system, this diminu- 
tion of decentralized operational authority is to be expected. Some operational 
authority must be retained by higher echelons of authority if the objectives of 
the VA are to be planned, organized, directed, and controlled effectively. This 
lessening of decentralized authority has been effected via directives, publications, 
manuals, ete. Examples: Reporting requirements as MP—4, ‘‘Part VI—Procure- 
ment Regulations, lassification Standards, Preestablished Primary Fund Allo- 
cation. 
no Has your hospital had an internal audit of its administrative operations? 


o. 

(c) If a fair professional medical audit could be devised, what benefits would 
result?) Sho it come from outside, non-Government sources or VACQ? Or 
be conducted by a joint team? Primarily and most important, better patient 
care would result. This would be normally followed by better educational 
programs and better research programs. It would appear to us that a joint team 
of VA and outside representatives would result in a fair, impartial evaluation and 


audit. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are generally helpful. 
(2) Of what value would you think these visits are to VACO? Since the 
area Office serves as the “eyes and ears’’ of central office, we believe that these 
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visits are helpful to central office. Through these visits, area office is able to 
assist central office in directing and controlling field station activities. 
(3) Would less frequent visits be more useful? No. ' 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Directives, circulars, manuals, ete., have 
recentralized authority to a limited degree. The examples cited in the answer 
to question 1(a), page 13, are also applicable for this question. Most of the time 
recentralization has been beneficial to the hospital’s operations. , 

2. Is the management development program directed toward making good 
employees or good managers? Our management development program is directed 
primarily toward making good employees by increasing their effectiveness of job 
performance and developing their skills and potential. Through this program 
good administrators are developed. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amonnt 
year 

1959 | None. 

1960 | Automatic sprinkler system extension in warehouse. $5, 500 
Ungrounded electrical system for operating room. 5, 500 
Relocation of radiographic-systoscopic unit. __....- 4, 400 

1961 | Air conditioning of anima! laboratory 7,700 
Air conditioning of 6, 600 
Air conditioning of central service and medical illustration laboratory............. 22, 000 
Revision of heating system, 15th and 16th floors... 27, 500 


Not programed, or under consideration for fiscal year 1962: Installation of 
illuminating gas line; installation of fence; alterations to rooms 8-135, 8-137, 
8-138, S-26, first floor, building No. 1, to provide space for fiscal office; altera- 
tions to old chapel to provide space for personnel; alterations, rooms S-26, S-27, 
and S-28, to provide space for medical library. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to stations funds and scheduled for fiscal year 1959. 


Description Amount 
Air conditioning of bacteriology laborarory (1 room) 000 
Replace drainage h, main kitchen ° 600 
Repair and rezglaze lobby windows 6, 000 
Remodeling recovery room... 1, 800 
Alterations in dishw room. 798 
Tuckpointing of masonry, buildings 2 and 3._.............-...-.---..---- 1, 300 


(b) In addition, list those items deferred due to lack of funds which in your 
Opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Air conditioning, radio-control room 
Replace window ser 
Install stainless steel pipes in main kitchen “ 
Alterations to service building 
Ventilation control system... 
truct parking area 
iterations to medical illustration 
Construct 2 offices on 12th floor for social service..........-- 
y flooring for kinetic occupational therapy clinic 
truct offices, 13th floor, for clinical psychologists-- 
Installation of 140-kilovolt diagnostic machine in X-ray 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Window shades, building1 -.._......--- 21, 000 
Paint window frames, building 1 -...._.-- 14, 000 
Paint window frames, buildings 2 and 3. 4,000 
Replace roofing, building 3,000 
Replace trees affected by elm blight __.......-......-...-..--.-.--.- 2, 500 
Recondition and weatherstrip casement sash 2, 500 
Replace tile in main dining room floor: 2,000 
Electrical work in operating room for overhead X-ray unit. ................-..-.-22---.-... 2, 090 
Air-conditioning bacteriology laboratory (2 rooms) - -............----.---------------------- 2, 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Install operating room lights in plaster room___-_...-........2..---.------------------------ $880 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Air-conditioning and ventilation equipment $2, 500 
Bakery oven (rotary) 6, 500 
Autoclaves, 24 by 36___...-- 8, 700 
Autoclaves, 36 by 42..._.... 11, 800 
Clinical laboratory bench tops. 3, 000 
1, 200 
3. What, in your opinion, are the most pressing needs in your installation? 
Description Amount 
Revision of heating system, 15th and 16th floors..................-.-...-------------------- 27, 500 
Caulk window heads, buildings 1, 2, and 3.....2..2..-.2---022202- 10, 000 
Tuckpoint, building 1_.............---.----- 5, 000 
Window shades, building 1 _-_--- 21, 000 
Paint window frames, building 1------- 14, 000 
Recondition and weatherstrip casement sash _.-.--...-.-.-...--....-.---------------------- 2, 500 


| 

q 
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BUFFALO, N.Y. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 3495 Bailey Avenue. 


City and State: Buffalo, N.Y 
Type of services: 


Type of hospital, G.M. & 8.; TB, yes; DP, yes; domicile, no; formal outpatient 


clinic, yes. 


Name, qualifications, and tenure of— . 
(a) Manager: Howard E. Fuller, appointed to VA 1946. Present position 9% 


ars. 

(b) Assistant manager: John L. Barrett, appointed to VA 1946. Present posi- 
tion 944 years. Member of American College of Hospital Administrators, 

(c) Director, professional services: Eugene F. Melaville, M.D., appointed to 
VA 1946. Present position 6% years. 


II, Bed capacity and patient load 


Item (as of Jan. 12, 1959, unless 


Hospitals—T ype of bed or patient 


otherwise specified) Domiciles 
Total. TB Psy- Weuro- | G.M. & S. 
chiatrie | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ca 951 76 164 0 
2. Operating 951 76 164 0 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining .......--..--------- 913 78 148 38 Ct 
10. Average daily patient load for 12 
months ending Dec. 31, 1958..-....-- 865 76 145 36 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 53 42 41 42 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 51 41 46 82 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year_. 8 18 8 16 
15. Number of patients on trial visit status as of Dec. 31. 6 12 8 8 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total : 5,139 5, 217 5, 028 
Irregular discharge 150 190 
Death... 396 409 a 
‘All other 4, 593 4,618 4, 430 


(b) If there are trends in any of the pomponents above, please describe their 
significance and impact on the activities of your hospital. We are seeing in- 
creasing numbers of chronically ill, long-term patients that reduce turnover and 
constitute frozen beds. In an aging veteran population our death rate is on the 
increase as might be expected. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 49.2 days. 

2. For G.M. & 8. hospitals only. Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. xclude the experience of any 
patients with multiple treated conditions) : 


Subtotal gastrectomy for duodenal ulcer_.............-...- 

Prostatectomy: 


6 


Perineal. 
bral 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? It is policy and practice to immediately evaluate and examine the new 
admission; to obtain the attending physician’s opinion within 48 hours and to 
review the patient’s progress, laboratory and X-ray reports on daily rounds. 

(b) What improvements have you made since your last report to this committee? 
There has been a slight decrease in our length of stay. Since our last report, we 
have expedited interservice consultation. Laboratory and X-ray procedures 
of an urgent nature have been facilitated during afterhour periods. Patients 
recognized as probable disposition problems are referred to social service as early 
as ible after admission. 

c) Are there anv identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) es, socioeconomic 
factors. We attempt to discharge patients to proper environment where they 
ean be useful to the community and themselves. Other patients can only be dis- 
charged where vou can have some assurance that they will receive proper care, 
meals, etc. Reluctance on the part of relatives to assume responsibility for their 
elders has in some instances caused increased length of stay. 


| 
7 
 &§ 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1097 


(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If'so, describe.) Yes, the chronicity of their ail- 
ments. An increasing number of patients require greater amounts of nursing 
care aes rehabilitative efforts to either improve or maintain the body functions 
they have. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? This undoubtedly 
decreases the length of stay, particularly with veterans who were admitted with 
acute medical and surgical problems. Our present nonbed occupancy (dis- 
charge for completion of bed occupancy care) is limited to followup of the condi- 
tion for which the veteran was hospitalized and, of course, is further limited to 
specific time limitations. 

(b) What effect would such a program have on your cost of operation? Sucha 
program obviously increases costs in professional and administrative time, 
medications etc., which presently must be met with existing funds. There is no 
increase in budget allocation for the CBOC program. While it increases cost 
to an extent, such a program also increases patient turnover, bed availability 
and provides better service to the veteran. 

5. What would you suggest to further reduce hospital stay without impairing 
eare? Prehospital clinic in surgical cases to have work up completed and patient 
scheduled for surgery prior to admission. 

6. What is needed to improve turnover of patients? Constant awareness of 
the need to reduce the length of stay where possible. 


IV. Waiting lists 


1. Number of eligible applicants not ben hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
? of required Total oe 
ype of care ‘0 conn 
Total Innon-VA| Not yet 

hospitals |hospitalized 

TB. 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 51—medical, 24; neurological, 1; surgical, 26. 

3. What system do you use for scheduling admissions from the waiting list? 
As the bed census shows availability of beds on the different services of the 
hospital, applications assigned on the waiting list to the respective services are 
removed for scheduling. They are removed in the order of priority groupings 
as outlined in Circular 18, September 8, 1958, and in the order of date received 
within the priority groupings. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 38. Not yet assigned to waiting list as of January 12, 
1959: 29 medical, 9 surgical. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”” please describe the circumstances. Yes. Medical emergencies. 

Jee orb there are vacant beds on a given service and no waiting list cases 
available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,957; approved, 2,401; rejected, 1,556, 


33427—59——71 
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V. Hospital staff 


(Report full-time ecuivalent employment for both full- and part-time employees 
as of December 31, 1956, ard 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 34.5 37.4 +2.9 
3. Physicians, residents and interns__.___-_. 14.0 13.0 —1.0 
4. Physicians, consultants and attendings 19.8 17.7 —2.1 
171.0 153.0 —18.0 
8. Therapists and technicians !_ __.........-...-.---.-- 66.0 78.6 +12.6 
10. Office of manager, personnel, and finance __--.--.-.-- 26.0 26.5 +.5 
12. Other food-service 138.0 136.0 —2.0 
14. Enginee-ing maintenance (excluding laundry) 45.0 44.1 -.9 
15. Enginee*ing operations (excluding laundry) 39.0 
18.0 18.8 +.8 
194.0 180.9 —-13,1 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 43. 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: 7 

(c) Average days of hospitalization of patients reported in (b): 314, 

24. For consultant and attending physicians, show below the required data. 


Total ! (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. _-_-.-....- 116 117 117 
Average payment per consultant or attending (per visit): 2 
Total amount J soy to all consultants and attendings ?___.__._- $132. 075 $130, 500 3 $59, 150 


1 Inpatient only. 
? Exclusive of travel. 
3 Ist 6 months. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hos ital? 
The education and research programs are of themselves necessary to good clinical 
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patient care. As such they have provided the stimulating atmosphere which 
romotes the recruitment and retention of capable professional staff whose en- 
lightened interest in the acquisition and development of new ideas and procedures 
is reflected in improved patient care. In the biochemical field, enzyme studies 
have enabled physicians to better diagnose coronary thrombosis. Other diseases 
with abnormal proteins are better diagnosed because of study of electrophoretic 
atterns. Investigative cardiac surgery in our animal laboratory has given a 
‘tter understanding of physiological mechanisms concerned with cardiac circu- 
lation and coronary disease. 
3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(a) wets 105 28 64 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension 2 15 


1 Any form of prepayment insurance. 
411 of which were G.M. & S. cases. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 15. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect. payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Obtain data from applicant. Send notice to insurance company of 
patient’s admission and our intent to bill. Complete necessary insurance forms 
as required and submit 30 day and final bills for hospitalization. Send followup 
letters if required and if no action, refer to chief attorney for action and decision. 
Only major change since January 1957 is in manner of billing. At present time 
we accept payment not to exceed number of days of hospitalization times the 
actual planned per diem rate for the applicable fiscal year. Our collections have 
decreased because more and more companies are writing exclusion clauses. With 
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cooperation of chief attorney, we have maintained good public relations with 
insurance representatives explaining our policy and adjusting bills or accepting 
settlements with chief attorney and central office approval where companies object 
to payment for certain procedures. Estimated cost of collections, $6,206. 

4. Compare amounts billed to insurance companies, veterans, and employees 
and amounts collected: 


Calendar year, | Calen 
1957 


Amount billed $204, 471 $211, 
Amount collected. 72, 930 41, 4 


B 5. Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 4. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Immediately following the 
examination, the nonservice-connected veteran is advised of the probable com- 

tive cost of hospitalization and professional services if hospitalized in a 
private hospital, and the reason why we are advising them of this information, 
before they sign the oath. 

8. In your opinion are there abuses of non-service-connected care? Not from 
a financial point of view. Review of form 10—-P-10A’s indicates that the majority 
of veterans with non-service-connected disabilities have considerable indebted- 
ness in mortgages, installment purchases, etc.; little, if any, savings; and several 
dependents; income about equal to expenses; and have expended personal funds 
first for medical care. 


War Service Nonservice Total 
connected 
16 S4 100 
14 86 100 
VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
‘a) Average daily patient load___....____- 837.0 . 854.0 874.0 880.0 865.0 
Full-time equivalent staff. 1,040.3 1,046.1 1,042.3 1, 029. 3 1, 033.8 
(c) TEE fceucucecnciommeaaehoen $5, 178, 044) $5, 403,949 | $5, 653,165 | $6,173,948 | $6, 445, 992 
d) Salaries of staff ?_..............-......- 4,106,004 | 4,440,978 | 4 574,986 | 5,002, 958 5, 390, 903 
¢) Patient travel_......._....-...-..-._- 11, 935 13, 874 14, 634 10, 703 14, 930 
Communications.__...._..........-..- 17,026 17, 829 19, 106 19, 155 20, 000 
, Utilities (gas, coal, water, etc.) ......_. 13), 550 145, 274 154, 036 152, 831 154, 379 
292, 528 283, 151 , 578 306, 856 307, 823 
4) Drugs and medicines. _.._-.--.....___. 176, 340 170, 206 191, 940 210, 294 208, 291 
Medical and dental supplies... .__._- 118, 569 119, 694 140, 729 132, 331 136, 213 

Asset acquisitions including equip- 
70, 310 30, 871 52, 070 41, 407 595 
254, 782 182, 072 203, 086 207, 413 212, 858 
(m) Cost per discharged patient _.........- 732 810 892 1,127 1, 235 


ter common Show all costs to nearest dollar of actual cost. 
2 uding all payroll analysis accounts. 


| 
| 
| 
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2. Do you believe that the pri fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patients length of stay? How or why? No effect. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparisons 
are made available with civilian, Federal, and VA hospitals. Comparisons reveal 
that our staffing patterns are below average. Our central office is well aware of 
our deficiencies and that additional funds are required. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.915. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.078. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients at this hospital are on the same ration pattern. However, as 
is the case in all G.M. & S. hospitals, the actual quantity of food consumed 
varies according to the type of diet prescribed by the physician and the actual 
physical condition of the patient. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 11 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for reeruit- 
ment? Not too important. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

7. What, in your opinion, is the eo value of this installation (all buildings) 
based on a replacement cost? $25,500,000. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors.(1) Increase in salary costs. (2) The gradual 
increase in the cost of supplies and utilities. (3) Increase in maintenance costs 
due to age of building. e absorption of these increased costs has resulted in 
a cutback of personnel, inability to purchase new and replacement equipment, 
and a backlog of maintenance and repair projects. : 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decrentralized budget; preparation of cost charts and graphs 
which are discussed at manager’s staff meeting. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant. and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the parpoy? of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0348; per pound, $0.0465. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.0422; per pound, $0.0565. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

tient load so funds would not be withdrawn? Closing down beds would not 

elp this station. Our average daily patient load has exceeded our prescribed 
average daily patient load without additional funds for the past several years 
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and we cannot turn away acutely ill veterans just because we have met our 
prescribed average daily patient load. 
13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? It would not appear that any decrease in required beds 
would result. We presently operate a large CBOC program within funds allo- 
cated. The CBOC program should be identified as a cost factor and this would 
— this station to receive proper allocation to administer this program without 
the inpatient program. 
(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $65,855. 
(2) Visits to hospitals by patients on CBOC status: 9,618. 
(3) Cost per visit: $6.85. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? It has remained about the 
same. 

- (b) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? Partly. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Primary interest in checking our implementation of central office 
directives and procedures. 

(3) How was the internal audit valuable to your hospital? It reemphasized 
some weakness in certain areas which were corrected probably a little sooner 
than would have otherwise occurred. . 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Improvement in patient care. Good evaluations of 
our program are presently being made by our consulting staff, area consultants, and 
on occasion, by outside sources for purposes of accreditation. It should come 
from sources familiar with Federal hospital organization and Federal policies. 

(d) The area medical director’s office is regarded as part of the central office. 

: (1) How helpful to the hospital are supervisory visits of the area office 
staff? They stimulate our staff to a higher degree of performance. 

(2) Of what value would you think these visits are to VACO? They give 
VACO a closer view of our operation. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or i managers? Both. This program is directed toward the 
development of employees in the management field. Consequently with such 
development, managers are able to delegate more freely managerial problems to 
his subordinates. This results in the development of both our personnel and the 
manager. 

X. Capital improvement 


_ 1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 aproved surgical 000 
1961 luminum storm sash (building No. 1) 1,400 windows__._.....-..-....-------..-- £5 oto 


| 
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Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Electronically controlled doors for surgery... 3, 500 
New incinerator or increase of existing capacity...............-...------------.------------- 24, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. The 
following projects are scheduled for late in fiscal year 1959 or early fiscal year 
1960, depending upon availability of funds: 


Description Amount 


Resurfacing of roads and — lots... $5, 000 
Tuckpointing of building No. 1---- 20, 000 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Additional repairs to roads and parking lots RRR funds in Item I(a) aeartae to com- 


Continuation of above listed tuckpointing_. 20, 000 
Exterior painting, building No. 22, 000 
Replacement of 200 window screens. . - 4,000 
Replacement of 5 limestone slabs 9, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed Tho’ cache See item 1(0). 

(6) Minor betterments costing less than $2, excluding , oguipmnant: None, 

(c) Replacement and new fixed equipment costing over $1,000 


Description Amount 

Fixed ipment: 

Other equipment: 


3. What, in your opinion, are'the most pressing needs in your installation? 
We need more = rsonnel and funds for engineering in order to do a better job of 
Maintenance. e need another counseling psychologist. We could use more 


nurses effectively to give better patient care. e also need more doctors and 
medical technicians. We could use more therapists in the physical medicine and 
rehabilitation service to improve the rehabilitation program. 


| 
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CANANDAIGUA, N.Y. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Fort Hill Avenue. 

City and State: Canandaigua, N.Y. 

of services: NP. 

5. Name, qualifications, and tenure of— 

(a) Manager: L. V. Lopez, M.D.; VA, 40 years; certified by APA, mental 
ape genta and certified by American Board Psychiatry and Neurology 

ychiatry. 

b) Assistant ma r: John J. Whalen, 17 years in Hospital Administration 
member of American College of Hospital Administrators. 

(ec) Director, professional services: Daniel Davis, M.D., VA, 18 years certified 
by American Board Psychiatry and Neurology in psychiatry. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB pA. a Neuro- | G.M. & 8. 
ic | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
7. Tres bed not required for — 
rent 0} plan regardless 
10. Average daily patient load for 12 
months ending Dec. 31, 1958.........| 1,628 |.....-.- 1 9 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total jents re- 
USE OF TRIAL VISIT 
‘Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during ied 283 242 215 
15. Sumber off pationte on trtal-vielt status os of Dea. 110 167 183 151 


| 
| 
| 
7 
| 
| 
| 
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16. (a) What is the number of nee discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
29 37 54 


III. Length of stay 
1. Length of stay: mr, ot in $1 1988: hospital of patients discharged 


during the 6 months endi cember 31 
Length of time since admission Number of | Percent of 
patients patients 

Total 1, 644 100.0 
2 years and less than 5 269 16.4 
5 years and less than 10. Bi eal 207 12.6 
10 years and over. < 825 50.2 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Patients are seen within 1 week after admission at staff meeting where 
planning is instituted for treatment and release. Patient is seen at staff meeting 
again as soon as diagnostic studies are completed. Ward conferences review 
cases for consideration of early release. 

(6) What improvements have you made since your last report to this com- 
mittee? A length-of-stay committee has been appointed. This committee is in 
the process of reviewing our practices and studying methods of decreasing the 
length of stay. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (Ifso, describe.) The fact that we admit only service- 
connected veterans results in the hospital becoming filled with chronically ill 

tients. In order to be service connected, these people obviously have been ill 
or a number of years now and their response to therapy is slower and in many 
cases these are people who are the failures of treatment. This inevitably pro- 
duces a longer length of stay and will continue to affect our turnover rate in the 
future. Our patient population is becoming older and this is reflected in greater 
chronicity as well as in many patients being unable to secure jobs outside the 
hospital. More personnel are required to care for older patients. This increase 
in personnel will not be reflected in greater turnover of patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? More non-service- 
connected patients could be released ‘at an earlier stage of treatment if there were 
assurances that they could receive outpatient care. It is believed that this would 
also reduce the number of returns from trial visit. Many of our patients reside 
a distance from the hospital and outpatient facilities nearer to their homes as well 
as at the hospital are needed. 

(b) What effect would such a program have on your cost of operation? This 
sg definitely increase the cost of operation in the categories of personnel and 


5 “What would you suggest to further reduce hospital stay without impairing 
care? (1) A more comprehensive followup program, especially for non-service- 
connected patients; (2) expand family care program by providing funds to support 
patients in foster homes: 83 3) make domiciliary care more attractice to psychiatric 


patients who are not in need of hospital care and enable us to transfer patients to a 
domiciliary without consent of the next of kin; (4) provide sheltered workshop 
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arrangements so that limited employable patients can live out without being 
faced with the problem of inactivity. 

6. What is needed to improve turnover of patients? More professional person- 
nel are urgently needed. These may be obtained only by making salaries and 
other benefits more attractive than they are now. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals |hospitalized 


:. a many patients are scheduled for admission subsequent to January 12, 
1959? 4. 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are taken from waiting list maintained in accordance with established 
eligibility priority criteria; that is, service-connected cases in non-VA hospitals, 
or service-connected cases currently hospitalized in VA hospitals where transfer 
to an NP hospital for specialized care is required, or direct from armed services, ete. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“‘Yes,”’ please describe the circumstances. Veterans who appear at the hospital 
without previous authorization, and who require immediate treatment for service- 
connected condition, and bed is immediately available, are admitted. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 255; approved, 247; rejected, 8. 


V. Hospital staff 
bye cork full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time--..............---.-- 13.0 16.0 +3.0 
4. Physicians, consultants and attendings__.__.____---- 3.7 3.1 —.6 
8. Therapists and technicians !__............---..--.-.- 29.0 31.0 +2.0 
9. Social 5.0 6.0 +1.0 
10. Office of manager, personnel, and 25.0 
14. Engineering maintenance (excluding laundry) _------ 69. 0 70.0 +1.0 
15. Engineering operations (excluding laundry) - -------- 27.0 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19 (a). Number of member employees as of January 12, 1959: 12. Annual 
wage (average): $792.50. 

20. What was number of guards on duty December 31, 1958? 6. 

21 (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 539. 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: Discharged 12—trial visit 27. 

(c) Average days of hospitalization of patients reported in (b): 383. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -_.--.--.--- 35 34 32 
Average payment per consultant or attending !_.__...._.____- $50 $50 $50 
Total amount paid to all consultants and attendings !_______-- $52, 559 $41, 986 $19, 793 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
All of our research projects have been of a clinical nature. They stimulate a 
great deal of interest in our personnel. The idea that the hospital is making con- 
tributions to medical knowledge is a good morale factor amongst both personnel 
and patients. While the research projects themselves may not directly contribute 
to improved patient care, the factors mentioned do play a definite role in this 
regard. Educational activities are a vital factor in maintaining a high level of 
paient care as it is through this means that new methods and treatments are 

rought to the attention of most of our personnel. Educational activities are 
carried on at all levels and are vital in keeping personnel alert and well informed. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post fund-...........--..-.------|--------------]--------..----- 
3. Grants from other sources administered through affiliated medical schools--|_.............|.------------. 


| 

| 

q 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- =o With insurance ! 
Eligibility category patients | culosis a 
Without 
Entitle- | Entitie- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 3 P 


1 Any form of prepayment insurance. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of collection program to the hospital during calendar year 
1958.) When 10-P-10 indicates hospitalization insurance or second or third 

arty may be liable for hospital care, full information is obtained to substantiate 
information received. Maintain close liaison with CA of VARO for advice upon 
receipt of nonresponsibilitvy by insurance carrier or second or third party. Present 
claim for settlement whenever the amount offered for payment is less than the 
total hospital bill presented. Thoroughly develop each case and only upon advice 
or authority from the legal department will no further action be taken as to col- 
lection. Estimated cost for collection for calendar year 1958: $17. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$4, 147 $2, 393 


s Is the addendum filled in before or after the oath of inability to pay is signed? 
ter. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? No G.M. & 8. applicants or 
oor in the absence of an emergent admission. Neuropsychiatric admis- 
sions only. 

8. In your opinion are there abuses of non-service-connected care? None to 
our knowledge. 


| 
| | | 
| | 
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9, Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
85 15 100 
Spanish-American War. - 13 87 100 
Peacetime. - - - 83 17 100 
All patients... -- 59 41 100 


VIII, Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load __...-.....- 1,614 1, 633 1, 622 1,630 1,612 
(0) Full time equivalent SS SEs 940 932 924 935 962 
(c) $4, 561, 174 | $4,848,712 | $4,926,794 | $5,452,188 | $5, 821, 441 
3, 552,844 | 3,759,858 | 3,806,197 | 4, 288, 150 4, 687, 861 
4,178 1, 829 910 950 , 374 
(f) Communications. -..........-..---.-- 7, 337 8, 268 9,110 9, 175 9, 471 
(q@) Utilities (gas, coal, water, etc.) -.-.-... 157, 100 159, 735 170, 832 176, 030 187, 212 

601, 508 586, 640 579, 200 592, 609 593, 
(i) Drugs and medicines __-.._......---.-- 28, 685 40, 209 57, 234 67, 868 70, 099 
% Medical and dental supplies. --.....-- 42, 393 57, 870 77, 945 75, 390 77, 656 

k) Asset acquisitions including equip- ‘ 
89, 834 110, 683 87, 922 81, 064 25, 002 
(m) Cost per discharged patient........... 12, 832 6, 839 5, 996 8, 365 9, 698 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including al) payroll analysis accounts. 


2. Do you believe that the primary fund allocation ‘is sufficient to provide an 
acceptable standard of medical care? We feel that our primary fund allocation is 
not sufficient to provide a standard of care, acceptable to the VA and the American 
Psychiatric Association. With the change from a largely custodial program to a 
dynamic treatment program in neuropsychiatric hospitals, we find that we need 
more staff (professional and administrative) as well as more equipment and serv- 
ices. We are also faced with heavier maintenance costs as our 26-year-old plant 


ages. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? This basis for 
allotment of funds does not affect length of stay at this hospital, where we always 
have a large waiting list. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? (a) We are 
regularly furnished excellent comparison studies of all VA NP hospitals covering 
workload, performance, costs, etc. These are valuable to us in that we can pin- 
point and investigate any variances from the standards in other VA hospitals of 
similar size and scope. (b) Comparison of operation with civil hospitals is diffi- 
cult because of the nature of the NP hospitals, and because treatment of the men- 
tally ill is done predominately in tax supported institutions. (c) Comparisons 
with other VA hospitals of similar size and design are appropriate. We are often 
able to discover reasons for differing from others. We are, however, one of the 
lowest overall cost hospitals inthe VA. We have discussed this with VA officials. 

5. (a) What is the overage raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.946. 
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(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.854. 


(c) if all your patients are not on the same ration, what differences are there? 


Same. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel; 13 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Without the present quarters, it would be impossible to maintain or 
induce the existing professional personnel to remain at this hospital. In re- 
cruiting professional personnel, the first question raised by them concerns the avail- 
ability of housekeeping quarters. This hospital is located in a small stable com- 
munity, and very little new construction of homes has been done and recently a 
State-aided home-developing program was rejected by the voters of this com- 
munity. It is our opinion that at no time in the future will there ever be public 
or private housing of the proper type available for the recruitment of professional 
staff for this hospital. 

(ec) What additional quarters do you believe would add quality of stability to 
your staff? The construction of three duplex houses (which would be six sets) 
would raged be an attraction for the recruitment of younger professional 

rsonnel. 

Pe Could cost of such quarters be a lucrative investment? Insofar as amortiz- 
ing the cost of these duplex houses, it would be very doubtful if it could be accom- 
plished. This should not be a prime factor in considering the construction of 
these quarters, as the many intangible benefits to the veterans by having sufficient 
professional personnel would be much more important than a financial return to 
the Government on its investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $20 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The chief factor is the change from 
custodial care of the NP patient to the dynamic treatment concept. Formerly 
we housed, fed, clothed, ard entertained mentally ill persons, all of whom were 


confined to the hospital buildings and inner courts. oday, with new drugs and . 


treatment methods, most of our patients have freedom of the entire hospital and 

rounds. Many are free to leave the grounds at will, as part of their treatment. 

his, of course, required many more professional personnel to plan and supervise 
patient care and activities than were necessary under the old maximum security 
concept. A factor often overlooked, however, is the increased administration 
requirements of the open hospital. Increased freedom and home visits are re- 
flected in laundry, ward clerical, clothing room, fiscal (patients’ funds) activities 
on a scale hitherto unknown. Our laundry for instance processes 4,500 dress 
shirts per week in a plan originally designed for a 400-bed hospital. We dis- 
tribute approximately $3,950 in cash from patients’ funds each week, an inerease 
of 272 percent in the past 3 years. We are also faced with an aging hospital 
population. This type of patient requires more and more personal attention and 
nursing care as he grows older and his infirmities increase. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Since cost consciousness is an absolute must at this low-cost 
station, the entire staff must be continually informed of the cost of operations and 
status of programs and funds. We have decentralized operating funds to using 
activities under supervision of a budget and planning committee. We also use 
all means at our disposal, staff meetings, bulletins, etc., to keep everyone informed. 

10. Laundry service: : 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on ° 
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plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) $65,312. 

(c) Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.022; per pound, $0.03. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? This concept impedes good patient 
care. In order to live up to our average daily patient load commitment, it is 
necessary for is to keep the hospital crowded at all times. As part of our thera- 
peutic program, many patients are sent home on short leaves of absence. Any 
patient who is out more than 3 days must be removed from the census, even 
though the patient will definitely be back in the hospital within a short time and 
a bed must be reserved for him. This policy makes it necessary for us to keep a 
larger number of patients in the hospital than would otherwise be the case. 
Patients must be sent to wards where beds are available, even though they might 
be better off in other areas. There are too many patients on some of the wards 
for personnel to give as much attention to patients as would be possible if they 
had less patients to care for. No patients are admitted who do not actually re- 
quire hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of Reeneing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? This hospital admits patients from a large 
geographic area, and it is difficult to get many patients to come here fopfollowup 
care. At this time we do not have a CBOC program in operation and thus are 
not able to state from experience what effect such a program would have on the 
number of operating beds. We do not believe that such a program would reduce 
the number of beds required. 

IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Decentralization 
of fiscal management. Cite examples. Classification of positions, control over 
internal organization, and controlled list (supply). Examples: (1) Decentraliza- 
tion of fiscal control by means of the annual dollar allocation has given us a flex- 
ibility in fund. management, whereby the manager can. plan and use money to 
best advantage. (2) Decentralized position classification permits quicker de- 
cisions on classification question. (3) Internal organization can be changed to 
meet local needs. (4) Equipment best suited to hospital mission and peculiari- 
ties can be purchased. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Our professional staff would be stimulated and could 
be satisfied that methods and procedures were the best possible. Such an audit 
should be conducted by a joint team to get the best out of a survey. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits are cuite helpful in that supervisors view us in comparison to 
other similar hospitals. We reap the benefits of such comparisons. Often a 
supervisor can offer better procedures or methods seen at another hospital. 

(2) Of what value would you think these visits are to VACO? Chief value 
would be an expert on-the-spot evaluation of the hospital. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? The central office management development pro- 
gram can be of great value in developing good employees in all levels of operation 
as well as development of top managerial talent. 
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X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 
Not programed, or under consideration for fiscal year 1962: 


Description Amount 

Fire protection, nurses home. 25, 000 
Elevators for buildings 4, 6, and 7 75, 000 
Medical rehabilitation building. 1, 000, 000 

Acute intensive treatment, building No. 35...............-.....- = 2, 000, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Rebuilding front entrance road..................-.-...--.-..--.----- + 300 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Recaulking and painting of buildings 2, 3, and 4_... sk $5, 000 
Installation storm drainag: 1,000 
Repairs to sidewalks. < 2, 600 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961, (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 

1960 | Recalking and painting, buildings 5, 6, 7, 8, and 9_.._.__.-....--..-...--.--.....- $14, 500 
Replacement, asphalt tile fioors, buildings 1 14, 900 
Replacement, flushometer valves, buildings 2, 500 
Replacement, gutters and 2, 200 
Resurface existing macadam 10, 000 
Resurface parking lots, buildings 17 and 26 1, 000 
Installation of ceiling tile, buildings 7, 8, and 9_.._..__...........-..-.------------ 4, 000 
Repairs to slate 1, 500 
1961 | Recalking and painting, buildings 14, 33, 34, 36, and 37..__..............-..--..-- 1, 500 
Replacement of asphalt tile floors, buildings 12, 500 
Buiid up roof, boilerhouse, building 1, 500 
ing of par cr 4, 200 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Enlarge rear porch, building 31 
Soundproofing nursing education classroom 
Ventilation, auditorium 


Medication, treatment, and supply center, 
Wall and base cabinets and sinks, recovery room No. 43)___- 
Double wall and base cabinet, 1-C 
Ventilation, canteen kitchen. __. 


_ 
- 


(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal : Description Amount 
year 


3000: | 1 complete shirt unit... .... 
2 service uniform presses, 50-inch _. 
1 laundry 
2 automatic multiport valves with automatic controls and 2 -to3-inch water meters 
1 sterilizer with American mattress and bedding disinfector, ethylene oxide unit ____ 
1 deaerating feed water heater 
1 bacteriological fume hood 


1 dishwasher (main kitchen) 
1 dishwasher (1-D) 


2 2-ton platform stake body trucks..................---.-2.-222---22------------- 
1 combination circle saw, jointer and shaper ---___-........--.-.---.---.--------._- 
4 Gow meters om 2: 3, 8, end 


eee 


_ 


= 


se eee 


3. What, in your opinion, are the most pressing needs in your installation? 
Our most pressing need is for an increase in our annual dollar allocation to a point 
where we can climb out of the “lowest cost’’ category. With insufficient funds 
we find that we have not been able to recruit with confidence or to institute long- 
range program planning. As personal service costs continue to mount in this 
hospital, we will be unable to hold our other expenditures stable as we have for the 
past 4 years. Holding our “other than salary’ expenditures at a level figure is 
simply the result of delaying replacement of needed equipment or maintenance 
and repair. We must now face the fact that we must catch up on our replace- 
ment and our maintenance programs or face serious deterioration. 

Our personal service costs have risen but not at a level comparable with other 
hospitals. Even so, the increased costs here are the result of congressional pay 
raises and upward classification of positions rather than an increase in number of 
staff. Our staff is low compared with others and funds should be made available 
to bring it up to standard if we are to keep pace with modern treatment in 
psychiatry. 

33427—59——72 


Room for dietetic supplies in subsistence storage _ 
Modernization of buildings 21 and 22___....___.__._____- — 
1 hydromassage treatment tank 
2 stain teel sinks 
| 
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CASTLE POINT, N.Y. 


VETERANS’ ADMINISTRATION HospPITAL, 
Castle Point, N.Y., January 29, 1959. 
Hon. Ourn E. Teacue, 
Chairman, Committee on Veterans’ Affairs, 
House Office Building, Washington, 

Dear Mr. TeaGue: The attached questionnaire is forwarded in duplicate as 
requested. In listing our needs and plans for the future, we considered onl 
buildings now in operation. At present, we have 3 patient buildings (156 
which were closed 4 years ago for a modernization project which never material- 
ized. Considerable maintenance and repair work would be necessary before these 
beds could be reactivated for patient use. 


Very truly yours, 
J. K. Derean, M.D., Acting Manager. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Castle Point, N.Y. 

Type of services: Type of hospital, TB; G. M. & S. yes; domicile, no; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 

(a) Manager: Vincent W. Powers, ap se Jan. 25, 1959. 

(6) Assistant manager: James H. ’Picke November 15, 1958. 

oF professional services: Deegan, M.D. , appointed March 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 

Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. &§. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not pg for 
current operating 
10. Average daily patient load for 12 
months ending Dec. 31, 299 @ 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12. 1959, 
who were 55 years of age or thier: 
b) Percent of total patients re- 


18. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


b) Percent of total patients re- 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 


1955 1956 1957 1958 


14. Number of patients sent to trial visit d year... 
15. Number of patients on trial-visit status as of Dec. 31- 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 468 492 
Irregular discharge 150 160 144 
Death... 46 40 59 
All other 272 292 434 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The increase in the 
percentage of beds allotted to G.M. & 8. patients has resulted in increased patient 
turnover by discharge and death. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? 209. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? one. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(b) TB hospitals: Average stay for TB patients: 311 days. 

3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital stay committee conducts-review on a recurring basis. 

(6) What improvements have you made since your last report to this com- 
mittee? Ward comparison statistical surveys are reviewed monthly. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Patients, particularly G.M. & 8. 
patients, are becoming increasingly older, therefore have less reeuperative powers. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Little difference; 
we now use the CBOC program which accomplishes a similar purpose. 

(b) What effect would such a program have on your cost of operation? Not 
‘apireble in view of 4(a) above. 

. What would you suggest to further reduce hospital stay without impairing 
care? Additional ancilliary and professional personnel. 

6. What is needed to improve turnover of patients? Additional funds to 
accomplish 5, above, and to improve equipment and physical facilities. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Non-service-connected 
Service 
Type of care required Total connected 
Total In non-VA} Not yet 
hospitals |hospitalized 
1, Total applicants: G.M. & 3 1 2 


ge many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
VA Circular No. 18, dated September 8, 1958, subject: VA Policy on Priorities 
for Hospital and Domiciliary Care. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? Approximately 20 G.M. & 8. patients. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “‘Yes,”’ please describe the circumstances G.M. & S. patients “No” 
except in emergency; TB patients ‘“‘Yes,’’ as TB beds are immediately available. 

. Number of applications for admission from July 1 through December 31, 
1958: Total, 335; approved, 273; rejected, 62. 


V, Hospital staff 
ens full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients. 

Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time ---.............------ 11.6 12.4 +.8 

3. Physicians, residents and interns.................---].-.--.------.. ]-------------- 0 
4. Physicians, consultants and attendings_.........._.- 2.2 _ 18 —.4 

8. Therapists and technicians !._.._-- 16.0 17.0 +10 

10. Office of manager, personnel, and finance... _.-...--- 16.0 16.0 0 
12. Other food-service employees................-.------ 79.0 63.0 —16.0 

14. Engineering maintenance (excluding laundry) ------- 38.0 26.0 —12.0 
15. Engineering operations (excluding laundry). -._._--- 29.0 26.0 —3.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


20. What was number of guards on duty December 31, 1958? 8 firefighter 


uards. 
. 21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 14, 
(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 6. 
(c) Average days of hospitalization of patients reported in (b): 305. 


| 
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24. For consultant and attending physicians, show below the required data. 


: Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service-_--._.......- 20 20 15 
Average payment per consultant or attending !__.-.....-.--.. $1, 599 $1, 550 $1, 600 
Total amount to all consultants and attendings !__....... $31, 977 $31, 001 $24, 000 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time /| Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do 
the research and education programs contribute to patient care in your hospital? 
The research program has stimulated medical thinking into more areas of patient 
care. Specific application in pulmonary physiology has resulted in wider applica- 
tion of surgery for pulmonary tuberculosis with excellent results. The educa- 
tional program has given broader and deeper insight into nontuberculous disease 
states. The level of medical care has improved and therapeutics have become 
more efficient. Medical alertness has been sustained by the continued educa- 
tional program. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 
3. Grants from other sources administered through affiliated medical schools-|-_.........-.-.|-.------------ 
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VII, Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric we 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
austed 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition .................--- 8 3 
(1) Patient has compensable serv- 
(2) In receipt of VA pension -- 3 2 
(3) In hospital more than 30 days. - annie 


1 Any form of prepayment insurance. 


Nore.—If a patient peetring eare for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) A non-service-connected patient with hospitalization insurance signs 
power of attorney; carrier is billed; carriers who refuse to pay are referred to 
eee attorney if 60 and 30 day followups are unsuccessful. Approximate cost: 


4. ‘Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


a Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? We advise applicant of approxi- 
mate total cost in a non-VA hospital and what ore of that cost might be covered 
by any insurance plan he or his company may have. 

In your opinion are there abuses of non-service-connected care? Not at this 
station, as the average length of stay here is nearly 1 year, and very few veterans 
could afford the total cost and resultant salary loss involved. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War I_____-__--- 2 100 
Spanish-American RS 100 100 
All pa' 10 90 100 


| | | | 
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VITI.. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load____....___. 488.0 396. 0 330. 0 327.0 270.0 
(¢) Full-time equivalent staff____......__- 531.5 454. 4 409. 5 403. 9 362. 6 
(c) Toe... $2, 745,927 | $2,464, 524 | $2,345,515 | $2,508,816 | $2, 259, 666 
2, 058, 364 1, 960, 133 1,807,419 | 2,022,190 1, 932, 931 
Patient travel i 2, 633 1, 588 1, 419 1, 561 2, 936 
4 Communications ---.-._-...-....-----.-. 9, 751 9, 206 9, 578 10, 835 10, 763 
{ Utilities (gas, coal, water, etc.)_....... 76, 487 78, 129 80, 748 85, 455 81, 559 
283, 556 184, 780 157, 841 159, 954 138, 081 
(i) Drugs and medicines. --__..........-. 51, 789 41, 207 33, 681 33, 066 26, 558 
Y Medical and dental supplies__-._..... 41, 503 36, 079 36, 216 34, 162 33, 305 
(k) Asset acquisitions including equip- 

132, 611 14, 394 28, 140 59, 394 4, 804 
139, 233 139, 008 | 190, 473 102, 199 28, 729 
(m) Cost per discharged 5,027 6,671| 6,430, 6, 353 7, 352 

i 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Equipment and facilities are becoming 
more and more outdated. Patients therefore will not be given advantage of 
latest medical achievements. Accordingly, the shortage of funds based on the 
average daily patient load system does tend to increase a patient’s length of stay. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Shortage of staff delays 
treatment, as does lack of equipment. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards are helpful, but not completely adequate without a knowledge of the 
individual station problems, physical layout, ete. Explanations of station 
differences would improve the comparison standards. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
‘through December 31, 1958? $1.152. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.729. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Approximately one-third of our patients are on special diet for treatment 
reasons. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 24 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Extremely important, particularly in regard to professional staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None, unless additional beds are authorized thus necessitating a 
sizable increase in professional staff. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $16,200,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Salary increases; increased food costs; 
increased material and equipment costs; increased utilities costs; increased patient 
turnover. The absorption of the above increased costs has prohibited us from 
replacing vital equipment and has resulted in a deterioration of physical facilities. 

9. What internal programs have you developed to engender cost consciousness 
at your station? xecutive planning committee composed of all key adminis- 
trative and professional personnel actually plan expenditures, Department chiefs 
are required to operate within funds allotted them. . Cost analysis and review is 


a continuing responsibility of all department. chiefs.. Continued emphasis on 
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work simplification and incentive awards programs also helps develop cost con- 
sciousness among all employees. 
10. Laundry service: 


(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


1, 116, 894 10 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.041; per pound, $0.055. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.049; per pound, $0.068. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? the average daily patient load does 
not influence our decision to admit or discharge a patient. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? Not any if we are to meet our 
obligations to the veterans in this expanding area. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No effect on the number of operating beds. 
We now have 80 patients under this program. . 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,702. 
(2) Visits to hospitals by patients on CBOC status: 265. 
(3) Cost per visit: $6.43. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. By what methods? Directive, conferences. 
Cite examples. MP4 Part VI—reporting system; interim issue 10-317; inspec- 
tions and audits; average daily patient load and mission assignment by type 
patient; mandatory training courses. 

Me (b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? An outside non-Government source would be prefer- 
able if it conducted a fair audit, as it would be more acceptable to all interested 
parties, such as the general, public Congress, service organizations, etc., than one 
conducted of VA by the VA. 

(d) The Area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful, as the area staff is capable and sincerely interested in 
the station’s patient-care problems. We profit from the broader experience 
they have gained from association with many VA hospitals. 

(2) Of what value would you think these visits are to VACO? Provides 
an area of personal communication to the field. 

‘ (3) Would less frequent visits be more useful? No. 


| 
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(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? MP4, part VI, has usurped some of sta- 
tion’s previous authority; so too have mandatory training courses, directives on 
filing, etc. 

2. Is the management development. program directed toward making good 
employees or good managers? Both, in our concept of management development. 


X. Capital improvement 


-1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1959 | Flame-failure control (accomplished) - - - Suths $4, 900 
1900 | Replace primary feeder cable. 8, 000 
8, 000 
3, 000 


Hot-water tank for 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 

Waterline, refrigeration plant in building 17 to sedimentation tank, building 49___..._._.__- $5, 000 
Install aluminum window screens and storm windows............-.....-.-.-.---.-----.---- 22, 110 
Progressively replace deteriorated kitchens in housekeeping quarters. -_...-..........---.-- 15, 000 
Replace deteriorated and obsolete entrance doors __._........--.--------------------------- 5, 000 
Eliminate the temporary quonset huts now housing physical medicine activities and redeco- 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiseal year 1959. 


Description Amount 
Replace elevator cables and door closure__..........-...-.-.--------- ter 500 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Resurface road, building 11 to patients’ building 21______.__._._.-.-.-.---------------..---.- $4, 200 
Rehabilitate powerline, steam generating plant, building 34 to Central Hudson Gas & 
ping Co. transformers near building 52 (severely damaged by ice storm in December oon 
‘Top trees to clear Government-owned powerlines and buildings....-...._..---....-......-. 1, 200 
Replace siding where necessary at housekeeping quarters, buildings 1, 2, 3, 4, 5, 45, and 46_- 3, 000 
Replace metal stair threads throughout buildings_--__............---..--------------.-.-.. 4, 400 
Replace gutters and downspouts throughout buildings where necessary _._._...........-..- 1, 200 
Resurface pavement from rear entrance of building 18 to unloading platform, building 16, to 
ore site of guardhouse, building 22, including gutters and catch basins, 2,800 square ee 
Reconstruct roof, building 17 and resurface ramp between buildings 15, 16, 17, and 18-_._._. 32, 000 


1 See manager’s letter appearing at beginning of questionnaire. 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiseal year 1961. (Exclude items listed in 
question 1(b) above.) 

(2) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
New $4, 000 
end app (Re ors 59, 000 
Electrical nok ousekeeping quarters, buildings 1, 2, 3, 4, 5, 45, amd 46._......-.-.-.. 21, 000 
for housekeeping quarters (to be ona 2,000 
Instoll system in pharmacy, petients’ clothing rece, garages, warehouses, animal 
feed room and back stage in recreation hall 3, 200 
Construct storm drains, rear 3, 500 
Reline concrete tunnel from building 18 to ballaing 19° 6,000 
tall ob buil 16, 38, 17, 18, 7, 9, 46 7, 800 
(6) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Install electrical outlets throughout wards for equipment. 2 $1,000 
Install new roof surfacing on kitchen, building 16 1,800 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Sound system for 35-millimeter motion pictures. $2, 000 
Replace walk-in refrigerator ste 3, 000 
Replace sterilizer in operating room. . 3, 600 
Replace medicine and narcotic 2, 400 
Replace light fixtures which are antiquated ___._.....-.-.-.--------- eee 22, 000 
Replace deteriorated patient wall 6, 500 
tall image amplifier for X-ray-_.._. J. 8, 500 
Purchase new radiators capacity to replace the obsolete wall type............__- 1, 900 
Mop sinks, all wards in Duila ag 17, and 18 2, 400 
Install new elevator buildings 4, 800 
Instal! Air-conditioning: 
postoperative 
Replace shelving in medical libr library... 3, 500 
Progressively replace deteriorated venetian 2, 500 
Progressively replace obsolete kitchen ranges_-. 1,000 
Replace patient bathtubs......... 2, 400 
Install ice-making oi 5, 400 
Replace deteriorated: 
48-inch extractor _ - 1,915 
30-inch extractor 1,399 
Air tumbler in laund y 1, 322 
Laundry air compressor 3, 000 
Laundry presses. 11, 000 
Replace ice-cream 1, 200 
2-tank kitchen dishwasher 1, 200 
Install drinking fountains, buildings 15, 17, and 18_ 5, 800 


| 
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here 3. What, in your opinion, are the most pressing needs in your installation? 
d in This station is 35 years old. Project No. 31-5442 was deferred for several years. 

As a result fixed equipment and maintenance items were not accomplished in 
nt), anticipation of this $3,500,000 project which never materialized. We are sorely 


in need of funds to accomplish these improvements progressively in lieu of the 
project. In 1958 we were allotted funds to take care of pressing needs; however, 
we were not furnished additional funds in 1959 for this purpose. A special allo- 
cation should be made annually to catch up this maintenance backlog. 


| 


4, 000 
O00 
000 MONTROSE, N.Y. 
4, 000 
2, 000 I. General 
> Name of hospital: (Franklin D. Roosevelt) Veterans’ Administration Hospital. 
6,000 City and State: Montrose, N.Y. 
7,800 iype of services: NP; domicile, no; formal outpatient clinic, no. 
oo ame, qualifications, and tenure of— 
(a) Manager: Leon L. Rackow, M.D., F.A.C.P., certified mental hospital 
administrator, appointed January 1956. 
(b) Assistant manager: Justin S. McPartland, B.A., F.A.C.H.A., appointed 
November 1949. 
3 (c) Director, professional services: George Rosenberg, M.D., certified mental 
int hospital administrator, appointed March 1956. 
51, 000 II. Bed capacity and patient load 
1,800 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Tres Total | TB! Psy- Neuro- | G.M. & 8. 
a chiatric | logical 
re BED CAPACITY AND PATIENTS REMAINING 
3, 600 
2, 400 1. Rated bed capacity. 1, 940 138 1, 731 61 
22, 000 9. Operating beds........................ 1, 769 138 1, 560 61 | Ra 
6, 500 Beds not in use (unavailable): 
1, 900 4. process of activation............ 
4, 800 6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
2, 000 rent operating plan regardless of 
1,000 9. Patients 1, 727 137 1, 518 61 
3, 000 10. Average daily patient load for 12 
3, 00 months ending Dec. 31, 1958.....-.-- 1, 693 137 1, 485 62 Ohi ieee 
4 500 AGE OF PATIENTS 
2, 400 
8, 000 12, Patients in hospital on Jan. 12, 1959, 
1, 800 who were 55 years of age or older: 
6) Percent of total patients re- 
38, 000 maining (line 9). ..........-- 29 4 23 
1, 915 13. Patients in hospital on Jan. 10, 1957, 
1, 390 who were 55 years of age or older: 
3, 000 34 Percent of total patients re- 
11, 000 ning Jan. 10, 1957_....... 32 4 
22, 000 
5 1 Psychiatric patients with TB. 
5, 800 3 Feb. 1, 1957, uleddonneiee showed only combined total of psychiatri¢c and neurological patients. 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patéents sent to trial visit during year__- 180 189 212 208 
15. Number of patients on trial-visit status as of Dec. 31- 138 164 152 164 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? . 


Type of discharge 1956 1957 1958 
Total. 461 547 605 
All other. 382 460 520 


_ (b) If there are trends in any of the components above, please describe their 
significance and impact, on the activities of your hospital. Requests for admission 
of veterans for pmo with TB have decreased in the past few years. Of those 
admitted, the condition becomes inactive in many cases but continued hos- 
pitalization is required for the mental illness. If continued, this trend will reduce 
need for bed occupancy in the TB—NP service. 

17 (a) What is the number of TB beds (rated capacity) which were unavailable 
- ar 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? (5) (these are TB—NP beds converted to psychi- 


atric beds). 
III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
‘during the 6 months ending December 31, 1958: 


Length of time since admission Number of | Percent of 
patients patients 

Total. 1,727 100 
1 year and less than 2. 147 9 
5 years and less than 10 er 880 51 


3. (a) What system of control do you have to insure a minimum stay in hos- 
ital? We have alength-of-stay committee whose duties are: (1) Institute studies 
in the areas which adversely affect the optimum length of stay of patients; (2) re- 
view existing practices and procedures with a view toward the elimination or cor- 
rection of those elements that tend to adversely affect the length of patient stay 
in the hospital; (3) study the proper scheduling of patients, promptness and 
quality of diagnostic examinations, the professional practices, effectiveness of 
treatment, adequacy and timely completion of records, the internal administrative 
procedures, and ability of hospital staff to work together as a team; (4) committee 
reports the results of their studies at appropriate intervals with recommendation 
to the manager. 

(b) What improvements have you made since your last report to this committee? 
More frequent review of records of patients hospitalized at this institution. In- 
creased attention to programs designed to hasten trial visit or discharge by pre-TV 
or pre-MHB preparation of home, social and occupational situations. 
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(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
‘their requirements for care, which have affected length of stay or which may be of 
importance in the future? (If so, describe.) Patients hospitalized for long-term 
neuropsychiatric care require a complete social service and vocational study before 
patient can be returned to his home and community. These studies are being 
made without unnecessary delays. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Referring 
as rewrage | to neuropsychiatric patients, a more thorough followup of these 
patients after they leave the hospital by persons who have treated these patients 

rior to their separation from the hospital would, we believe, hasten discharge and 

eep the patiegt out of the hospital for a longer period of time. 

(b) What effect would such a program have on your cost of operation? It would 
increase the cost of operation, because it would require the services of additional 
psychiatrists, social workers, counseling psychologists and possibly counselors in 
recreation to make these followup studies. 

'5. What would you suggest to further reduce hospital stay without impairing 
eare? To continue to make frequent reviews of the patients hospitalized at this 
institution. 

6. What is needed to improve turnover of patients? More psychiatrists and 
more help in the auxiliary services, such as social work service, clinical and counsel- 
ing psychology, physical medicine and rehabilitation service, and special service. 
Increased staff/patient ratio is a necessity, even in the servicing divisions as com- 
pared to professional services. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Non service connected 
Service 
Type of care required Total connected 
Total Innon-VA}| Not yet 
hospitals |hospitalized 
1, Total applicants; 1, 245 1,099 146 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 9. These are currently hospitalized under VA auspices; one in another 
VA hospital, and eight in contract hospitals at VA expense. 

3. What system do you use for scheduling admissions from the waiting list? 
Waiting lists are maintained in chronological sequence of the date application 
received by the VA and within the varied categories of entitlement and type of 
case. They are reviewed and kept current. Phe major categories in order of 
priority are (1) requiring treatment for service-connected disability; (2) treat- 
ment for non-service-connected but having service-connected disability and (3) 
those have no service-connected condition. When vacancies occur the bed is 
offered to applicant for whom it is suitable who is listed first in the highest prior- 
ity group. 

4. In Rddition to the persons reported in reply to questions 1 and 2 above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 95 NP; 48 males currently in other VA hospitals, and 47 
females now hospitalized as VA beneficiaries in non-Federal hospitals. 

5. Are patients admitted without placement on the waiting lists? Ifthe answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. Those presenting a bona fide 
emergency where delay would be detrimental to life and health, or would be 
hazardous to transport to another hospital. Nonemergent cases are also ad- 
mitted, if a bed is available and there is no applicant on the waiting list in a higher 
or the same priority group. 

6. Number of applications for admission from July 1 through December 31, 
1958: Approved, 378; rejected, 31. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of ecember 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (— 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1, 220.7 1, 161.8 1 —58.9 
2. Physicians, full and part time--..................-- 27.0 22.5 —4.5 
3. Physicians, residents and interns...............-..-. 6.5 6.3 —.2 
4. Physicians, consultants and attending 6.3 4.3 —2.0 
5. Dentists 4.0 5.0 +1.0 
6. Nurses. 56.2 62.4 +6.2 
7. Hospital aides 381.0 411.0 +30.0 
8. The 51.3 43.0 —8.3 
9. Social workers 9.0 15.0 +6.0 
10. Office of manager, personnel, and finance. .--.--..._-- 27.0 28.0 +1.0 
12. Other food service employees__..............-.--.-.- 160.0 142.0 —18.0 
14. Engineering maintenance (excluding laundry) _------ 76.0 68.1 —7.9 
15. Engineering operations (excluding laundry) -...-..-. 51.0 55.0 +4.0 


1 Administrative transfer of psychology tra’ unit to VA Hospital, Brockton, Mass. 
2In physical medicine, dentistry, laboratory, X ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? 
Although member employees do ran gos work which is part of regular program 
of hospital operations, the amount of service obtained is not commensurate with 
the amount of effort put into the program. The patients unquestionably benefit 
by having as close to a normal work situation as is possible under sheltered cir- 
cumstances. As a start toward individual community living, they have the in- 
centive of work as well as salary. An intangible but most important benefit for 
the hospital is the therapeutic atmosphere that is engendered by this program 
which reflects itself throughout all other patient-centered activities, such as in- 
dustrial therapy and other details where patients work with nonprofessional 
employees. (We have completed member-employee living quarters and are 
initiating a program.) 

20. What was number of guards on duty December 31, 1958? 9. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program; 539. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 28. 

(c) Average days of hospitalization of patients reported in (6): 652. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service---........-- 26 25 126 
Average payment consultant or attending ?___-_.....--_.- $1, 100. 69 $1, 174. 04 1 $1, 186. 85 
Total amount paid to all consultants and attendings ?________- $28, 618 $29, 351 1 $30, 858 
Total] for $1, 554 $1, 974 1 $2, 138 

1 These are estimates. 

2 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Fulltime | Parttime | Consultants, 
attendings 


1 These are very difficult to recruit and are in short supply. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
In addition to their scientific benefit, research programs in the hospital act as 
testing laboratories to demonstrate the value and applicability of many new 
concepts and treatments. They contribute toward emphasized patient care and 
serve to retain professional staff and to maintain them on a high level of active 
scientific inquiry and curiosity which leads to specifie and general improvement 
of all levels of patient care. 

3. Amount of funds available in fiseal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
ls. 1 $20, 650 10 
Gifts and donations depos ‘ited in general post fund 
3. Grants from other sources administered through affiliated medical schools. 


1 These funds were allotted to area office. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 


hausted 
(0) For treatment of a service-connected 
c) For treatment of a non-service- 
connected 5 1 we 1 


(1) Patient has compensable serv- 
ice-connected disability... .. 
(2) In receipt of VA pension _-__.- 
(3) In hospital more than 30 days_- 


1 Any form of prepayment insurance. 


Nore.—Ifa patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: None. 

What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
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year 1958.) On admission of veterans having no service-connected disabilities, 
it is ascertained if applicant has insurance entitling hospital to reimbursement, 
Letter of assignment is obtained from the insured. Followup is maintained 
toward payment and any cases of nonpayment or questionable liability are re- 
ferred to the VA legal division. Estimated cost of the collection program for 
calendar year 1958 is $219. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


= r Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? To assist the applicant in de- 
termining his ability to pay, he is given when practically possible, some indica- 
tion of the probable length of required treatment and estimated cost for private 
care in local hospitals. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(9) Average daily patient load_____..____- 1, 650. 0 1, 692 1, 697.0 1, 690. 0 1, 690.0 
b) Full-time equivalent staff_...._---____- 1, 205. 1 1, 186 1,113.9 1,124.3 1, 144.5 
(c) $5, 912, 573 | $6, 164,855 | $6, 381,335 | $6,661,539 | $7, 022, 472 
(d) Salaries of staff ?_____.._-.-.--.....-.-- 4,511,566 | 4,843,412 | 5,062,774 | 5,274,403 | 5, 689, 516 
(e) Patient travel......................... 1 575 414 4o4| 307 670 
(f) Communications. ___._....-._------_- 14, O11 15, 737 16, 790 17, 888 18, 089 
) Utilities (gas, coal, water, etc.)._._____- 158, 994 171, 018 182, 834 187, 530 198, 743 
es 647, 724 651, 045 635, 049 679, 890 675, 987 
(i) Drugs and medicines.._._............_- 68, 059 92, 015 89, 385 102, 795 100, 900 
i Medical and dental sup lies ice uaacr 42, 079 70, 86, 306 92, 090 90, 992 

sse u ns clu 
men 41, 971 49, 504 73, 281 79, 033 13, 339 
426, 594 271, 248 234, 422 227, 583 234, 236 
(m) Cost per discharged patient..........- 6, 220 6, 024 7,127 7,918 5, 789 


services: Show all costs to nearest dollar of actual cost. 


LAdjusted for common 
+ Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Our present primary fund allocation is 
considered to be a minimum for adequate patient care. A greater allocation 
which would permis increased staff patient ratio in all divisions and services, both 
operating and professional, would, we feel, contribute to a better treatment pro- 
gram. he increasing costs of good medical care due to new drugs, treatments, 
equipment, and salaries, must be met by increasing primary fund allocations. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? This tendency 
toward increased length of stay is not evident in psychiatric hospitals where there 
are adequate waiting lists of eligible veterans so that there is no difficulty in 
maintaining an average daily patient load. Should the time arise when these 
waiting lists are reduced, the same forces would tend to operate in NP hospitals 
as they do in G.M. & 8. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Adequate com- 
parison standards with other VA and civilian hospitals are available. We do not 
feel that such comparisons are appropriate since statistical charts do not delineate 
the individual differences at various hospitals such as availability of professional 
employees, housing difficulties, traveling difficulties, rural or suburban areas, type 
of hospital construction, ete. All of these have a definite effect on individual 
hospital operations which do not show themselves in comparative tables. This 
has been discussed. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.975. 

(b) What is the cost per served ration for al! other food service activities from 
July 1, 1958, through December 31, 1958? $1.114. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Psychotic patients and nonpatient groups (personnel, guests, ete.) are 
provided the basic allowances which insure a nutritionally adequate ration. Ad- 
justments of 30 percent more of meat, milk, and butter are allowed the TB and 
paraplegic patients and 10 percent more in the other food groups; for other 
psychiatric, neurological, medical, and surgical patient, 10 percent increase in 
all food groups. These increases supply the nutrients necessary to maintain 

ood nutrition. during the acute phase of an illness and the extra requirements 
or convalescence and rehabilitation. 

(a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 74 nonhousekeeping. Thirty-five of these vacancies are in a hospital 
building which has been converted for nonhousekeeping quarters. Of the remain- 
ing 39 vacancies in the nurses’ residence and bachelor quarters, trainees occupy 
these rooms as paying guests 80 to 85 percent of the time. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Both housekeeping and quarters are essential for main- 
tenance and recruitment of staff. Westchester County is an extremely high rent 
area and appropriate housing for staff at any salary level is most difficult to obtain. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? A male nonhousekeeping building is budgeted for construction. This 
will be of the greatest value in stabilizing and retaining essential nursing assistants 
and food service workers. Housekeeping quarters for professional and adminis- 
trative employees would seem to be a good idea and possibly attract increased 
help in these areas. “pe 

(d) Could cost of such quarters be a lucrative investment? It is not felt that 
such quarters would be a lucrative investment and we feel that they should not 
be considered as such. We would prefer to look upon them as auxiliary features 
dedicated to an improved high quality patient care program by helping to recruit 
and retain staff, rather than as a business investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $35 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Salaries which constitute a large part 
of our budget are constantly increasing. Pay increases due to mandatory pro- 
motions and time-in-grade promotions increase proportionately with the hos- 
pital’s ability to retain longtime loyal employees. It has been known and is 
being demonstrated that higher staff-patient ratio produce better therapeutic 
results. New advances in techniques, equipment, drugs, and new theories of 
therapy require increasing sums of money in order to support them. Fixed costs 
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of hospital operations such as utilities, food, coal, and replacement of equipment 
of all types constantly increase in cost. ; 

9. What internal programs have you developed to engender cost consciousness 
at your station? The station’s primary fund allocation is distributed to the 20 
cost controllers who are responsible to the manager, through the fiscal officer, for 
insuring that their expenditures do not exceed their allotments. The allocations 
are based on such factors as past experience, current requirements, and avail- 
ability of funds. Each controller submits a monthly report to the Chief, Fiscal 
Division, reflecting his unexpended balance at the close of the accounting period 
which is compared with a like figure compiled by the Fiscal Division. Discrepan- 
cies are brought to the respective controller’s attention for reconciliation or adjust- 
ment. A programs and operations committee serves as a permanent review board. 
Constant discussions are held. Work simplification and incentive awards stress 
this. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day, 


Pieces 


Pounds -... 


7.4 
9, 518 5.6 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the puree of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.033; per pound, $0,043. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? At the present time, this does not 
materially effect NP hospitals in increasing length of stay or admitting patients 
who do not require hospital care. However, should a time be reached where 
there is no longer a waiting list of available veterans, the situation would be 
comparable to that faced by G.M. & 8S. hospitals. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? There would be no effect in NP 
hospitals at this time. A CBOC program may function to increase admissions, 
turnover rate, and discharges of non-service-connected psychiatric patients by 
increasing the opportunities for posthospital followup and supervision. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $192.80. 
(2) Visits to hospitals by patients on CBOC status: 33. 
(3) Cost per visit: $5.84. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By allowing the 
manager more discretion in handling the affairs of this hospital. Cite examples. 
Budget authority, utilization of funds are being ee to the hospital. The 
manager is being permitted increased discretion in handling promotions, proficiency 
ratings, and disciplinary cases. 
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(b) Has your hospital had an internal audit of its administrative operations? 


No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? We feel that a fair professional medical audit 
would be of benefit since it would afford hospitals a comparable baseline from 
which they could organize self-evaluation and comparative evaluations. It 
would seem most appropriate if these could be conducted by joint teams from 
VACO and outside sources who are familiar with the problems of hospital man 
ment. We would recommend that such teams should lean heavily on VACO 
and area knowledge. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? We consider these visits very helpful. hey provide information 
on new and helpful procedures being used at other hospitals, constructive 
criticism in our own operations, and valuable suggestions for possible im- 
provement. 

(2) Of what value would you think these visits are to VACO? We think 
they provide central office with a valuable source of knowledge concerning 
individual hospital operations and problems. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? he primary mission in this program is to im- 
prove performance for present assignment, with the secondary goal of developing 
a reservoir of supervisory talents and abilities. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


| 


Fiscal Description Amount 
year 
1961 | Additional elevators, buildings 3, 4, and 12, project No. 31-5443. _.._........._-.-- 110, 000 
Automatic sprinklers, portions of 18 buildings, project No. 31-557..-.--.-.--.----- 46, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


Additional sidewalks: Numerous sidewalks had been eliminated from the original construc- 
tion requiring patients and personnel to walk on the roads__._......--..-..--.-.-.------ $24, 500 
Additional parking areas: Permanent parking areas were not included in the original con- 
struction, Tem rv areas have been in use requiring excessive maintenance and repairs_ 24, 302 
Installation of h over steam tables in building 5 (main kitchen) -...............-.-....- 15, 000 
Information booth and turnaround at front entrance----.-.............----..--.--.-.----..-- 63, 500 
Animal house: Animal house not included in original construction. This is essential in care 
and treatment of patients as well as research studies-.............-...-.---.--.----.---.-- 22, 000 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

$9, 

1, 

3, 

6, 

7, 

Heating 

Acoustic 


Waterproofing exterior of buildings. 


Electrical distribution system (including transformer vaults) _..................-........-.. 
Steam distribution system (including condensate return lines) 
itary sewer system -_._.- 
Sewage treatment 
Centralized radio 


Ne 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Servicing of electrical equipment 3, 500 
Waterproofing and pointing exterior masonry ---............--...---.-------.-------------. 5, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal Description 
year 


Amount 


Roads and 


Roofs (including sheet-metal work) --- 
Acoustic 
Waterproofing (exterior of buildings) - sare 
Electrical distributing system (including transformer vaults). 
Steam distributing system (including condensate return 
Sanitary sewer system... 
Sewage-treatment plant___ 
ater distributing system (including wells and reservoirs) -...........-.....----- 


B 


SSSESES 


Engineering | 
Painting: 


| | 


| $8883) 


aa 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM) 1133. 


Fiscal. 


year 


Description 


> 


1961 


Railroad tracks and bridges-__-. 
Roads and walks 


Acoustic treatment 
Waterproofing exterior of buildings. 
Air 
Boiler and boiler plant equipmen’ 


Electrical distributing system (including transformer vaults) 
Steam distributor system (including condensate return lines). 
Sanitary sewer system 
Sewage treatment plant 
Waiter distributing system (including wells and reservoirs) 


BR 


NH ANAM 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 
1960 | Chamberlain detention screens. ..--_................-.-.--- $1, 900 
Addition to boilerhouse______- 1, 900 
1961 | Exterior exists to patient’s dining rooms_______._____. 1,800 
Mechanical ventilation to clini ei 1, 900 
(c) Replacement and new fixed equipment costing over $1,000: 
Fiscal Description Amount 
year 
1960 | Replace feed water regulators.------ $1, 100 
New air compressor for boilerhouse - 1, 200 
New smoke indicator system _-__----- 1, 500 
1961 | Mixer, heavy duty, vertical type, bakeshop--.-._............-.--------.--.--..-.. 1, 200 
Replace 2 wornout drying tumblers, 36 by 30 inches_-____.-.......-.-.---- +22... 3, 000 
New laundry type C garment pressers, 4 each, with filler piece table_-._________._ 4, 000 
Dishwashing machine, flight type (rackless), conveyor type II, 4,900 dishes per 


3. What, in your opinion, are the most pressing needs in your installation? 
Our current pressing needs are additional parking areas, additional sidewalks, 
and installation of hoods over steamtables in main kitchen. 

For long-range planning, to afford more effective operations of the physical 
plant, we would be interested in the following: 


Description Amount 
Enlargement of sewage plant (secondary treatment and trickle filter)_._...........-.......- 150, 000 
Remodel boiler stokers (or provide electrical precipitator for smokestack) -................_. , 000 


— 

Painting: 

| 
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The most pressing professional need is for more psychiatrists. It is almost 
impossible to recruit such physicians. 


NEW YORK, N.Y. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Ist Avenue at East 24th Street. 

City and State: New York, N.Y. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of — 

(a) Manager: William J. Dann, since June 20, 1954.1 

(b) Assistant manager: Corydon F. Heard, Jr., since February 10, 1957.! 

(c) Acting director, professional services: Paul P. Weinsaft, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M, & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 1, 238 91 195 72 GD 
1, 238 91 195 72 
Beds not in use (unavailable) 
6. Staff not recruitable: Beds re- 
ot 
ren 
9. Patients remaining. 1, 159 92 162 72 
10. Average daily patient load for 12 
months en: Dee. 31, 1,115 166 70 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or : 
6) Percent of total patients re- 
maining (line 100 4 8 6 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or 0! t 
® 509 19 53 27 
(6) Percent of total patients re- 
maining Jan. 10, 100 6 16 8 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit poy Fog None None None None 
15. Number of patients on trial-visit status as af None None None None 


1 Excludes similar positions elsewhere. 
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16. (a2) What is the number of patients discharged from your hospital during ' 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
8, 292 8, 215 9, 205 
All other se 7,414 7,250 8, 262 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. None. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of oor: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 48 days. 

2. For G.M. & §. hospital only: Give the average number of days of hospitali- 
zation required for ——— discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 
Appendectomy 14 14 
Heriorrhaphy 86 19 
60 17 
Cholecystectomy - 12 22 
Subtotal gastrectomy for duodenal ulcer. 26 35 
Prostatectomy: 
Suprapubic 4 44 
: 
Transurethral. 13 28 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Daily rounds with section chiefs, attendings and chiefs of service provide a 
system of control whereby unnecessary multiplication of tests (laboratory, X-ray, 
etc.) is obviated, the patients’ diagnoses are more rapidly established and treat- 
ment is not unduly prolonged. 

(6) What improvements have you made since your last report to this committee? 
Patient workup in many instances has been expedited and patient records are 
completed more rapidly. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The average age of the veteran 
patient is increasing and the long-term caseload is gaining more importance 
especially in the areas of neurology, physical medicine, pulmonary diseases, and 
neoplastic diseases. 

4. (a) What would be the effect on length of stay if you were able to provide 
sn pon followup care, as needed, on an outpatient basis? The present 
ollowup system (CBOC) does not appreciably decrease the length of stay and 
appears to be quite costly. Unlimited followup outpatient care may in a certain 
measure decrease the length of stay only in long-term cases where suitable ar- 
rangements can be made for home nursing or foster care. Acute medical and 
surgical cases would probably not be affected. 
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(b) What effect would such a program have on your cost of operation? Un- 
limited outpatient treatment would decrease the cost of treatment of individual 
patients. verall hospital cost would be increased mainly in drugs and profes- 
sional salaries, but these would be budgeted items. 

5. What would you suggest to further reduce hospital stay without impairing 
care? More rapid disposition of long-term cases where maximum hospital benefit 
is reached by suitable arrangements for living in the community which are not now 
available. Many such patients remain in the hospital for indefinite periods, thus 
contributing to the increased length of stay. 

6. What is needed to improve turnover of patients? Assignment of more beds 
to short term workups, admissions for brief periods of time of diagnostic problems 
and referrals to outpatient care for further treatment of many ambulatory patients. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
T f ired Total eae 
of care requ co 
Total Innon-VA| Not yet 

hospitals |hospitalized 


seit many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Date of application and medical consideration. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on Janney 12, 1959, who were 
potential admissions? 51. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances Yes; medical emergencies and veterans 
applying in person and found in need of immediate hospitalization. 

. Number of applications for admission from July 1 through December 31, 
1958: Total, 9,896; approved, 5,252; rejected, 4,644. 


V. Hospital staff 
fey ai full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1956 Dec, 31, 1958 to 1958 
1. 10 11,4523| . 1,464.6 +12.3 
2. Physicians, full- and part-time.-_-...--....----.----- 60, 0 69. 5 +9.5 
3. Physicians, residents and interns__--._...---.------- 31.3 50. 3 +19.0 
4. Physicians, consultants and attendings.....-..--.--- 16.0 17.6 +1.6 
8. Therapists and technician ?__..........----..--+.-.- 94.0 90. 0 —4.0 
10. Office of manager, personnel, and finance___-..--.- .. 33.0 39.0 +6.0 
12. 195.0 182.0 —13.0 
13. 37.0 0 —37.0 
14 50.0 49.0 —1.0 
15. 36.0 42.0 +6.0 
16 22.0 43.0 +21. 0 
17. 12.0 10.0 —2.0. 
18. 276.0 317.7 +41.7 


1 Erroneously reported as 1,118.3 in 1956 report. 
2 In physical medicine, dentistry laboratory, X-ray. 


op 
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19. (a2) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 12. 
21. (a) — of patients on January 12, 1959, who are in industrial therapy 
rogram: 31. 
t (b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 49. 
(c) Average days of hospitalization of patients reported in (b): 175. 
22. Number of patients in day hospitalization: None. 
23. Number of patients night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. _.......__- 120 126 123 
Average payment per consultant or attending !____.._._..____ $1, 062 $1, 088 $1, 093 
Total amount paid to all consultants and attendings !________- $127, 450 $137, 050 $134, 500 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 


_ ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
These programs contribute to patient care in three important ways: (1) They 
are essential in the attraction of the highest type of physician to the full-time and 
resident staffs. (2) The research and education programs provide an invaluable 
and continuing stimulation to the staff to think and read about medicine with a 
critical and imaginative point of view. (3) The research program provides a 
means of testing the practicability and value of new clinical laboratory tests as 
well as therapeutic agents and procedures. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools - - Bt lv 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
haus 
(a) 171 4 4 2 3 147 
(6) For treatment of a service-connected ‘ 
(c) For treatment of a non-service- 
connected condition..............-.- 159 4 3 2 3 147 
(i) Patient has compensable serv- 
(2) In receipt of VA pension. 35 34 
a In hospital more than 30 days-- 3 64 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(6) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
— 1958.) Collection action is administered in accordance with VA Interim 

ssue 10-424 dated May 3, 1957. Estimated cost of collection program: $4,441. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


ata $377, 610 $298, 241 
cheneennssenceunscennenenenenssece 46, 802 33, 420 


Amount billed 
Amount collected 


Ben Is the addendum filled in before or after the oath of inability to pay is signed? 
ore, 

6. How many addenda following review: by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Based on an established 
schedule of costs for hospitalization and professional care in comparable G.M, & 5. 
private or voluntary hospitals, the veteran (1) is informed as to the estimated 
ength of stay and cost for such hospital and professional care; (2) is asked whether 
he can afford to pay for the estimated cost of hospitalization. 

8. In your opinion are there abuses of non-service-connected care? No. 


mated 
hether 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

17 83 100 
17 83 100 

2 98 100 

0 100 100 
40 60 100 
12 88 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load_--_....._._- 542. 871.8 1,122.3 1, 123.4 1, 115.0 
(6) Full-time equivalent staff. ............ 877.6 1, 426. 9 1, 415.5 1, 414. 2 1, 399. 2 
(ec) $2, 571, 036 | $6, 228,906 | $7,748,991 | $8,610,868 | $9,310,099 
(d) Salaries of staff 2....................... 1,727,275 | 4,811,372 | 6,376,540 | 6,910,244 7, 487, 252 
= Pe 616 6, 486 6, 519 5, 710 6, 451 

18, 546 22, 975 27, 611 32, 128 1 
g) Utilities (gas, coal, water, etc.) - 154, 646 232, 112 251, 707 269, 44 274, 538 
(h) NO ee ae. 102, 198 337, 204 477, 402 488, 625 479, 431 
(i) Drugs and medicines 185, 602 219, 747 298, 089 333, 273 326, 446 
(Gj) Medical and dental supplies___.._____. 139, 202 169, 012 191, 741 221, 284 227, 840 

(k) Asset acquisitions including equip- 

103, 749 162, 010 74, 616 68, 906 27, 585 
139, 202 267, 898 283, 857 280, 751 449, 092 
(m) Cost per discharged patient _-......_. 992 810 983 1,097 1,099 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No, and will never be as long as the present 
method of arriving at the total amount is used. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Since there is a 
staffwide realization that the availability of funds to pay for patient care and 
all means toward this end depends upon the average daily patient load require- 
ment, it is reasonable to believe that the results include some prolongation in 
length of stay. The extent of this effect of the average daily patient load re- 
quirement is believed to be small and it is questionable whether any known 
methods of investigation and appraisal could measure them reliably. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

sible? Have they been discussed with peaponatble officials? Yes. Statistical 
ulletins periodically issued by VA central office provide comparative data. 
Similar information is gathered both by central office and locally concerning 
civil hospitals. Comparisons with the latter are not always appropriate due to 
differences in staffing methods, cost accounting and variability from one hospital 
to another. Comparative statistical data could be expanded and discussions 
to that effect are leading to better and more appropriate information. 

5(a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.083. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.133. 

¢) if all your patients are not on the same ration, what differences are there? 


( 
Why? None; all patients are on same ration. 
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6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 1 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Existing quarters are of critical importance in the recruitment of personnel 
in shortage categories, particularly nurses and resident physicians. They are also 
of prime importance in maintaining staff at the executive level in administrative 
and professional positions. 

(c) What additional quarters do you believe would add quality or stability to- 
your staff? Adding approximately 20 nonhousekeeping quarters for nurses would 
aid recruitment significantly and reduce turnover. Insofar as this would extend 
the tenure of an appreciable number of nurses, it follows that the added in-service: 
professional training and experience would enhance the quality of the staff. 

(d) Could cost of such quarters be a lucrative investment? Experience through 
these first 4 operating years indicates that these additional 20 nurses’ quarters 
would have a per annum occupancy rate of not less than 90 percent. The result 
of such an addition would be a significant contribution to the quality of nursing 
care received by veterans. The cost of construction and the going rental rate 
would not make it a lucrative investment for a commercial landlord. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $30 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The continuing rise in price of almost 
all goods and services is the principal factor. Steam, gas, electricity and water 
costs of $232,000 in fiscal year 1956 rose to $269,000 in fiscal year 1958, and will 
go higher. Drug costs of $219,000 in fiscal year 1956 mounted to $333,000 in 
fiscal year 1958. Medical and dental supplies cost $169,000 in fiscal year 1956, 
$221,000 in fiscal year 1958, and will be more in fiscal year 1959. Improved diag- 
nostic and treatment techniques are prolonging the lives of more disabled and 
seriously ill patients in a hospital population perforce an aging one. The older 
the patient becomes, the more his needs for costly man-hours of personal care. 
The patient census in this hospital for fiscal year 1956 included 292 veterans 
with various types of cancer. By fiscal year 1958 this number had risen to 630. 

9. What internal programs have you developed to engender cost-consciousness 
at your station? The ve many to conserve and use wisely limited funds is stressed 
daily to service and division chiefs individually, and to the entire group in regular 
weekly meetings. A continuous staffwide education in cost-consciousness is car- 
ried on, using methods found effective by other large public and private organiza- 
tions. Allotments for the current fiscal period are scrupulously screened by re- 
sponsible senior members with group participation. Departmental requests for 
2 dditional allotments, no matter what the justification, are rigorously scrutinized 
and many times denied owing to insufficient funds, even in the presence of plainly 
valid needs. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


eet 4, 870, 532 11. 97 
3, 596, 200 


Pieces. 
Pounds 8. 83 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
memorandum accounts.! Per piece $0.0238; per pound 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: ! Per piece $0.0294; per pound $0.0368. 


1 Costs for period July 1 through Sept. 26, 1958, only. 
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(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such con- 
tract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality. This hospital is one of five hospitals selected for a laundry 
pilot study. The commercial contract became effective September 26, 1958. 
To date the overall quality of service has been satisfactory. However, it is 
the consensus that sufficient time has not elapsed to properly evaluate or 
compare this operation with the former method. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etce.? We like to believe none. 
Nevertheless, the fear of having money withdrawn may have some influence on 
admitting patients not immediately requiring hospitalization, or delaying admis- 
sion to those in more urgent need when the average daily patient load is exceeded 
because of the extra hardships placed on a diminishing nursing staff. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? Past experience indicates that 
no operating beds could be closed at this hospital. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Little or no effect. A patient placed in CBOC 
status has reached MHB and is discharged. All patients discharged do not re- 
quire a followup. The status of bed availability would change little with ear- 
marked funds or not. We are concerned with the fact that the cost of the program 
this year will exceed $30,000 and no moneys are provided presently in the primary 
allotment. This is money which otherwise eoukt be used for salaries, equipment 
and other inpatient care needs. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $21,636. 
(2) Visits to hospitals by patients on CBOC status: 3,499. 
(3) Cost per visit: $6.18. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. The 
decentralization is being diminished effectively. This is done by simply reducing 
the money the manager must have to efficiently exercise the authority delegated. 
Allotting insufficient funds on the one side, with rising prices for almost all goods 
and services on the other, is making it mandatory to withhold essential employ- 
ment indefinitely in some cases, and to delay recruitment in others. 

(6) Has your hospital had an internal audit of its administrative operations? 

0. 
(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? A reliable hospitalwide professional medical 
audit, using statistical methods and producing clear mathematical conclusions, 
were this possible, would resolve many problems. But the results of so specious 
a device are so blended with deduced figures as to confuse the valid with the 
questionable and discredit the whole product. It is more than coincidental that 
many functions vital to patient care have yet to be evaluated in other than com- 
petent opinions, without resort to statistical translations chosen and interpreted 
with human error. Professional functions which can only be evaluated quali- 
tatively in terms of expert judgment, should continue to be surveyed by the chief 
medical director through his staff. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits help importantly to apply known principles and trv 
new eoncepts. They contribute substantially to exchange of valuable infor- 

mation and timely application of new policies and instructions. 
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(2) Of what value would you think these visits are to VACO? It is 
reasonable to believe that for the principal executives of so large an organ- 
ization, with 173 hospitals dispersed through 48 States and the Common- 
wealth of Puerto Rico, the constant availability of immediate supervisory 
opinions, based on continuty of personal knowledge and direct observation, 
is essential to a workable appraisal of progress and problems. 

(3) Would less frequent visist be more useful? To provide current and 
comprehensive advice and instructions in fast changing, frequently inter- 
related problems, the visists of representatives of the area medical director 
should not be less frequent than now. In some fields the frequency of visits 
could be beneficially increased. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples, Have such always been 
beneficial to the hospital’s operation? By far the most important recentralizing 
effects of Central ce directives have been those dealing with fund allotments 
and the use thereof. Without important exception, these strictures have arisen 
from overall, i.e., national budgetary restrictions, which have hampered both the 
capacity to give medical care according to announced VA standards and to pro- 
vide this with due celerity, in keeping with good medical practice. 

2. Is the management development program directed toward making good 
employees or good managers? o be well exploited, the management develop- 
ment progrem needs to be used not only to make good managers, but equally to 
help develop good employees in all other capacities. Here we make a continued 
effort to apply it for both purposes, knowing that this is the policy of the Admin- 
istrator and the expressed desire of the chief medical director. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | None. 
1960 | (a) Improvement of ambulance ramp and storm shield for entrance to main 
(6) Replace asphalt tile floors with ceramic tile floors in required areas, grand 
total of 17,303 square feet of floor area__.........-- 21, 629 
(c) Alterations to incinerator room. ....... 8, 600 


6) Standby emergency electric power for lighting all wards and stairwells in 

3, 

8, 

50, 


(c) Modernization of electrical panel board on elevator in staff quarters building_. 
d) Install] dual call system on passenger elevators, main building -_.............. 
te) Air conditioning of auditorium.__. 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
(a) Modification of windows or application of suitable weather stripping on all windows of 
main 100, 000 
Air conditioning of morgue 7,000 
Air conditioning of chapel - 15, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
Install grease trap on sewer line serving main kitchen, $2,300. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 

one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


033 
000 
500 
400 
000 


| $3858 B58 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1143 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Cathodic protection 
of water tanks (3) located in penthouse of main building, $2,400. 

(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


1. Air conditioning day room 17 south, NP area._..-.-.........-.-.---.+------------.-----. $1 
2. Air conditioning day room 17 north, NP area____............-.--.---------.---+.-.----.- 1 
3. Air conditioning day room 18 south, NP area____.........--.-- ae : 1 
4, 1 
5. 1 


Air conditioning central sterile 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
1. Replace defective cooling coils in unit C, E, and F of central air-conditioning system___- $1, 980 
2. Replace 2 stainless steel through-the-wall X-ray film-developing units. Requires new 
3. Solid panel storm enclosure for lobby front... -_...-...-..------.---.2+20+--2-++-+---2-2-- 5, 800 


3. What, in your opinion, are the most pressing needs in your installation? 
From the engineering standpoint, one of the most pressing needs of this hospital 
is to improve the very undesirable condition which exists with all window openings 
at this hospital. The type windows installed are double hung steel windows, size 
40 by 80 inches, all of uniform size and installed in pairs. The existing windows 
are of poor design which does not facilitate easy function and difficult to place in 
a tightly closed position. Under such conditions, the heating cost is greatly 
increased and drafts created contribute to some discomfort of patients, visitors 
and employees. The windows at this hospital should be modified to work prop- 
erly or a suitable type of weather stripping should be employed on each window 
to insure tightness and all windows should be made to operate easily. Cost for 
relieving this condition is estimated at $100,000. This problem would auto- 
matically be eliminated with air conditioning of the entire main building. In 
June 1958 central office requested our recommendations for air conditioning the 
main hospital building. 


NORTHPORT, LONG ISLAND, N.Y. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Northport, Long Island, N.Y. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of— 
(a) Manager: Arnold Arthur Schillinger, M.D. Born 1912. St. Louis Uni- 
versity School of Medicine, B.S., medicine, 1936; M.D., 1937. Licensed in New 
York State, 1937. Diplomate, American Board of Psychiatry and N ean, 
1946. Certified and registered as qualified mental hospital administrator by 
Committee on Certification of Mental Hospital Administrators (American Psy- 
chiatric Association), 1954. Graduate of the 10th Interagency Institute for 
Federal Hospital Administrators, 1955. Fellow, American Psychiatric Associa- 
tion, 1942. Member, American vere of Physicians, 1955. Member, American 
Medical Association. Long Island Psychiatric Society (president, 1954-55). 
President, Suffolk County district branch of American Psychiatric Association 
1957-58; 1959. Clinical assistant professor (psychiatry), Downstate Medic 
Center, State University of New York, 1957. Member, Phi Sigma, Honorary 
Biological Society. Medical Advisory Board, American Association of Rehabili- 
tation Therapists, 1951. Medical Advisory Committee Hospitalized Veterans 
Service of the Musicians Emergency Funds, Inc. Member, professional advisory 
staff, Suffolk County Mental Health Association since 1957. Member, Associa- 
tion of Federal Hospital Administrators, 1955. Member, board of directors, 
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North Suffolk County chapter, American Red Cross. Active military service: 
1938-39; 1941-46. Lieutenant colonel, USAR, June 1937 to date. Appointed 
to VA January 1940. Appointed to present position January 1955. 

(b) Assistant manager: Robert D. Pugh. Born 1917. High school, Char- 
leroi, Pa. University of Pittsburgh; Now York University. Business experience 
prior to entering VA: Mellon National Bank, Charleroi, Pa., 6 years. Active 
military service: 1941-46, captain, AUS, Air Force. Appointed to VA January 
1946, GS-12. Appointed to present position April 1958, GS-14. 

(c) Director of professional services: Henry Tanner, M.D. Born 1904, 
M.D., Tulane University of Louisiana. Medical school, 1930. Licensed in 
New York, 1930. BoE American Board of Psychiatry and Neurology. 
Fellow of American Psychiatric Association. Member of American Medical 
Association. Member of Long Island Psychiatric Society. Member of Suffolk 
County (N.Y.), district. Branch American Psychiatric Association. Clinical 
instructor, State University of New York Downstate Medical Center. U.S. 
Army, captain, Medical Corps, 1944-46. Appointed to VA September 1942. 
Appointed to present station September 1948. Appointed to present position 
February 1957. 

IIT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Do 
miciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed 2, 469 6 
2. Operating 2,488 2, 469 6 131.043 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
x Type of bed not required for cur- 
rent operating plan regardless of 
8. 
9. Patients 2, 386 }...-.-.- 2, 366 6 
10. Average daily patient load for 12 
months ending Dec. 31, 2, 384 j-...-.-- 2, 361 4 | 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining (line 36.0 34.7 33.3 
13. Patients in bospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining Jan, 10, 1957._.....- 35. 6 100.0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year-__-. 288 347 328 319 
15. Number of patients on trial-visit status as of . 31. 206 196 169 192 


i 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Although there is an 
increase in irregular discharges, this is not significant to the operation. There are 
now approximately 1,400 patients on privilege status as compared to half that 
number in 1957, and only 250 in 1956. More are requesting their discharge even 
though against advice of medical staff. 

17. (a2) What is the number of TB beds (rated capacity) which were unavailable 
on J ge 12, 1959, because they were not required for fiscal year 1959 operating 

lan one. 
“ (b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 


Length of time since admission Number of | Percent of 
patients patients 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? (1) Yearly reexamination and reevaluation of every patient; (2) review 
of patients by special therapeutic committee; (3) frequent boarding and staffing 
of all patients. 

(b) What improvements have you made since your last report to this com- 
mittee? Reclassification of various wards with subsequent review of patients. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stav or which may be of 
importance in the future. (If so, describe.) (a) Yes. With increase in age many 
neuropsychiatric patients develop physical illnesses which require more intensive 
treatment and care; (b) in the newer patient length of stay may be shortened by 
additional treatment personnel and the new tranquilizing drugs. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Hospitaliization 
time would be shortened further. 

(b) What effect would such a program have on your cost of operation? Cost 

operation would be increased by necessary outpatient treatment personnel; 
however, more beds would become available to admit the more recently ill 
individuals, and the quicker the treatment, the better the chance for recovery 

5. What would you suggest to further reduce hospital stay without impairing 
care? (1) Reduction in bed capacity or additional patient buildings to reduce 
overcrowding. This has collateral effect on our dining, clinical, recreational and 
all other facilities (2) Increase ratio of personnel to patients. It is now 0.59 
at Northport. Average for Veterans’ Administration is about 1.5 employees to 
patients (NP). 


33427—59——74 
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6. What is needed to improve turnover of patients? By increasing the ratio of 
personnel to patients we would be able to give more individual treatment which 
should shorten length of stay and increase rate of turnover. Much time which 
could be available for treatment, is spent by preoccupation of personnel in caring 
for patients who must be fed at second sittings in dining hall; waiting for patients 
to be toileted in areas built to accommodate about 1,650 patients instead of our 


2,390. 
IV. Waiting lists 


1. Number of eligible applicants ek hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA 
hospitals 
1. Total applicants: 2, 298 2,174 124 
2. Domi care: Total patients........ 2, 298 2,174 124 


an Bg A many patients are scheduled for admission subsequent to January 12, 
59 

3. What system do you use of scheduling admissions from_the waiting list? 
No > ig list for service-connected patients at present. VA Circular 18 is used 
as guide 

f In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ““Yes,’”’ please describe the circumstances. Yes. If veteran requests examina- 
tion in person by appearing at the hospital and is found to be emergent, he will be 
admitted immediately. Service-connected veterans who apply for hospitalization 
and are found eligible are admitted the same day. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 815; approved, 571; rejected, 178 plus 66 cancel 


V. Hospital staff 


rt full-time equivalent employment for both full- and part-time employees 


as Oe ecember 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1956 | Dee. 31, 1958 to 1958 
1. 1, 412.5 1, 425.3 +12.8 
2. full- and part-time, including manager 
3. residents and 0 0 0 
4. Physicians, consultants and attendings..._.________- 0 9 +.9 
8. Therapists and technicians '__..__._..-._..-__.____-- 42.0 55.4 +13.4 
15.0 17.8 +2.8 
10. Office of manager, personnel, and finance.____._____- 35.0 32.3 —27 
12. Other food-service employees....____.......--.-_.-- 218.0 204. 2 —13,8 
14. Engineering activities (excluding laundry) 70.0 127.3 +857.3 
15. Engineering motor transportation (excluding laun- 
In ph sical medicine, dentistry, laboratory, X-ray 
Includes 21.5 full-time equivalent of part time on Naty inadvertently omitted from Dec. 31, 1956, report. 


zation 


er 31, 
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19. (a) Number of member employees as of January 12, 1959: 20; annual wage 
(average), $779. 

(b) What is the value of this program to the member and to the hospital? 
The member-employee program is an extremely valuable tool in the rehabilitation 
of our hospitalized veterans. It is an excellent means of providing a protected 
job situation for neuropsychiatric patients and prepares them for return to the 
community better adjusted both socially and vocationally. It is essentially on- 
the-job training. The hospital also benefits from this program since valuable 
necessary services are performed by member-employees which would otherwise 
have to be performed by regular employees. 

20. What was number of guards on duty December 31, 1958? 14 firefighters 
(includes guard duties). 

21. (a) Number of patients on January 12, 1959, who are in industrial ras‘ 
program: * (Of the 893 patients, approximately 150 also have P.M. & R. 
assignments. 

) Number of patients discharged during past 3 months who were given 
industrial therapy: 61. 

(c) Average days of hospitalization of patients reported in (b): 884 days. 

22. Number of patients in day hospitalization: Have no program of this type. 

23. Number of patients in night hospitalization: Have no program of this type. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service - -_........- 24 23 21 
Average payment per consultant or attending !_-_..__-.__....- $55 $55 $55 
Total amount a to all consultants and attendings !________- $17, 875 $16, 550 $23, 900 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? We 
find that research and educational programs in Veterans’ Administration hos- 

itals serve a definite incentive for improved medical care to the veteran patient’s 

ospitalization. It serves to keep the staff alert to the latest medical problems 
and to encourage studies of those problems which would benefit the treatment 
and care of the veteran. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools. Oe gee 


! Personnel of this hospital did research project-on “Patterns of verbal icipation in the treatment of 


t 
chronic schizophrenics.” This research was supported by a grant from Wyeth Laboratory in the sum of 
$15,000 received and administered by the State University of New York, Downstate Medical Center, 
klyn, N.Y., under the direction of Dr. Engelhardt. (Paper to be read at Eastern Psychological Associ- 
ation meeting Apr. 3, 1959.) 


io of 
hich 
rhich 
aring 
ients 
f our 
as of 
talized 
124 
124 
list? 
; used 
how 
re po- 
nswer 
mina- 
| 
loyees 
ent to 
(+) or 
se (—) 
1 1956 
1958 
0 
0 
+.9 
+1.0 
+37.6 
+22.0 
=1.2 
—13,8 
—13.4 
+57.3 
+9 
156, report. | 


1148 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and 
All Tuber- - | With i 1 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition- 2 3 
(1) Patient has com ble sery- 
ice-connected disability _ 
In receipt of VA pension. 
In hospital more than 30 days. 
4) Other-- 3 
1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disabilit be in more than 
one of the categories in (c) above, that 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or ——, injury: None. 

. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Bills submitted to appropriate insurance companies in accordance 
with interim issue 10-424. No material change in action since January 1, 1957. 
The cost of the collection program for the calendar year 1958 was $13.30. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


190 $984 
Amount collected 543 662 


Amount billed 


5. Is the addendum filled in before or after the oath if inability to pay is signed? 


ter. 
6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 1 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veteran is advised of cost of 
care and treatment at community hospitals and asked if he is able to meet obliga- 
tion of such hospitalization. 

8. In your opinion are there abuses of non-service-connected care? Nonv. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


93.0 7.0 100 
20.0 80.0 100 

| 
| 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
Average dail tient load _........... 2, 414 2, 397 2, 387 2, 389 2, 390 
Full-time cautvelent Rak 1, 367 1, 376.6 1,419.6 1, 420.7 1, 420.0 
(c) Patel $6, 411, 830 | $6,905,336 | $7,530,076 | $8,215,561 | $8, 650, 604 
5,036,990 | 5,488,209 | 5,931,668 | 6,700,410 | 7,056,583 
1, 961 630 386 519 400 

i) Drugs and medicines......-.-.--------- 60, 250 63, 586 73, 546 90, 804 ; 
Medical end dental 84, 549 87, 619 95, 305 71, 031 81, 444 
87,188) 127,139 | 227,340 | 119, 988 91, 235 
(m) Cost per discharged patient__......--- 6, 507 7, 097 6, 292 6, 458 7, 956 


1A djusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the peleney fund allocation is sufficient to provide an 
acceptable standard of medical care? The present primary fund allocation is 
sufficient to provide standards of medical care which, while acceptable, is sus- 
ceptible of marked improvement if primary funds are increased. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How oor why? At this NP hos- 
pital, allotment of funds on the basis of average daily patient load does not affect 
the patient’s length of stay in any case. The potential is here. Slight increases 
in primary fund allocation would bring benefits in far greater proportion than the 
amounts granted. 

4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have avail- 
able various statistical comparisons with other similar VA, civil, and State hos- 
pitals. At best, these comparisons must be dealt with in general terms and used 
as guidelines or indicators of possible problem areas. Unless the individual mak- 
ing the comparison has actual knowledge of the physical facilities, type of patient, 
local problems, etc., of the stations being compared, the comparison is not too 
realistic. This subject has been discu a number of times at area meetings of 
the managers, assistant managers, and other department heads. It is believed 
that changes are being made constantly in the statistical presentations to make 
their use more effective. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.945. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.109. 

(e) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration unless medical condition necessitates 
achange. Patients have a selective menu and may choose their main dish. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 6 housekeeping; 81 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The availability of housekeeping and nonhousekeeping quarters is essen- 
tial for this station. Rental housing is extremely difficult to find and usually 


rentals are beyond the means of the average employee. Homes to be purchased 
are costly and in most areas carry with them a very high tax rate. An additional 
local problem is that a large percentage of our employees are colored or Puerto 
Rican and it is difficult for them to find housing in the community. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? It will be necessary during the coming year to dismantle 24 quonset 
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huts (housekeeping quarters erected following World War II), necessitated by 
installation of Long Island Lighting Co. powerlines and the fact that satisfactory 
maintenance of quarters has reached a point where continuance is not economi- 
cally feasible. Suggest erection of 20-unit apartment house would be essential for 
attracting and retaining professional personnel. Modernization of existing non- 
housekeeping facilities would serve as added inducement in retaining personnel 
presently occupying these quarters. One additional brick nonhousekeeping 
quarters. Approximately 356 persons occupy nonhousekeeping quarters. 

(d) Could cost of such quarters be a lucrative investment? In terms of direct 
monetary return such quarters could not be considered a lucrative investment, 
When consideration is given to such factors as decreased turnover, savings in 
training new employees, ability to attract new staff, and improving staff morale, 
this could be considered a good investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $62,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. There have been a number of factors 
which have increased the cost of hospital operations. The primary increase has 
been in personnel salaries. Advent of the wage administration salary payment 
for approximately 30 percent of employees has meant a continual increase in 
salary costs, While the initial costs of these salary increases are normally pro- 
vided for by supplementary appropriation, the station must absorb in subsequent 
fiscal vears the costs of step increases, promotions, insurance, retirement, ete. 
There has also been a general trend of reclassification of civil service positions 
which has greatly increased salary payments to other employees. It is estimated 
that cost of supplies and equipment has increased as much as 20 percent in some 
areas. The general effect of increased costs of hospital operations has been de- 
creased staffing and examination of items which are not absolutely necessary to 
the treatment program but which were important in establishing our patient 
care at a high quality level. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Control of operating funds has been decentralized to the using 
units. Each function has an allotment of funds and responsibility for use and 
control of funds allotted to them. Overall review is maintained by the fiseal 
division to assure that antideficiency situations do not arise. Departments are 
furnished periodically with cumulative cost data showing actual expenditures of 
their departments and identifying major items of expenditure to enable them to 
be more realistic in planning future requirements. An active systematic review 
program with formal reports required annually has resulted in departments making 
critical reviews of their functions to determine practical procedures, adequacy of 
staffing patterns, use of supplies, equipment, etc. 

10. Laundry service: 
deauy What was the utilization of laundry per patient day during calendar year 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.028; per pound, $0.036. 

11, What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. Patients are admitted as 
vacancy occurs; treated and discharged as soon as practical. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. As our requests for 
admission far exceed our daily occuring bed vacancies. Hospital usually runs 
over 96 percent of its operating capacity. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No effect. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $408.79. 
(2) Visits to hospitals by patients on CBOC status: 38. 
(3) Cost per visit: $10.76. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization: been 
more increased than diminished? Yes. By what methods? Cite examples: 
Increased authority for local management’s establishment of primary fund alloca- 
tion concept of budgeting, elimination of restrictive subeost centers allowing in- 
creased delegation in many administrative areas of supply, engineering, and fiscal, 
ete. Can more quickly and readily adopt newer and accepted methods of treat- 
ment in conjunction with affiliated medical school. 
won Has your hospital had an internal audit of its administrative operations? 

0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Continued as is. Higher VA echelons have their 
own physicians visit the hospital with beneficial results. Also inspections by 
various outside organizations are made periodically, with beneficial effects, i.e., 
American Medical Association, in their inspection of residencies—committee on 
accreditation. American Psychiatrie Association and best of all our medical 
school affiliations keep us moving always forward. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? In general these visits are helpful to the hospital staff. Area office 
representatives have excellent experience and are in a position to evaluate 
effectiveness since they have the advantage of seeing similar programs 
operating at a number of different stations. They are high-caliber people 
and are usually able to stimulate the interest of counterparts at station level. 
They encourage improving the quality and quantity of their program. 

(2) Of what value would you think these visits are to VACO? Je assume 
that reports prepared as a result of their visits are of tremendous import to 
VACO since by keeping informed of trends on an area by area base, VACO 
“ea! disseminate new techniques and improvements to all on a nationwide 

asis. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? e have not noticed any appreciable 
recentralization of operational authority in current directives. 

2. Is the management development program directed toward making good 
employees or good managers? If the essentials of a well-planned management 
development program are effectively carried out the end result should be a better 
employee. his is considered the major objective of the program. It would 
follow that if the quality of the employee improved, the manager’s effectiveness 
might also be increased. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1959 | H. & D.F. project 31-5479, new canteen building. __..................-.--....-..- 


1960 | Provide intercom system, building 11 
Provide canopy over warehouse platform 

ure 3 new scooters 


¢ 
Provide air conditioning units building 5 (4)_............... 
Provide ventilation, building 5 basement 
Erect suitable fencing, picnic grounds 


Provide toilet and er room, Monsky Field.........................-...---2.2. 
Sound proof ceilings in scullery areas 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 
% Admissions and treatment (clinical Suilding) or new addition and/or modernization of 
Dumbwaiter for kitchen and dining hall building No. 3..............-....-.-.-.------. 5, 000 
Elevators for 5 ward buildings not so equipped._................-.--.----.---.---.---.- 127, 000 
Conversion of 3 elevators to automatic. 33, 000 
Chamberlin type screens buildings 4, 6, 7, 8, 10, and 12 110, 880 
Brick-in lower rails of porches, build 13, 000 
Modernization of underground electrical distribution system 250, 000 
m) Modernization of sewage treatment plant 250, 000 
n) Personnel garages rear duplex quarters 10, 000 
0) Reconstruction of quarters, bui 
for each pair of nonhousekeeping rooms 50, 000 
(p) Modernization of nureses home, building 20, bath for each pair of rooms; one additional 
(q) New shops building......_..-. 250, 000 
(r) New attendants building___- 500, 000 
8) New apartment 100, 000 
Central oxygen storage-__- 60, 000 
u) 3 patient buildings. 3, 000, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Repair or replace ward windows. - 
lace gymnasium floor, building 36. 
Repair roofs, gutters (old buildings) -- 


Replace condensate lines, boiler plant to laundry__............- 
Repair roof, building 5, laundry, and garage-_-.-- 
Complete e failure protection equipment, boiler plant 


Provide deep freeze refrigeration, building No. 3.....................-.----.------ 
Provide air conditioning operating suite. 
Fluorescent lighting wards and shops.............................----..---------- 
Fluorescent lighting auditorium, recreation building No. 
Description Amount 
2, 500 
2, 500 
4, 000 
8, 500 
q 
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(b) In addition, list those items deferred due to lack of funds which in your | 
opinion will result in further deterioration of property because of such deferral. 
Description Amount | 
lace wood columns, buildings 17, 18 37 (6)_. $1, 500 
woodwork on buildings 4, 000 
Resurfacing porch floors, ward buildings-_-_ 1, 200 
Replace defective street lighting cables_ sa 2, 000 i 
Restore terrazzo floors, dining rooms, building 3... ......-.-...-.-.---.-- 2, 000 : 
Repair or replacement steam valves__ 4, 000 
Repair or replacement water piping-_..................-- 5, 000 
Repair or replacement pressure reducing valves__-._...........-------- ica 1, 500 i 
New feed-water heater (replacement) boiler house-_-_.............---.----------------------- 20, 000 
Repairs to well pumps. 2, 500 | 
Repair defective locks and hardware. 2, 000° 
Repair housekeeping quarters-_- een 4, 000 | 
2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), | 
excluding cost of replacing or adding new fixed equipment: 
Description Amount | 
Retubing 2 boilers (350 horsepower each) 1 each year for 2 years. _..............-..--.------- $20, 000 
Replace stone in trickling filter, sewage plant.....................----------------------.--- 2, 500 
(b) Minor betterments costing less than $2,000, excluding equipment: : 
Description Amount 
Aluminum storm sash 2 screens panel (administration) ..............-...-.--..------------- . 1,000 
Provide cool shade window screens, dining area___.................--.-..-----.--.--------- 1,000 
Install glass blocks in windows of stairwells, building No. 3......--....-...--.------------- 1, 000 | 
Install automatic fire detector system, 1, 900 | 
(c) Replacement and new fixed equipment costing over $1,000: | 
Description Amount 
$4, 500 
2, 200 | 
1, 100 ! 
2,000 
3, 000 
7,000 
2, 500 
1, 500 
1, 500 
1,100 
1,200 
3, 500 
6, 500 
7,000 
2, 100 
1, 095. 
1, 400 
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3. What, in your opinion, are the most pressing needs in your installation? 

(a) This hospital was constructed in 1928 to accommodate 1,000 patients. 
Now it is the largest neuropsychiatric hospital in the Veterans’ Administration 
program, having a patient population of approximately 2,500 together with 
employees and inhabitants approximately 4,000 population. To provide for the 
inerease of 1,500 patients, emergency measures have been used, but despite this, 
buildings and equipment are substandard and maintenance costs are excessive. 
To remedy overcrowding of patients and to facilitate the best of treatment pro- 
grams, either the patient load should be reduced or additional patient buildings 
constructed together with additional facilities to prevent overloading of sewage, 
water, electric, steam systems, etc. 

(b) The kitehen and dining hall, building 3, were part of the original 1928 
construction and were designed for the patient load originally planned. It is 
necessary that we maintain a double feeding schedule at each mealtime to accom- 
modate all patients. The first group of patients must be in the dining room for 
breakfast at 6 a.m. and for dinner at 4:30 p.m. Others must wait until after 
8 a.m. for breakfast and after 6:30 p.m. for dinner. Despite careful and assiduous 
scheduling, delays occur which leave many infirm patients waiting in poorly 
heated and poorly ventilated corridors. 

(c) The treatment and admission building, building 2 (clinical building) is not 
adequate. Emergency changes have been made over the years to handle critical 
situations such as increased surgery, ete. However, other clinical features have 
not been adequately expanded and improved to cope with our increased patient 
population. The advancement of medical care to patients in recent years has 
made necessary the planned improvement of the staff and facilities to provide this 
eare. Within the present facilities, suitable space is not available to install 
modern clinical equipment. Any modernization of existing clinical facilities 
would necessarily be limited by lack of space. Additional clinical areas are 
imperative to a progressive treatment program. 

(d) A critical safety hazard exists in two of our nonhousekeeping quarters 
buildings, building 20 (female) and building 126 (male). In building 20, which 
is three stories high, a single staircase extends from the first floor to the third 
floor in the center of the building. In case of a serious fire or heavy smoke in the 
center of the building, the occupants of the second and third floors would have 
difficulty in escaping injury. It is proposed that a fireproof stairwell enclosure be 
constructed in each end of the building from the third to the first floor. This 
constitutes a major construction project involving steel and concrete platforms 
and treads with some change of masonry partitions. Building 126 is of temporary 
wood frame construction. Our present fire protection equipment for that building 
provides fire extinguishers and fire hoses. However, for complete protection we 
must have either a sprinkler system or an electrical detector system. This 
building was constructed in 1948 as an emergency measure. It is not equal in 
either appearance or serviceability to our other quarters buildings. Since non- 
housekeeping quarters are essential need, our first reeommendation would be for 
construction of modern brick quarters. If this is not feasible, adequate fire 
protection should be provided for the existing structure. 


SUNMOUNT, N.Y. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 

City and State: Sunmount, N.Y. 

Type of services: Type of hospital, TB; G. M. & 8., yes; domicile, no; formal 
out patient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Reuben Cohen, March 10, 1958. 

Qualifications: From January 1953 to the present, manager of a VA station, 
one of 1,900 beds for 5 years plus, the other of 500 beds. From May 1949 to 
January 1953, assistant manager of a VA hospital, one of 450 beds, the other of 
1,000 beds. From April 1946 to May 1949, director, medical administration, and 
other staff assignments in medical administration, branch office of the VA. 

Military service: Executive officer of a 1,700-bed Army general hospital; 
operations officer of a 13,000-bed hospital center, major, Medical Service Corps, 

.S. Army, World War II. 
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Other administrative experience: Administrative assistant at New York Post- 
graduate Medical School and Hospital. Assistant to the Executive Officer, 
Federal Government Agency Procurement and Assignment Service for Physicians. 
Dentists, and Veterinarians of the War Manpower Commission. 

Affiliations: Fellow of the American College of Hospital Administrators; past 
president of the Federal Hospital Institute Alumni Association; os president of 
the Tidewater Hospitals Council, Virginia; former member of the faculty of 
Medical College of Virginia School of Hospital Administration; former member of 
the faculty of the Interagency Institute. 

Other training: LL.B. St. Lawrence University, Brooklyn Law School, 1931; 
licensed to practice law in New York State. 

(b) Assistant manager: W. G. Hitchings, April 22, 1955. 

Qualifications and experience: Four and one-half years’ military service, spent 
in various administrative capacities in Army Air Force hospitals; discharged, 
captain, Medical Service Corps, Army Air Foree, World War II. Two years, 
VA Central Office, Washington, D.C., administrative officer, department of 
Medicine and Surgery. Two years, VA branch office, chief, hospital operations. 
One year, area medical office staff, Washington, D.C.; Eight years, assistant 
manager, VA hospitals, Fayetteville, Ark.; Providence, R.I., Sunmount, N.Y. 

Education and training sources: Member, American College of Hospital Admin- 
istrators; personal member, American Hospital Association; New York State 
Hospital Association; Society for the Advancement of Management ; Toastmasters- 
International. 

Undergraduate work in commerce and business administration at University 
of Iowa, Ohio State University, and George Washington University. 

(ec) Director, professional services: (Acting) B. L. Rosenbaum. 

Qualifications and experience: Since 1953, frequently acting director of profes- 
sional services whenever the director was absent. Since August 1951, on the staff 
of VA Hospital, Sunmount, N.Y., as chief of the admissions and health section, 
and also ward physician. Veterans’ Administration since April 1946. April 1946 
to August 1951, medical examiner for the VA regional office in Albany, N.Y., and 
the VA subregional office in Plattsburgh, N.Y. Military service, April 1945 to 
April rise! Private practice until 1945; intern and resident until 1929; physician 
since 1924. 

Education and training: (1) Medical school (Breslau, Germany); (2) member 
¢. Franklin County Medical Society; (3) member of the American Trudeau 

ciety. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


2. Operating 433 233 200 


6. taff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
10. Average eae patient load for 12 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless rat 1" 
otherwise specified) Domiciles 


Total | TB Pa od G.M. & 8. 
ic 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 


who were 55 years of age or older: 
(0) Percent of total patients re- 


13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(0) Percent of total patients re- 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during wi 0 0 0 o 
15. Number of patients on trial-visit status as of . dl. 0 0 0 o 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular discharge 219 138 116 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Increased load of 
general medical and surgical cases, particularly with the chronic long-term patient 
and a decrease in the number of beds required to care for the current tuberculosis 
load, is the major reason for the decrease in the number of irregular discharges. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
~ amine? 12, 1959, because they were not required for fiscal year 1959 operating 
plan 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to otherthan TBuse? 31. Of these, 30 were converted to intermediate 


type (long-term) beds. 
III. Length of stay 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Length-of-stay committee, rounds and supervision by the chiefs of the respective 
services, scheduled clinical conferences, consultant and attending program, 
scheduled professional meetings where matters relating to length of stay are dis- 
cussed, all tend in some way to assure a minimum stay in the hospital. 

(b) What improvements have you made since your last report to this committee? 
Our length-of-stay committee must, of necessity, be related to the changin 
characteristics of our patient load. A good percentage of our total patient loa 
can be categorized as long-term chronic illness patients. These, although grouped 
in the medical and surgical categories, show an increased length of stay only 
because of the patients’ diagnoses. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) No. 


USE OF TRIAL VISIT 
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(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) The patient with long-term illness 
and the increased age levels of our patients in all categories is the main difference, 
with appropriate recognition being given to the need for providing proper medical 
care for long-term illness. With the apparent increase in requirements for beds 
of this type of case, we believe the length of stay of each patient may increase. 

4. (a) What would be the effect on length of stay if you weew able to provide 
SS followup care, as needed, on an outpatient basis? It would reduce 
length of stay. 

6) What effect would such a program have on your cost of operation? Not 
significant at this hospital, since we have a limited number of patients, only because 
of our geographical location. 

5. What would you suggest to further reduce hospital stay without impairing 
care? The VA program of continually emphasizing review of patients and records, 
the need for clinical meetings within the hospital and enlargement of educational 
programs for staff to become better acquainted with current methods of treat- 
ment, and continued special emphasis on the training and development of hospital 
administrators in administrative medicine will tend to reduce length of stay. 

6. What is needed to improve turnover of patients? Additional physicians, 
nurses, and other professional personnel would reduce the number of patients each 
physician is responsible for and, in turn, would result in a more rapid turnover. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 

January 12, 1959, and not yet scheduled for admission and not VA patients: None. 
oe a many patients are scheduled for admission subsequent to January 12, 

195 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes; direct admissions. 

6. Number of applications for admission from July 1 through December 3’, 
1958: Total, 578; approved, 529; rejected, 49. 


V. Hospital staff 
py joe full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing-service to hospital patients.) 
Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 
1. Total__ 480. 2 
2. Physicians, full- and part-time -- 14.6 15.6 +1.0 
3. Physicians, residents and interns. ..........-....-.. 2.0 1.0 —1.0 
4. Physicians, consultants and attendings 2.0 
6. Dentists__....... 3.0 2.0 
6. Nurses...... 56.0 56. 8 +.8 
8. Therapists and technicians !____.............-...-..- 21.0 15.0 —6.0 
9. Social workers_.........- 1.0 
10. Office of manager, personnel, and finance ..........- 16.0 17.0 1.0 
5.0 4.5 —.5 
12. Other food-service employees_...........-.-----.---. 88.0 77.6 —10.4 
14. Engineering maintenance (excluding laundry) -_.... 50.0 40.0 —10.0 
15. Engineering operations (excluding laundry) -_......- 14.0 29.0 +15.0 


' In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? _ 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 20. 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 11. 

(c) Average days of hospitalization of patients reported in (b): 272.6. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
(estimate) 
iff persons who ided 28 26 4 
payment pe consultant or attending $51. 21 $51.87 $53, 43 
Total amount Sa to all consultants and attendings !___..._. $28, 675 $27, 025 $31, 249 
1! Exclusive of travel. 


25, What categories of employees would be recruited if the primary fund allot- 
ment were increased? . 


Category ‘| Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
A hospital with a research program will always attract and keep the better quali- 
fied physician which, in turn, will result in better patient care. In a hospital where 
research programs are conducted, the climate for self-improvement and the 
interest in educational opportunities are of paramount importance. The entire 
hospital staff is conscious of the important role each one plays in a hospital where 
research is conducted and this contributes to better morale, 

3. Amount of funds available in fiscal year 1958: 


Foredueation 
Research and train- 
ing (pro- 
gram 
3. Grants from other sources administered affiliated medical schools. 
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VII. Eligibility and ability to pay. 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected 20 1 
(1) Patient h ble 
(2) In receipt of VA 6 1 
(3) In hospital more than 30 days__ 6 4 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the ¢ategories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. ‘ 

(6) Number of patients in (2) whose employer had advised the hospital that 
the patients were entitled to full care elsehwere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Power of attorney is obtained from patient and notice (FL 10—98) is 
sent to insurer. Bills are prepared and submitted upon discharge or at the end of 
each 30-day period. Revised procedure provides all-inclusive charge at per diem 
rate. Itemized listing of services and fees therefor are furnished only upon specific 
request of insurer. Fiseal division follows up on all cases after 60 and 90 days. 
When cases are ignored, entire file is referred to chief attorney. Potential and 
actual occupational injury or disease cases are referred to the chief attorney. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


2, 405 $1 


1,355 
1, 396 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Patients are informed of the 
possible length of stay, costs of possible operative procedures, room and board 
and other services. Estimates of room costs are based on prevailing rates in 
community hospitals. 

8. In your opinion are there abuses of non-service-connected care? No. 


| 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
dn <> 7. 64 92. 35 100 
33. 33 66. 66 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
{9) Average daily patient load __________- 427 451 429 384 367 
) Full-time equivalent staff... .._...___- 499 493 499 488 443 
(c) $2, 625, 910 | $2, 691,240 | $2, 709, 106 | $2,919,695 | $2,815, 104 
as ea cdtadcncntons 1, 959, 633 | 2,019,863 | 2,056,350 | 2, 287, 254 2, 236, 231 
travel... 17, 020 16, 172 13, 586 14, 367 14, 494 
Communications...................... 9, 910 10, 107 11, 053 11, 661 11,740 
) Utilities (gas, coal, water, etc.)....._.- 90, 753 101, 987 107, 783 114, 075 107, 164 
216, 811 227, 521 214, 917 201, 253 189, 460 
i) Drugs and medicines _______._______- 72, 104 61, 723 55, 971 62, 524 51, 841 
') Medical and dental supplies_-________- 61, 324 63, 495 64, 454 55, 729 54, 750 

k) Asset acquisitions including equip- 
32, 723 54, 441 29, 464 34, 192 26, 907 
161, 632 135, 931 155, 528 138, 640 122, 517 
(m) Cost per discharged patient._........- 2, 821 2, 563 2, 891 2, 848 2, 712 


1 oe we te for common services: Show all costs to nearest dollar of actual cost. 
juding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation does not 
accommodate to increased costs, changing requirements in types of personnel, 
funds for replacement of expensive nonrecurring medical equipment, and the 
increased requirements for maintenance of buildings which are getting older. 
Wage administration changes, reclassification actions produce restrictions in 
operation so that it is difficult to maintain a standard. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? No. Our medical staff 
does its best each day to keep our patients in the hospital no longer than is 
necessary. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Our staffing is 
materially different than the voluntary hospitals. There are many areas of 
comparison with the voluntary system and we find that in some of our depart- 
ments the staffing ratio is much less than the civil hospital system. Attaining the 
staffing patterns in many of the areas similar to the voluntary system should 
produce better medical care in the VA. Our responsible officials in central and 
area Offices are sensitive to these things and are doing everything in their power 
to improve the total system. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.274. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.738. 
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(c) If all your patients are not on the same ration, what differences are there? 
No differences. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 56 nonhousekeeping rooms. Housekeeping quarters 
vacancy is temporary and will be occupied February 5. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? A major consideration in retention of staff and a definite enticement in 
recruiting due to the paucity of community dwellings available. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Since this is an isolated station and adequate housing is at a premium, 
replacement of two wood frame houses presently utilized as apartment buildin 
and now housing five families, with a single modern structure, containing six 
apartment units would measurably add to staff accommodations. 

(d) Could cost of such quarters be a lucrative investment? Yes, the outlook 
for a building boom in the surrounding community is dim in the foreseeable future. 
The lack of adequate housing in the area is a significant drawback in attracting 
professional talent to this station. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10,961,600. 

8. What factors have operated to a the costs of hospital operation? 
Please explain the effect of these factors. Increased costs of services, supplies, 
equipment, transportation, and contractual services, and reclassification and 

romotion actions which have been absorbed within the primary fund allocation 
sn influenced the staffing and maintenance programs, e have had to contract 
certain services, for example, many of our organizational elements are operating 
without an assistant chief and we have little organizational depth as a result. 
Some maintenance staff has not been replaced, with the result that preventive 
maintenance has lessened. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) All departments participate in the development of the 
annual budget plan and in the control of funds allotted. (2) Posting the cost of 
each item of supplies ordered in the monthly requisition book. (3) Appropriate 
recognition is given and monetary awards are made to employees demonstrating 
and practicing economies. (4) Management improvement program. (5) Fre- 
quent inspections of storerooms and supply and equipment utilization surveys are 
made by the supply officer. (6) Linen control program, directed to economical 
methods in the disposition, control and utilization of hospital linen. (7) Incentive 
awards and work-simplification programs stimulate cost consciousness. (8) 
hrs Asya audits and cost studies of various activities and operations within the 

ospital. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


995, 371 7.6 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.046; per pound, $0.061. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.067; per pound, $0.089. 

_11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Patients are admitted who require 
hospital care and are discharged when they attain maximum hospital benefits. 
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Operations become more difficult when we are financed on an average daily 
atient load concept, since there are seasonal variations in patient load and, in this 
Pospital, the changing characteristics of patients shifting from all tuberculosis 
patients to tuberculosis and general medical and surgical cases. The overhead 
costs are constant and not materially affected by an average daily patient load. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? The number of operating beds re- 
quired would not change. This program has very little impact on the operation 
of our hospital. Most of our patients come from a considerable distance and 
only a few who are in the CBOC program are from the immediate geographic 


area. 
(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $610. 
(2) Visits to hospitals by patients on CBOC status: 98. 
(3) Cost per visit: $6.25. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. Cite examples. Devising addi- 
tional management tools. The supply fund technique has provided management 
with much flexibility in carrying out its day-to-day operations. There are fewer 
restrictions in budget control than we have had since 1953, with management 
having the authority to make the determinations to meet the needs of the stations. 
The holding account technique has recognized the market conditions and has 
aided management in obtaining maximum utilization of its funds. 

(6) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Well 
trained in auditing. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The internal audit team was sincere in its efforts to be helpful, 
to aid and assist the station. The audit was conducted to determine com- 
pliance with central office policy. Objectivity was maintained and minutiae 
were ignored. 

(3) How was the internal audit valuable to your hospital? It is a well- 
established principle that auditing, properly conducted, provides valuable 
information and assistance. Our sudit met this need. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A professional medical audit is an acceptable 
practice. The station itself conducts its own. Our hospital standards could be 
audited by anyone, whether from inside or outside the Government. We would 
prefer to have it mor es re by our own trained central office staff. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits of trained supervisory representatives from area have been 
helpful to this station. -Area representatives are the eyes and ears of the 
central office. 

(2) Of what value would you think these visits are to VACO? The area 
medical director’s office is much more intimately acquainted with our opera- 
tions than central office. They should be of great value to central office. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? o. It would be difficult to operate 
without the overall guidance and policy from our central office and area office. 
Management development programs have been directed toward making better 
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employees and afforded us an opportunity to discover latent talents. We favor 
the continuation and enlargement of this program. 

2. Is the management covers program directed toward making — 
employees or good managers? anagement development programs have n 
directed toward making better employees and afforded us an opportunity to 
discover latent talents. We favor the continuation and enlargement of this 
program. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1959 | Repairs and heating water tank No. 48 (improvements to water distribution 
1960 | Sewage-disposal plant (tentative 1960) _...............-------.---------.---------- 255, 000 


Not programed, or under consideration for fiscal year 1962: Remodel laundry 
building No. 13; new clinic and general-purpose building to replace quonset huts; 
14-car garage for nurses’ quarters; chapel; trash-collection addition to building 3; 
automatic sprinkler systems, attic, building No. 2, buildings 12, 13, 14, and 38, 
and covered walkways; conversion of elevators to automatic operation, buildings 
6, 7, and 8; install elevator, building 4; install nurses’ call system, buildings 4 
and 8. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Conductive floor covering for spustins $3, 300 
Replacement of cold water lines, buildings 5, 10, amd 12_..__......__-.-_------.------------- 2, 500 
Replacement of floors in water sections, building 2... ..............-..---..---------------- 10, 000 


! This amount ($29,350) was provided in fiscal year 1959 budget for accomplishment of deferred mainte- 
nance and equipment items as above. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacement of porches, housekeeping quarters 18, 19, 20, and 22... __.__.___________-_----- $24, 000 
Install ceramic floors in water sections in buildings 38, 4, 6, 7, and 8_........__-._-.___.----- 10, 000 


' These items are tentatively scheduled for fiscal year 1960 by additional funds in primary fund allocation- 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


| 
| 
| 


— 


1164 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Replace main power-distribution panel................-...---.----------------------------- 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Convert walk-in cooler to deep-freeze, building 3. 
Provide zone control of corridor heating (east end) -_-.................--.----.--------------- 
New steam line, reducing station and 
Expand medical conference room, building 5-_-..............--.--.---.--------------------- 
Alterations to e service and circuits: 


Convert 24 floor space to male locker room, building 3...............-...-.------.---------- 
Convert 2d floor space to female locker room, building 3...................-...--.---.------ 
Alterations to female toilet room, building 3...................--..---.--..-.--------------- 
Alterations to male toilet room, building 
Alterations to medical conference room, building 3- 
Establish a patient security room, building ae ae 
Air-condition biochemistry laborator 38. 


- 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Water-tem ture regulators in all Lin 3, 400 
Replace cube-ice 1, 400 


3. What, in your opinion, are the most pressing needs in your installation? 
Installation of an elevator and kitchen and dining room in building 4, which 


currently has 77 unoccupied beds, will — better care for the patient we are 
~ admitting. Our central office un 
with us. 


erstands and is working on this problem 


| 
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SYRACUSE, N.Y. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Irving Avenue and University Place. 

City and State: Syracuse, N.Y. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Nan.e, qualifications, and tenure of— 

(a) Manager: John D. Bosler, 12 years in VA; 9% years assistant manager; 
244 years manager. 

6) Assistant manager: Joseph M. DiPietro, 12 years in VA; 4% years central 
office staff and registrar; 7% years assistant manager. 

(c) Director, professional services: James A. Halsted, M.D.;7 years in VA; 
3% years director of professional services. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB ae Neuro- | G.M, & 8. 
chia’ logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed 488 40 96 40 
‘ Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
4, Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 455 40) 90 53 
10. Average daily patient load for 12 
months en Dec. 31, 1958......... 437 36 81 53 WP Biicccasées. 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total ients 
remaining Jan. 10, 1957___..- 40 28 15 54 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during year... 55 85 72 69 
15. Number of patients on trial-visit status as of . 31. 17 0 24 25 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
105 176 174 
3, 265 3, 653 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
* ey 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. ee Average stay for G.M. & 8. patients, 33 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer... 0 0 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Control is exercised by our full-time medical staff whose responsibility it is to 
make daily ward rounds to supervise the house (resident) staff in the daily care 
of patients and to insure that patients are discharged as soon as they reach maxi- 
mum hospital benefit. Each day is evaluated in terms of the patient’s need for 
inpatient care. Additional controls are exercised through our length-of-stay 
committee and rehabilitation board. , 

(6) What improvements have you made since your last report to this com- 
mittee? We have reduced our length of stay by five-tenths of a day per patient 
discharged. This has been accomplished in spite of budgetary limitations which 
have necessitated reduction in our medical and consulting staffs’ visits and 
reduction in personnel in professional and ancillary services. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 
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(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) We believe with the advancing 
average age of veterans, longer periods of hospitalization will be required. Over 
the longer term it is likely that demand for beds will include the demonstrated 
need for facilities to care for older age group veterans suffering from geriatric 
conditions. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We believe there 
would be no change in length of stay. The currently authorized CBOC program 
is essentially a posthospital followup care oe 

(b) What effect recent such a program have on your cost of operation? We 
believe the CBOC program fulfills our basic need. However, we are not pro- 
viding drugs and medicines for non-service-connected patients in CBOC status 
nor are we paying transportation costs for clinic visits. If these costs were 
assumed the estimated additional cost of providing CBOC services would be 
$20,000 per year. 

5. What would you suggest to further reduce hospital stay without impairing 
care? We believe the establishment of a complete outpatient service for pre- 
hospitalization workup would materially reduce length of stay. Funds would 
have to be provided to support the necessary professional and nonprofessional 
personnel required, as well as funds for supplies. 

6. What is needed to improve turnover of patients? The answer to question 
5, above, would, if made effective, improve the turnover of patients. 


IV. Waiting lists 


1. Number of eligible applicants not Pann hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VAj| Not yet 
hospitals [bospi 

2. Tote 80 0 80 1 79 

0 0 0 0 0 

80 0 80 1 79 
2. Domiciliary care: 


PN a many patients are scheduled for admission subsequent to January 12; 

3. What system do you use for scheduling admissions from the waiting list? 
The scheduling of admissions from the waiting list is performed in accordance 
with the priorities listed in VA Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 52. This is the number of applicants who were deter- 
mined medically eligible. Their legal eligibility was being determined. 

_ 5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘“Yes,’”’ please describe the circumstances. Yes. (1) Applicants determined 
to be in medical emergency status are admitted immediately. (2) Where certain 
categories of beds are free and the waiting list includes no patients suitable for 
admission to those beds, new applicants are admitted after determination of 
medical and legal eligibility. 

. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,648; approved, 2,004; rejected, 644. 


1168 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


V. Hespital staff 
nee full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee, 31, 1956 | Dee, 31, 1958 to 1958 

589.7 574.4 —15.3 
2. Physicians, full- and part-time. 24.5 21.8 —2.7 
3. Physicians, residents and interns.................... 14.5 19.6 +5.1 
4. Physicians, consultants and attendings --- 7.3 8.4 +11 

8, Therapists and technicians !__..................-.-- 38.0 35.0 —3.0 
4.0 2.0 —2.0 
10. Office of manager, personnel, and finance......-....- 17.8 16.7 —11 

12. Other food-service employees................----.--- 75.0 74.0 —-10 
14. Engineering maintenance (excluding laundry) ....--- 18.0 24.0 +6.0 
15. Engineering operations (excluding laundry) - -------- 29.0 23.0 —6.0 

18 102.0 100.0 —2.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. Annual 
wage (average): None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 1. 

(bY Number of patients discharged during past 3 months who were given 
industrial therapy: 1. 

(c) Average days of hospitalization of patients — in (6): 61. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 2. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .......-.-. 100 84 68 
Average payment consultant or attending !__............ $570 $584 $630 
Total my eed, to all consultants and attendings !.....-._. $56, 965 $49, 095 $42, 850 
! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time /| Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education activities stimulate and sustain professional interest in 
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diagnosis and treatment. The two programs attract highly qualified personnel. 
We think it axiomatic that top level patient care is predicated upon (1) sincere 
interest in patients; (2) a concurrent live and stimulating research program; and 
(3) an active medical educational program. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post fund... 
3, Grants from other sources administered through affiliated medical schools... 4b: 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6. 1958: 


General medical and surgical 
and neurological 
J on Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(0) For treatment of a service-connected 
(c) For treatment of a non-service- 
(1) Patient has compensable serv- 
(2) In of VA pension. 14 1 ll 
(3) In hospital more than 30 days-_. 1 9 


! Any form of prepayment insurance. 


Norte.—If a patient recei care for a non-service-conhected disability may be reported in more than 
one of the cadinien in (c) Sy show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 

db) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes Ra since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
aw 1958.) When the veteran indicates on his application for hospitalization, 

A form 10—P-10 that he has insurance, the power of attorney, VA form 10-2381, 
is signed and the proper party is notified by VA form 10-98 of this assignment 
and that a bill will be forthcoming. The bill is prepared and forwarded to the 
finance officer for processing. Any questions that arise concerning collection are 
forwarded to the chief attorney for his opinion. Estimated cost of collection 
program to this hospital for calendar year 1958 was $1,936. 

Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


| 
= 
= 


1170 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The admitting physician de- 
termines the approximate number of days the veteran is to be hospitalized and 
also indicates any other medical procedures that are to be carried out. The 
total cost of hospitalization is computed based on the Blue Shield rates in this 
area. The veteran is advised of the approximate cost of private hospitalization 
before VA form 10—-P-10 is signed. 

8. In your opinion are there abuses of non-service-connected care? Based on 
the present review of each application for hospitalization and pointing out the 
cost of private hospitalization to the veteran, it is our opinion that there are no 
abuses of non-service connected cases. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load --_.........- 327 375 439 439 440 
ot Full-time equivalent staff.............. 516 561 603 593 582 
(c) Bs vicveuncephascsvesseka $2, 526, 698 | $2,926, 888 | $3,272,373 | $3,568,779 | $3, 794, 493 
(@) Salaries of staff ?.............-..-.-..-- 1, 985, 620 | 2,339,401 | 2,543,717 | 2,830,178 3, 055, 233 
ll TR OEE. 11, 550 11, 592 12, 579 12, 323 13, 728 
f) Communieations----..............-..-. 13, 264 15, 075 17, 060 18, 640 19, 811 
, Utilities (gas, coal, water, etc.) .......-- 100, 233 98, 502 91, 430 100, 146 105, 532 
139, 973 157, 005 181, 943 185, 376 186, 275 
i) be ER a 78, 356 99, 032 116, 267 131, 995 121, 448 
') Medical and dental a i ciaeeeenias 74, 879 76, 615 106, 358 116, 277 132, 674 

) Asset acquisitions including equip- 
« 12, 587 14, 254 37, 020 32, 798 8, 554 
110, 236 115, 422 165, 999 141, 046 151, 238 
(m) Cost per discharged patient *_........ 773 791 804 869 920 


!Adjusted for common services: Show all costs to nearest dollar of actual cost. 

2? Including all payroll analysis accounts. 

31955 and 1956 data are based on tabulations of 25 percent sample of discharge records, 1957 data ae 
based on tabulations of 20 percent sample of discharge records. 


2. Do you believe that the ey fund allocation is sufficient to provide an 
acceptable standard of medical care? No. Inflationary costs in respect to the 


overall operation have been greater than the increases in the primary fund allo- 
cation. e have been forced to maintain a constant average daily patient load 
with a lesser number of employees. Service to patients has suffered. Ancillary 
services have been so restricted that occasionally delays in treatment result. 
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The current employee-patient ratio is 132 employees per 100 patients. A year 
ago our ratio was 136 employees per 100 patients. Please contrast these factors 
with (a) Ohio State University Hospital, Columbus, Ohio, for 1957, employee- 
patient ratio 280 employees per 100 patients, (h) Rhode Island Hospital, Provi- 
dence, R.I., employee-patient ratio 329 per 100 patients; (c) Hurley Hospital, 
Flint, Mich. (municipal), employee patient ratio 232 per 100 patients. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? In this hospital 
we believe the length of stay is not affected. However, the concept of the allot- 
ment of funds on the average daily patient load basis seems unrealistic for the 
following reasons (a) it makes no allowance for overhead costs which are unaf- 
fected by variations in patient load; (b) it makes no allowance for lack of legal 
authority to reduce the labor force quickly if the average daily patient load falls 
off; (c) it makes no allowance for the adverse impact on employee morale if re- 
duction-in-force actions become necessary; and (d) it does not take into account 
the service —— of hospital operation. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Hive they been discussed with responsible officials? The comparison 
standards of VA hospitals and staffing and costs studies originating in the office 
of the cl ief medical director are appropriate and are used by this hospital. 

5. (a2) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.07. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.894. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Tuberculosis patients are provided with a 20 percent increase for meat, 
milk, and butter over the ration pattern allowance of other patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: two nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The nonhousekeeping quarters are exceedingly important in maintaining 
the staff and in the recruitment of staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Additional nonhousekeeping female quarters for 15 nurses and other 
female personnel would be of great advantage in recruitment. 

(d) Could cost of such quarters be a lucrative investment? Nonhousekeeping 
quarters provide income in excess of the cost of maintenance. At current rental 
rates the estimated cost of construction of these quarters would be amortized in 
approximately 30 years. 

What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $11,700,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The following items have created an 
increase in the costs of hospital operation (1) reclassification of positions, (2) 
D.M. & S. selective promotions and specialty board certifications, (3) wage 
board salary increases, (4) general schedule and D.M. & 8. salary increases, (5) 
increases in unit cost of services and utilities, (6) increase in unit cost of supplies 
and equipment, (7) constant development of new and expensive diagnostic 
methods and therapeutics. As stated each of these factors has increased the cost 
of hospital operations. These factors have not beer compensated by an increase 
in the PFA except in the wage board, general schedule, uud D.M. & S. salary 
increase approved by the last Congress. These increased costs have had tv be 
absorbed by a reduction each year in total employment and marked restrictions 
in the replacement of old equipment and procurement of new medical as well as 
other equipment. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Several methods have been employed to engender cost conscious- 
ness (1) control of funds have been decentralized to chiefs of services and divisions, 
(2) a rotation assignment is made for two of the members of the budget and 
personnel committee, (3) the chiefs of services and divisions are employed to 
assist in the development of budgetary planning, (4) frequent discussions are 
conducted on ways and means of more efficient and economic operation at man- 
ager’s staff, administrative, and professional meetings. 

10. Laundry service: 
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(a) What was the utilization of laundry per patient per day during calendar | 


year 1958? 
Total Numbe 
number 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0311; per pound, $0.0423. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0386; per pound, $0.0524. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? In respect to average daily 
patient load concept of financing operations, please refer to our answer to question 
3, this section. Specifically, we do not believe the current average daily patient 
load concept adversely effects the turnover of patients nor does it result in ad- 
mitting patients who actually do not require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average dailv patient load a of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of running 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $52,789. 
(2) Visits to hospitals by patients on CBOC status: 8,569. 
(3) Cost per visit: $6.16. 


IX. Miscellaneous 


1. The Department of Medicine and Surgerv was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? More. By what methods? Cite examples. 
The hospital manager is permitted to coven a budget within a central office 
developed primary fund allocation, to meet the needs of the hospital which he 
and his staff feel will provide a balanced program. Funds allotted by quarter on 
the basis of the hospital’s approved budget mav be adjusted between cost centers 
at the discretion of the manager. The change from procedural manuals to policy 
manuals, leaving the responsibility for procedures up to the hospital is another 
example of decentralization. 
no? Has your hospital had an internal audit of its administrative operations? 

° 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? It would provide management with an unbiased 
appraisal of medical activities which could form the basis for policy and/or 
procedural changes leading to improved service. We would recommend that 
professional medical audit teams be composed of VA personnel entirely. 


t 
I 
I 
( 
! 
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(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office staff? 
Supervisory visits of this type offer the hospital an objective view of the 
effectiveness of the various activities of the hospital. Such visits are produc- 
tive in stimulating suggestions, comparisons, and areas for improvement. 
(2) Of what value would you think these visits are to VACO? These 
visits should be a good source of information on the status of the hospitals’ 
operation. 
(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. Recentralization of authority has 
not taken place. We believe the currently used system of circulars, manuals and 
other directives constitutes a good communications system and is beneficial to 
hospital operations. 

2. Is the management development program directed toward making good 
employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
- mee and research laboratory, building 16, project 31-5476_..............-...-.. $145, 276 
1961 | Radiological unit, ceiling mounted, operating room_.....................---.----- 20, 000 
Air-conditioning fluoroscopy room, radiology service..............:.......----.--- 4, 500 


Not aya Bs or under consideration for fiscal year 1962: Five car personnel 
garage for employees in the five housekeeping quarters. Consolidation of regional 
office medical division in hospital. Project 31-5507. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Snowplow attachment, Case tractor, 7-foot blade_.............--..------.-.----------+------ $750. 00 
tank serving housekeeping and nonhousekeeping male quarters, build- 

Move heart station, room A-538 to A-632__.. 149. 12 
Install V.G. cabinets and piping 6 east 431. 00 
Partition clothing room to provide storage for inactive clinical and X-ray records__________- 825. 00 

y and trees and improve landscaping. , 887. 
Change room A-538 to EEG laboratory..............-..--...--..----..-------------------- 350. 00 
cement walks, building 2, heaved by frost___..........-.....--.-..-.----.-------.-- 650. 00 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
6,600 square yards of concrete roadways, badly spalled, $19,750. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 
Alteration of room A-764 by partitioning the room into 3 units, install 2 doors, 
l-way mirror, soundproofing. These rooms require alteration to provide 
patient inter view rooms for psychiatric service ................-..-------.----...- 6, 500 
Replace acoustical celings, rooms A-221, 242, and B-219._.................-.--.-.- 1, 850 
Repair roofs buildings 10, 14, housekeeping quarters. .--...............-.-....-.-.- 1, 650 
Grounds maintenance and improvement --__-__...........-..---..------.----.----- 3, 000 
Air conditioning and ventilating controls. 1,337 
Air-conditioning and ventilating controls_.-.....................-..------.--..-.- 1, 337 
(b) Minor betterments costing less than $2,000, excluding equipment: 

Description Amount 
Convert visitors’ lounge A-830 into 2 offices... $1, 250 
ree ha ition with door on 7th floor corridor to provide better control of psychiatric —_ 

Alterations to clothing room to prepare it for installation of automatic conveyors. -..._..--.- 1,975 
(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Automatic conveyor, registrar, patients’ clothing room_-_-__................-....-.....---.-- 5, 000 
2 automatic door openers for operating 4, 200 
Additional tape register and audible signals on wards and personnel areas. ................- 2, 250 


3. What, in your opinion, are the most pressing needs in your installation? 
Additional parking areas are a critical need which would accommodate 60 cars. 
This will eliminate congestion of the access roadway. $25,000. 


DURHAM, N. C. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Fulton Street and Erwin Road. 

City and State: Durham, N.C. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: James §. Glotfelty, M.D., August 1950. 

(6) Assistant manager: Archie E. Millis, B.S., pharmacy, September 1954. 

(c) Director, professional services: A. E. Pugh, M.D., March 1953. 
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’ II. Bed capacity and patient load 
; Hospitals—Type of bed or patient 
Item (as of Jan. 12, 1959, unless ail 
otherwise specified) Domiciles 
a Total | TB Psy- Neuro- | G.M. & 8. 
. chiatric | logical 
) BED CAPACITY AND PATIENTS REMAINING 
0 
4 1. Rated bed capacity... 489 40 81 19 nial 
7 489 40 81 19 X. 
- Beds not in use (unavailable): 
6. recruitable: Beds re- 
4 7 Type of bed not required for current 
) operating plan regardless of staff 
0. Patients remaining................-..- 482 38 69 14 
10. Average — patient load for 12 
months ending Dec. 31, 443 37 68 29 
. AGE OF PATIENTS 
) 
) 12. Patients in hospital on Jan. 12, 1959, 
) who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 35.9 43.5 30.8 
1 Not reported. 
| USE OF TRIAL VISIT 
) Calendar year 
| Item 
| 1955 1956 1957 1958 
14. Number of patients sent to trial visit during ee. bas 0 2 1 0 
15. Number of patients on trial-visit status as of Dec. 31_ 0 1 0 0 


16. (2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
ck ch 5, 526 5, 819 5, 804 
5, 134 5, 408 5, 325 


_ (6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 
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ITT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients including our TB 
ay) nereeaiets patients, 27.1 days; excluding our TB and psychiatric patients, 

8 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions: 


Average 
Cases length of 
stay 
Hemorrhoidectomy 29 13.72 
Subtotal gastrectomy for duodenal ulcer. 18 28, 28 
Prostatectomy: 

Retropubic 2 19 
al 1 15 
Transurethral 14 15. 57 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
The monthly report of the medical records librarian is discussed in professional 
staff meeting. Constant observation and evaluation of the situation. Early 
discharge planning through social work service. Factors concerning length of stay 
are given special attention and corrective action is taken as indicated. Careful 
scheduling of admission of patients entering for elective surgery. 

(b) What improvements have you made since your last report to this com- 
mittee? Higher rate of turnover. Discharge planning at time of admission. 
Adequate staffing of radiology service. 

(c) Are there any identifiable administrative practices or policies that y 
contribute to increasing length of stay? (If so, describe.) equirement that 
patients must be hospitalized for diagnostic survey. Preadmission workups would 
decrease length of stay. Requirement that discharge planning be agreeable to 
patient and family. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Increasing average age of patients 
with increasing chronic conditions. Increased emphasis on gerontology and 
rehabilitation procedures with chronic disabling diseases which increase length 
of stay five times the average of acute cases. More patients of this type are — 
treated, which definitely influences the length of stay. Referral of complicate 
problem cases to VA hospitals for specialized care. 

4, (a) What would be the effect of length of stay if you were able to provide 
poqertal followup care, as needed, on an outpatient basis? Decrease length 
of stay. 

(b) ‘What effect would such a program have on your cost of operation? Increase 
costs due to treatment of more patients. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Preadmission workup. Outpatient care program. Adequate facilities 
outside of the hospital for care of the chronic long-term nursing problem patients. 

6. What is needed to improve turnover of patients? Freedom from outside 
pressure to retain patients beyond maximum hospital benefits and 5 above. 


& 


| 
] 
t 
| 
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IV. Waiting lists 


1. Number of eligible applicants net te hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 

hospitals {hospitalized 


2. ea many patients are scheduled for admission subsequent to January 12, 
1959? 72. 

3. What system do you use for scheduling admissions from the waiting list? 
Applications are handled as prescribed by VA Circular 18. Each service has a 
designated number of beds to be used for call-ins each day (this factor is con- 
trolled by our director of professional services), and we call applicants for these 
beds in the order of their priority and bed availability. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 36. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Any veteran applying 
for admission whose condition is such to require immediate hospitalization as 
determined by the examining physician. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 5,117; approved, 3,229; rejected, 1,927. Pending, June 30, 1958, 
138; pending, December 31, 1958, 99. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dee. 31, 1958 to 1958 

1. 630.9 642.0 +11.1 

2. Physicians, full- and part-time_................-.--- 26.5 29.5 +3.0 

3. Physicians, residents and interns... 27.8 27.9 +.1 

4, Physicians, consultants and 10.5 

110.0 113.0 +3.0 

8. Therapists and technicians !_.___...._.._-.-.._----.. 29.0 31.0 +2.0 

10, Office of manager, personnel, and finance.......-.---- 18.0 19.0 +1.0 
12. Other food-service employees_.-_--.....---.----------- 72.0 69.0 —3.0 
14, Engineering maintenance (excluding laundry) ------- 25.0 23.0 —2.0 
15. Engineering operations (excluding laundry) - -------- 28.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


Nore.—On Dec. 31, 1956, hospital was not fully activated. One remaining ward was opened and hospital 
was fully activated Feb. 25, 1957. ” 


33427—59——76 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy? None. 

(c) Average days of hospitalization of patients reported in (6): 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 1. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 ! 

Number of different persons who provided service ..__.......- 264 274] 2 64 
Average payment per consultant or attending 3_____._..-..... $1, 111 $1, 056 $534 
Total amount to all consultants and attendings 3__.._.___ $71, 150 $78, 200 $34, 225 

1 Ist 6 months. 

2 Only physicians are included in above figures. 

3 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, ' 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Contributes greatly to our ability to recruit personnel of the highest calibre. 
Attracts higher quality professional people resulting in higher quality patient 


care. Provides facilities and techniques not normally available in nonresearch. 


and nontraining hospitals. This results in better methods of diagnosis, treatment 
and rehabilitation for our patients. 
3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post fund 
3. Grants from other sources administered through affiliated medical schools_. 876 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital en November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- _—— With insurance ! 
culosis atr 
Eligibility category patients Wunent 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
hausted 
(a) canis | 7 0 ll 80 
(0) For treatment of a service-connected 
For treatment of a non-service-con- 
1) Patient has compensable serv- } 
(2) In receipt of VA 18 
(3) In hospital more than 30 days... 3 13 


1 Any form of prepayment insurance. 


Norte.—Ifa patient recei care for a non-service-connected disability may be reported in more than one 
of the ptt in (¢) anaes him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. ' . 

(b) Number of patients in (2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) In accordance with interim issue 10-424, power of attorney and 
agreement is prepared and signed by the patient. Information is obtained from 
the patient as to the name and address of the third party liable for his hospitali- 
zation. At conclusion of hospital treatment, a statement of charges for services 
rendered is sent to the third party for collection. Neither the power of attorney 
and agreement form or statement of charges is referred in any instance where the 
VA chief attorney has advised that benefits exclude payment to a hospital owned 
or operated by the U.S. Government. The cost of the collection program to the 
hospital during calendar year 1958 was approximately $4,500. Factors in deter- 
mining approximate cost of administering the program are: Salary of insurance 
clerk, estimated manhours of other registrar and fiscal personnel reduced to salary 
cost. 


4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


ku $111, 778 $04, 598. 12 


_ 5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? All non-service-connected 
veterans are counseled as to current cost of private hospitalization and their 
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pee length of hospitalization. Any financial statements in question are 
orwarded to the appropriate VA official for review. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 


1958 


St Average daily patient load 382.0 4 434.0 
(6) Full-time equivalent staff. 615.9 643. 4 
$3, 073, 295 $3, 810, 376 

447,851 
% 27,273 


Medical and supp 


Drugs and m 
} Asset acquisitions including equip- 
ment 


34, 076 
152, 016 
610 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
a1 ing all payroll analysis accounts, 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The primary fund allocation is not 
sufficient to provide acceptable standard of medical care equivalent to standards 
at best teaching hospitals. Our standard of medical care has gradually decreased 
in quality the last several years. Each year we have a greater financial load 
without a correspondingly proportionate increase in funds. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? We do not feel 
that this has any influence on the length of stay at this hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Cost comparison 
standards do not include all factors and are not appropriate comparisons. One 
of the most important factors to be considered is how many patients are treated, 
e.g. turnover rate rather than comparison on basis of average daily patient load 
only. We do not feel that VA hospitals are comparable to civil hospitals because 
= procedures and goals (both business and professional) are quite different. 

omparative data tables should identify hospitals with combined activities and 
any other factors that would tend to give a distorted picture of a true comparison. 
This subject has been discussed at various conferences. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.058. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.705. 


War 
Item 
1955 1956 1957 |_| 1959 
(estimated) 
440.0 
646.8 
3, 301, 380 
33, 430 
€ , 06 406 15, 008 
g) Utilities (gas, coal, water, etc.).....-... 70, 857 74, 717 80, 969 89, 240 93, 660 
_" SER ESSE 161, 678 172, 747 179, 189 177, 759 181, 171 
F 111, 721 . 107, 069 110, 025 126, 219 142, 912 
. 106, 015 99, 596 110, 673 111, 434 106, 665 
I: 7, 060 48, 185 75, 742 14, 000 
127, 447 176, 875 169, 107 163, 844 
(m) Cost per discharged patient _........_. 563 592 608 668 
| 
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(c) If all your patients are not on the same ration, what differences are there? 
Why? This being a general medical-surgical hospital, we have numerous special 
diets; for example, diabetics, low fat, acid ash, low salt, low protein, etc. Special 
diets are necessary in the treatment of patients. 

6. (2) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 6 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? We feel that having such quarters available is essential. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? We believe our quarters are adequate for our staffing needs. 

d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Cost of everything a hospital uses 
including all services, supplies, equipment, and utilities have gone upward. 
Changes in civil service and Department of Medicine and Surgery classification 
standards have resulted in a great increase in operating costs. Advances in 
medic il science which require more complicated technical procedures for diagnosis 
and treatment with increasing cost of patient care. On a relatively fixed budget, 
absorbing increased costs results in decreasing quality of patient care. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Continuous review of needs of station—personnel, supplies, 
and equipment. Continuous review of costs of operations with all level of em- 
ployees through media of employee council, junior management council, man- 
ager’s staff conferences, and division and service conferences. Employee award 
program. Close working relationship with responsible personnel. Allocation of 
operating funds to each division and service has brought about an acute awareness 
of the costs of the programs for which they are responsible. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total 
num 


Pieces 
Pounds 


006, 593 12.2 
, 499, 748 L 


(b) What was the cost of laundry service during the last six months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts. required by VA interim 
issue CON TR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
ores cnn memorandum accounts: Per piece, $0.0263; per pound, 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0318; per pound, $0.0403. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? Average daily patient load 
does not influence admissions or discharges at this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
parient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating na required to meet the needs of veterans 
actually needing hospitalization? CBOC program is utilized to maximum extent 
in spite of lack of financial support and, therefore, numbers of operating beds 


e 
f 
0 
0 
0 
0 
) . 
| 
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would not be decreased. However, the hospital program would be improved if 
financial support were provided for the CBOC program. 
(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $20,708. — 
(2) Visits to hospitals by patients on CBOC status: 5,863. 
(3) Cost per visit: $3.53 (drug costs not included). 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? By central 
office administrative decree and release of budgetary control. Cite examples. 
Station authority to employ technical and professional personnel without central 
office approval. Decentralization of classification authority. When Mr. Higley 
was Administrator he repeatedly informed managers that he wanted them to 
accept the responsibility for operating their stations. 

(oy Has your hospital had an internal audit of its administrative operations? 


@) Was the team personally experienced with hospital operation? Mini- 
mal. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Good practical administration. 

(3) How was the internal audit valuable to your hospital? Resulted in 
correction of some procedural deviations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair Fg ene medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? Since we are affiliated with a university medical 
center, we do not feel that a professional medical audit would benefit this hospital. 
In effect, most VA hospitals have such audits conducted by the Joint Commission 
on Accreditation of Hospitals. 

The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Suggestions of area supervisors are appreciated, but usually not ver 
helpful due to lack of funds needed to expand the program as recommended. 
We gain knowledge from supervisors of overall operations of other VA hos- 

itals. 
- (2) Of what value would you think these visits are to VACO? Visits by 
area office personnel should be helpful to central office in an advisory capacity 
and source of information. 

(3) Would less frequent visits be more useful? Present operations appear 
to be satisfactory. 

(e) Have directives, circulars, manuals, etc., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. 

2. Is the management development program directed toward making good 
employees or g managers? We feel this results in making better employees 
who in turn become better managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiseal Description Amount 


1959 | Replace elevator cables. 
1960 | Converting elevators 4 and 5 to dual system._......-.......---------.------------ 
. Convert No. 2 boiler from coal to natural gas. . 

. 1962 | Additional lighting for parking lot days 
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Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Addition to building 10, radioisotope laboret $90, 000 
Emergency generator to operate entire hospit 52, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
No major programs planned. We are trying to maintain our physical plant by 
a continuous preventative maintenance program, 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
No particular item deferred but all preventative maintenance has been adversely 
affected due to a gradual cut down on engineering personnel due to lack 
of budgetary support. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Relocate medical technical repair shop. ...........----..-------------------2--2--nene--nnee 1 
Establish X-ray storage 1 
Install safety grills in areaways..- 1 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Beek 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing needs of this hospital are: ) Peete adequate to maintain the 
quality of patient care equal to that of the best teaching hospitals. The con- 
tinuing absorption of increasing costs within our primary fund allocation has 


| 
| 
, 800 
, 800 
, 500 
, 200 
, 500 
, 900 
Automatic X-ray film developing 
Replace air-conditioning 
Replace centralized transcription system... 
Replace window shades in patient areas..............-------------------------e-----e0----- 
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resulted in a gradual decrease in the quality of patient care. (2) Additional 
space to provide the necessary clinical laboratory, research, administration, and 
warehouse facilities. Present facilities are quite inadequate to meet present 
requirements. (3) To be relieved of the necessity of caring for patients with 
chronic gs jee: conditions requiring principally nursing care so that full 
utilization of our beds may be seallesd for the treatment of a greater number of 
patients with acute conditions. ‘ 


FAYETTEVILLE, N.C. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Raleigh Road. 

City and State: Fayetteville, N.C. 

Type of services: Type of hospital: G.M. & S.; NP, yes; domicile, no; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 
(a) Manager: James 8S. Pittman, assigned this hospital October 1, 1940. 
one Assistant manager: Henry G. Campbell, assigned this hospital April 20, 

1958. 

(c) Director, professional services: Walter 8S. Britt, M.D., assigned this hospital 


April 21, 1957. 
II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 2 7 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
y Type of bed not required for cur- 
rent operating regardless 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957___.._-- 52.7 50 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during year-__. 10 0 2 1 
15. Number of patients on trial-visit status as of Dec. 31- 0 0 0 1 


] 
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16. (2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total... 3, 770 3, 674 3, 624 
rregular disch: 165 130 138 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. one. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None, 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 30 days. 

2. For G.M. & S. hospitals only: Give the average number of davs of hos- 
pitalization required for song discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 

Appendectomy -- 2 16 
Subtotal gastrectomy for duodenal ulcer_.................-...--.-.----..---- 2 23 


3. (a) What system of control do you’ have to insure a minimum stay in 
hospital? A length-of-stay committee reviews discharges to determine if there 
has been any prolonged unnecessary hospitalization. These cases are fully dis- 
cussed and a report is submitted to area office, outlining procedures which we 
think are necessary to keep length of stay within normal limits. 

(b) What improvements have you made since your last report to this com- 
mittee? None. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe) None. 

(d) Are there any identifiable differences in the characteristics of patients, 
or their requirements for care, which have affected length of stay or which may 
be of importance in the future. (If so, describe.) As the veteran population 
ages a gradual increase in length of stay is expected as the response to treatment 
is slower in the aged. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthespital followup care, as needed, on an outpatient basis? This would 
pane the length of stay and increase the patient turnover, in a limited number 
of cases. 

(b) What effect would such a program have on your cost of operation? This 
could reduce the cost of operations, depending upon the amount of outpatient 
treatment given, the cost of drugs and transportation. The added outpatient 
costs might approximate the savings in hospital costs. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Remove restrictions on travel for non-service-connected patients for post- 
hospital followup care. 

6. What is needed to improve turnover of patients? Our turnover rate for 
fiscal year 1958 was 91.7 percent. In view of our long-term patients this is a 
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very good average. Increase in some categories of medical personnel could 
improve turnover. 


IV. Waiting lists 


1. Number of eligible applicants pan gros hospitalized as VA beneficiaries as of 


January 12, 1959, and not yet scheduled for admission and not VA patients: 
Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 

hospitals |hospitalized 


2. — many patients are scheduled for admission subsequent to January 12, 


1959? 9. 


3. What system do you use for scheduling admissions from the waiting list? 
Priority system outlined in VA Circular No. 18, dated September 8, 1958. 


4. In addition to the persons re 
how many additional persons were 


potential admissions? 59. 
5. Are patients admitted without placement on the waiting lists? If the answer 


is Yes,’ 
y 


by the examining physician. 


rted in reply to questions 1 and 2, above, 
nown to you on January 12, 1959, who were 


lease describe the circumstances. Yes. Medical emergencies when 


6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,792; approved, 2,038; rejected, 754. 


V. Hospital staff 


oe full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) or 

decrease (— 
from 1956 
Dee. 31, 1956 | Dee, 31, 1958 to 1958 

2, Physicians, full- and part-time. 21.0 23.0 +2.0 

4. Physicians, consultants and attendings_-___---.....-- 2.5 2.9 +.4 

73.0 66.0 —-7.0 

100.0 94.0 —6.0 

1.0 $30 

14.0 

4.0 5.0 +10 

56.0 57.0 +1.0 

23.8 21.1 —2.7 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 6. 


21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program: 


None. 


(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 


(c) Average days of hospitalization of patients 
22. Number of patients in day hospitalization: 


rted in (b): None. 


d 
1 
1 
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23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service--.-._....-..- 50 53 53 
Average payment per consultant or attending !__-____.-..._.. $78 $82 $82 
Total amount ri to all consultants and attendings !_____.___ $31, 050 $30, 375 $31, 000 

1 Exclusive of travel. 

2 All on fee basis. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time j| Consultants, 
attendings 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? Stimulation of the permanent staff by association with 
training, research, and development programs. 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgieal 
and 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 82 1 8 63 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability 
(2) In receipt of VA pension. ___- 
(3) In hospital more than 30 days-.- 


) Any form of prepayment insurance, 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or (Number injury: 3. 

b) Number of patients in (a) whose employer had advised the hospital that the 


patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 0. 


| 


1188 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Insurance companies are billed, except where a company has previously 
denied liability on a particular type policy and the chief attorney has advised that 
the VA cannot collect. Estimated cost of collection, $1,400. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 ad 


7, 436 2, 032 


— Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? All applicants required to sign 
the oath are advised as to the cost of care and treatment in private hospitals of 
the community. 

8. In your opinion are there abuses of non-service-connected care? Abuses are 
felt to be an exception in this area. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

| 15.0 85.0 100 
9 90. 6 100 
All patients. ........... 13.1 86.9 100 

VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 

1955 1956 1957 1958 1959 
(estimated) 
‘a) Average daily pxtient load_._._._..._. 309 329 339 340 340 
) Full-time equivalent staff_.........._- 394 432 426 431 429 
(c) Dotal 0006 $1, 972,017 | $2, 186,157 | $2,300,176 | $2,584,551 | $2, 674,727 
_ 1, 573, 881 1, 770,053 | 1,849,334 | 2,072,477 2, 199, 348 
17, 628 16, 282 14, 779 15, 926 17, 000 

f) Communications .........--...-....-- 8, 520 8, 869 8, 989 9, 120 9, 

) Utilities (gas, coal, water, etc.).....__- 36, 216 41, 185 45, 594 51, 347 51, 850 
134, 626 138, 041 143, 957 147, 349 148, 652 
i) Drugs and medicines___.._.........-.- 45, 396 48, 579 50, 984 60, 933 68, 822 

(j) Medical and dental supplies _....._.-.- 43, 294 41, 628 48, 820 61, 002 54, 815 
a) Asset acquisitions inclu equipment 33, 307 27, 002 40, 433 65, 127 17, 000 

79, 149 94, 518 97, 296 101, 268 107, 740 
(m) Cost per discharged patient. .........- 507 470 699 


538 
1 Adjusted for common services: how all costs to nearest dollar of actual cost. 
2 luding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. We could improve our standard of 
care beyond the acceptable standard if more funds were provided, ' 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Has no effect on the 
length of stay. j d 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Central office 
supplies statistics ‘or comparison on all phases of hospital operation. These 
statistics are ver, & Ipful as they afford the opportunity of comparing with other 
hospitals of same s.ee and type. Limited information on civil hospitals also re- 
viewed. Comparisons difficult because of difference in operations and limitation 
of information. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.092. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.887. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 9 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The limited quarters available serve as an aid to recruitment in some 
instances. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Not sure that additional quarters would aid significantly. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $6 million. 

8. What factors have operated to oe the costs of hospital operation? 
Please explain the effect of these factors. The continuing rise in costs of sup- 
plies, materials, drugs, and wage and salary ba -eeenee Aside from the necessity 
of keeping in line with new and progressive developments in medical and hospital 
care which reflects in costs, standard and normal operations increase in similar 
pattern to increasing costs experienced by essentially all business and individuals. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Division and service chiefs are allotted operating funds by 
quarter and are responsible for operating within this allotment. They maintain 
a ledger of their expenditures and balance on hand daily. The fiscal officer checks 
these accounts every 2 weeks to insure that they are operating within their allot- 
ment. The manager and assistant manager maintain a ledger account monthly 
to insure that funds are available and sufficient for the overall operation of the 
hospital program. The staff is reminded of the need for cost consciousness at 
staff meetings. Cost information of all ty frequently discussed, means of 
controlling costs considered and developed when possible. 

10. Laundry service: 

ae was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number 


Pounds dldei 1, 087, 684 8.7 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciition 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
memorandum accounts: Per piece, $0.0404; per pound, 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0437; per pound, $0.0591. 


— 
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11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient load 
concept of financing has no effect on admission and discharge of patients. This 
concept not believed to be administratively desirable. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number o ee tg required to meet the needs of 
veterans actually needing hospitalization? one. 

_ (6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $7,012. 
(2) Visits to hospitals by patients on CBOC status: 568. 
(3) Cost per visit: $12,345. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. No 
material change. Some recentralization, such as classification division chief 
positions. This considered to be better administration. 
ee (6) Has your hospital had an internal audit of its administrative operations? 

es. 

_ (1) Was the team personally experienced with hospital operation? Par- 


tially. 

() Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? There was some of both in evidence. 

(3) How was the internal audit valuable to your hospital? No important 
recommendations were made. Station generally in agreement with observa- 
tions. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? A joint team would be preferable—could result in 
broader viewpoints, better information. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Considered to be primarily beneficial in technical fields of operation, 
and affords an opportunity for exchange of ideas. 

(2) Of what value would you think these visits are to VACO? Keep 
VACO informed on field operations. 

(3) Would less frequent visits be more useful? Yes; in some instances. 
The aim should be on quality of supervisions, rather than stated frequencies. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. 

2. Is the management ~_ program directed toward making good 
employees or g managers? ogram is directed toward making better em- 
ployees by giving them a better understanding of overall hospital operations, and 
specifically improving in their own assignments. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? : 


Fiscal Description Amount 
year 
1959 | Sprinkler system installation for quonset huts and corridor. ..............-.---.-- 0) 


1 Not known; central office contract. 


Not programed, or under consideration for fiscal year 1962: Replacement of 
air conditioning for operating suite. Additional wiring to electrical system for 
building No. 1 to take care of increased load. Relocation of central service. 
Present space is entirely inadequate. Replacement of incinerator. New sewer 
pipeline connection to city line to facilitate a gravity flow from nurses’ quarters, 
manager’s quarters, garage, boiler plant, and east section of A wing. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item 
of maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description G.M. & 8. 


Conversion of elevator controls from simple collective to duplex collective system __._.....- 11, 875 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
Resurfacing of all station roads. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1b above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None. 

(b) Minor betterments costing less than $2,000, excluding equipment: None. 

(c) Replacement and new fixed equipment costing over $1,000: Replacement 
of coal conveyor on No. 2 boiler, $1,200. 

3. What, in your opinion, are the most pressing needs in your installation? 
Additional professional and technical personnel so as to improve our patient 
care program. Air-conditioner for surgical suite. Additional wiring circuits. 
oe of central service in conjunction with modernization of building 

0. 1. 


OTEEN, N.C. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Oteen, N.C. 

Type of services: Type of hospital, TB and G.M. & §. 

Name, qualifications, and tenure of — 

(a) Manager: Francis W. Rollins, 20 years 8 months Federal service; 3 years 
3 months this station. 

(b) Assistant manager: Harley W. Meredith, 24 years 3 months Federal 
service; 1 year 4 months this station. 

(c) Director, professional services: William S. Schwartz, M.D., 12 years 2 
months Federal service; 10 years 4 months this station. 


| 
| 
| 
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II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, 1 ret 
otherwise specified Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
rent operating plan regardless 
8. Other (not to be converted) - 1933 
. Average 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during 
15. Number of patients on trial-visit status as of Dec. 31_] -..........}-.--..------]-.----------]-----2-.--4- 


1 Effective Jan. 31, 1959, rated bed capacity changed to 1,063, TB rated bed capacity reduced to 725. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 10956 1957 1958 


17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
en (effective January 31, 1959, the total rated bed capacity was changed 
to 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 26.96 days. 

(b) TB hospitals: Average stay for TB patients, 172.14 days. 

2. For G.M. & S§. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases length of 
stay 
A dectomy.. : 
30 11.13 
Subtotal gastrectomy for duodenal ulcer___ 3 22. 00 
Prostatectomy: 
Suprapubic 
Retropubic. | 12 1 29.00 
Perineal J 
Transurethral. 2 23. 00 


1 Suasspabis, retropubic, and perineal are grou as other than transurethral as no other method than 
transuret was indicated on operative nomenclature. Patients indexed Apr. | through Oct. 31, 1958. 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Members of our medical staff are in daily contact with patients and 
through a continuous review take necessary action to assure that continued hospital 
treatment is required and the hospital stay kept at a minimum necessary in good 
medical practices. A length of hospital stay committee periodically reviews 
clinical records of patients discharged, and from data contained in these records 
the committee can determine if hospital treatment was terminated as promptly 
as sound medical judgment considered possible. Any evidence that hospital 
ee was delayed is investigated and necessary action taken to correct the 

elay. 

(b) What improvements have you made since your last report to this committee? 
In June 1958 our length of hospital stay committee was expanded to include addi- 
tional members of the manager’s staff. We believe this has resulted in an im- 
provement as a greater number of the manager’s staff is fully cognizant of the 
importance of reducing the length of hospital stay. Our average length of hospital 
stay has steadily declined. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, deseribe.) In the treatment of 
the veteran patient we are required to investigate and treat each abnormal 
condition of the patient. This may contribute to tonger hospital stay. In 
private hospitals patients are normally treated for only the condition for which 

ospitalized, and other conditions are not necessarily treated. We are still 
confronted with the problem of finding adequate facilities for the custodial care 
of patients that no longer require active hospital treatment. In certain areas 
there is no place for this type of patient to go and as a result it contributes to 
prolonged hospital stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We believe that the increasing 
age of patients and the fact that they often have multiple chronic disease defi- 
nitely contribute to longer hospital stay. It has also been our experience that a 
larger number of our tuberculosis patients that are being readmitted have pre- 
viously had chemotherapy and fail to improve satisfactorily. This necessitates 
longer periods of treatment for this type of patient. ‘ 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We feel that 
there would be a reduction in the overall length of stay if followup care could be 
provided on an outpatient basis. This would be particularly true in the treatment 
of nontuberculous patients. 


33427—59——77 


i 

| 
i 
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(b) What effect would such a program have on your cost of operation? Treat- 
ment of patients on a posthospital followup care or outpatient basis would neces- 
sarily increase our turnover. This increase in turnover would mean increased 
cost as there would be a need for additional professional and technical personnel 
if the same census were maintained. - 

5. What would you suggest to further reduce hospital stay without impairing 
care? We believe that the treatment of patients on a posthospital followup care 
or outpatient basis would definitely reduce hospital stay and at the same time 
would not impair proper care and treatment of the patient. 

6. What is needed to improve turnover of patients? We believe our rate of 
turnover is consistent with sound medical practice. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA}| Not yet 
hospitals |hospitalized 
1. Total applicants: G.M.&8S 35 


Note.—No waiting list at Oteen Division. 


duird many patients are scheduled for admission subsequent to January 12, 
1 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled according to priority groups with consideration of bed 
situation. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? 36, pending legal eligibility. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes. All patients scheduled 
immediately at the Oteen Division as no waiting list is maintained. Emergency 
admissions accepted at the Swannanoa Division. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,241; approved, 2,365; rejected, 876. 


V. Hospital staff 
Coane full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
1 1, 496.7 1, 284.2 —212.5 
2. Physicians, full- and part-time. 46.0 40.5 —5.5 
3. Physicians, residents and interns - 1.5 
4. Physicians, consultants and attendings............-.- 1.2 2.4 +1.2 
8. Therapists and technicians !__.._..........-.-----..- 76.0 70.0 —6.0 
7.0 5.0 —2.0 
10. Office of manager, personnel, and finance... 31.0 
12. Other food-service employees-..-.......------------- 271.5 227.0 —44.5 
14. Engineering maintenance (excluding laundry) ------ 80.0 75.0 —5.0 
15. Engineering operations (excluding laundry) - -------- 85.0 86.0 +1.0 
18. 312.9 230.6 —82.3 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19(a). Number of member employees as of January 12, 1959: None. 

- 20. What was number of guards on duty December 31, 1958? 28. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 20. 

a ‘Number of patients discharged during past 3 months who were given 
industrial therapy: 23. 

(c) Average days of hospitalization of patients repented in (b): 299. 

22. Number of patients in day hospitalization: None. 

» 23. Number of patients in night hospitalization: None. 
“24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service. ._..--.-.-- 18 16 13 
Average payment per consultant or attending !_____.._._..__- $1, 783 $1, 690 $1, 357 
Total amdunt paid to all consultants and $32,100 | , 050 7, 


tts Exclusive of travel. 


"25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? Generally speaking, staffing pattern is adequate under 
average daily patient load. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The study of new antituberculous drugs both clinically and with the aid of labora- 
tory control has contributed greatly to the successful treatment of patients with 
that disease. Research by the thoracic surgical service in better methods of 
handling both tuberculosis and other thoracie diseases has also contributed to 
patient care. Although carried on for a shorter time, recent research studies in 
cardiovascular disease carried on here have contributed to an improved handling 
of these patients. Cooperative research activities in pulmonary carcinomas and 
blastomycosis have been carried on too short a time for evaluation, although it is 
believed that these too will eventually bear fruit in the direction of improved 
patient care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered affiliated medical schools-- 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis airic 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
(a) Total 87 12 1 “4 
(6) For treatment of a service-connected 
10 8 2 
(c) For treatment of a non-service-con- 
nected condition 47 1 2 
(1) Patient has com ble serv- | 
ice-connected disability...... 21 8 z 13 
In receipt of VA 15 5 10 
3) In more than 30 da ys_- ll 6 4 
4) Other. . 
1 Any form of prepayment insurance. 
Nore.—If tient recei for d 
of above, show hiss uly ia that category appearing Brat the 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
adinission indicated workmen’s compensation coverage for an alleged industrial 

ob-connected injury: 

al Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

- What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include Be 
estimate of the cost of the collection program to the hospital during calendar 
1958.) First obtain power of attorney. Form FL 10-98: Notification of 
pitalization, is forwarded to the insurance company. After 30 days,.or- after 
discharge from the hospital, a statement of charges is made and forwarded to the 
fiscal division. Fiscal division prepares cover letter for statement and forwards 
to insurance company. If no reply received within 60 days fiscal division sends 
first followup letter. "Second followup letter is sent in 30 days after the first one, 
if no reply has been received. After another 30 days, if still no reply, the case is 

referred to the chief attorney. Estimated cost of collection program during cal- 
endar der year 1958, $463.87. 
ompare amounts billed to insurance companies, veterans, and employers 
amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed $105, 535 $107, 875 
5, 297 5, 044 


Amount collected 


‘ &. Is the addendum filled in before or after the oath of inability to pay is signed? 
ertore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The examining physician 
informs veteran of probable length of hospital treatment required and the cost 
= same in a community hospital, prior to the veteran’s actual admission to the 

ospital, 
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8. In your opinion are there abuses of non-service-connected care? No. We 
believe that by focusing the attention of each veteran on his financial status at 
the time of his application for hospital treatment abuses will be eliminated. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean... 54 46 100 
World War II_- 21 79 100 
World War I_.-.-.-.- 8 92 100 
Spanish-American War. 100 100 
Peacetime- 65 35 100 
All patients 20 80 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load. 1, 276 1,191 1,070 960 958 
Full-time equivalent staff.............| (*) 1,510. 1 1, 430. 9 1, 306. 3 1, 294.0 
(ce) Total cost ? $7, 494, 187 | $7, 748,438 | $7,434,188 | $7, 484, 351 $7, 847,210 
Salaries of staff * () 6, 232,940 | 6,006,688 | 6,085, 220 6, 394, 486 
e) Patient travel 1) 38, 979 32, 226 31, 782 32. 462 
Communications " 33, 660 33, 906 33, 876 33, 405 
) Utilities (gas, coal, water, etc.) ........ 222, 347 210, 219 194, 486 206, 669 
(@) 516, 432 463, 242 440, 913 446, 878 
4) Drugs and medicines__........------.. 1) 180, 352 159, 852 168, 234 186, 754 
i Medical and dental supplies........... ti 159, 463 144, 756 153, 923 161, 742 
(k) Asset acquisitions including equip- 

80. 530 84, 115 118, 977 74, 754 
@ AN other 1) 283, 735 299; 184 256, 940 310, 060 
(m) Cost per discharged patient. 1, 496 | 1, 456 | 1, 583 1, 510 1, 426 


1 Not available; records destroyed. : 
? Adjusted for common services: Show all costs to nearest dollar of actual cost. 
* Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is considered 
sufficient to meet a minimum standard of medical care. There has been a marked 
advance in medical science on procedures, techniques, and technical scientific 
equipment. Our allocation has not been sufficient to purchase this more modern 
equipment and keep step with this advancement trend. This is particularly 
applicable to radiology, laboratory, cardiovascular and other surgical equipment. 
With ample funds to keep modern equipment and facilities we could render a 
standard of medical care comparable with the most modern hospitals. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? The allotment 
of funds has no bearing on a patient’s length of stay. The desirability of a dis- 
charge is based entirely on medical determination. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
sega Have they been discussed with responsible officials? (1) Yes. (2) 

0. (3) No, cost structures and other factors are not comparable. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.164. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.459. 

(c) If all your patients are not on the same ration, what differences are there? 

y? All patients on same ration. 
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6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 housekeeping (small apartments reserved for surgical residents) ; 50 non- 
housekeeping. 

(b) How important are these quarters in maintaining staff and/or for reeruit- 
ment? Very important for recruitment as well as making staff readily available 
in case of emergency. ei 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None needed. Present supply adequate to meet demands of those 
who desire to live on the station. 

7. What, in your opinion, is the capital value of this installation (all hen 
based on a replacement cost? $25 million; present accounting value, $6,767,322. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) The average annual employee 
salary has risen by $814 from fiscal year 1956 to fiscal year 1959. While $321 
of this amount represents new items of uniform allowance, retirement, and insur- 
ance, the total amount reflects in hospital cost. (2) The cost of raw food has 
increased by 8 percent from fiscal year 1956 to fiscal year 1959. (3) The cost of 
drugs and medicines per patient has risen by 29 percent from fiscal year 1956 to 
fiscal year 1959. (4) Other costs have risen proportionately. 

9. What internal programs have you developed to engender cost consciousness, 
at your station? All operating officials actively participate in the preparation of 
the annual fiscal plan. The control of expenditures has been decentralized to all 
operating officials. This responsibility under strict administrative control has 
developed a high degree of cost consciousness among all employees of this hospital. 
Periodic cost studies and comparative analyses are made known from time to time 
to operating officials for corrective action as indicated. Informing these officials 
of the results of such studies promotes cost consciousness. 

10. Laundry service: a) 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? A) 


Total Number : 
number patient-day 


. 4, 855, 869 13.19 
3, 560, 637 10. 46 


_ (b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to’ 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) : 
Laundry costs computed on basis of all costs applicable to Federal laun-. 
a, excluding memorandum accounts: Per piece, $0.041; per pound, 
Laundry costs computed on basis of commercial operation, including memo-. 
randum accounts: Per piece, $0.044; per pound, $0.060. 
11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who. 
actually do not require hospitalization, etc.? None whatsoever at this hospital. 
12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily. 
patient load so funds would not be withdrawn? None. 
13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect: 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. 
(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $12,631.02. 
(2) Visits to hospitals by patients on CBOC status: 1,607. 
(3) Cost per visit: $7.86. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? By local accept- 
ances of its principles. Cite examples: budgetary including employment planning, 
the procurement of equipment and supplies, operation of hospital programs, and 
in short everything that is not properly centralized to central office control. 

(b) Has your hospital had an internal audit of its administrative operations? 
No. One due February 3, 1959. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or BACO? Or be 
conducted by a joint team? We think this audit might be beneficial to evaluate 
our medical programs. It should come from VACO and/or with participation 
by area medical director’s staff. It is not believed outside sources should par- 
ticipate only because of their unfamiliarity with general VA procedures. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are very helpful. 

(2) Of what value would you think these visits are to VACO? Would 
think they would be of great advisory value. ; 

(3) Would less frequent visits be more useful? No. Actually more fre- 
quent visits might be helpful if funds were available. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? There has been no evidence of recentralized 
operational authority. 

Is the management covenant program directed toward making good 
employees or good managers? The program is extremely important in both 
aspects. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 


1960 | It was reported in the Asheville, N.C., press Jan. 19, 1959, that the President in 
his budget message to Congress had included an item of $800,000 for the design 
and plans for new construction to include 400 beds at the Oteen Division 


Not programed, or under consideration for fiscal year 1962: Please see remark 
for fiscal year 1960 above. We are not in a paw to discuss these plans 
accurately and we suggest consultation with VACO. 


| 

| 

4 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Amount 


8427.00 program, fiscal year 1959: 
Refrigeration, air conditioning repairs. 
Repairs to distribution systems (steam, water, and sewer)................-.------------ 
Repairs to electrical distribution system..............-........-----22---.2.---------n-. 
Firefighting materials, equipment. 
Service fabrications and repairs for medical, dietetic, and laboratory equipment 


re 
88 


1 Estimated. 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1. Deferred maintenance and repair from fiscal year 1959 funds: 
Repairs to roofs, Swannanoa Division. $24, 000 
Replace hot-water tank, building No. 18, Oteen-_ cael 3. 500 
Resurface parking lot, Swannanoa 4, 000 
2. Deferred maintenance and repair from fiscal year 1990 budget request submitted with 
1959 fiscal plan, due to limitation of fund request so as not to exceed fiscal year 1959 
budget allocation: 
Replace elevators, buildings Nos. 19 and 20. 70, 000 
Replace roofs, buildinys 8, 11, 12, and 25. - 20, 000 
Replace steam return lines, ee 10, 000 


Replace windows in buildings Nos. 1, 17, 18, 15, 16, 19, and 20, Oteen Division-._.__. 
Repair steam lines, Swannanoa Division. 
to vacuum and feed water pumps, Oteen Division. 
Repairs to boiler refractories, 
Replace boiler tubes in Nos. 3 and 4 boilers, 
nea —v hot-water heaters (a recurring project; 5 per year for 5 years) 5 each 
1 
Replace 8 by 12 by 8 walk-in refrigerator including unit in building No. 16 kitchen, 
Oteen Division 


BSpe pop 
$253 = 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


Miscellaneous building repairs (carpentry, electric, plumbing, painting, roofs)_..._._._- 
Repairs to special use equipment: radio, TV, medical, dental, and laboratory. .......- 
$428.00 program: 
The epee ve were deferred from fiscal year 1958 and funds were allotted to the 
station in the fiscal year 1959 operating budget: 
Replace roofs, buildings Nos. 19 and 20.........--.--....------.-----.-----.-------. 
L aintenance and repair projects presentiy deferred, but which must accomp ishec 
within 5 years to protect VA and Government property (based on funds allocated in 
the past 2 fiscal years, the prea below cannot be accomplished): 
Replace elevators, buil ings Nos. 15 and 16, Oteen Division. -....-.........-......... 
Rewire buildings Nos. 10 and 18, Oteen Division. 
Resurface north parking lot, Oteen 
Repairs to railroad, Swannanoa Division. 
Replace compressor, building No. 654 deep freeze, Swannanoa Division.............- 
Replace 3 hot-water tanks, building Nos. 1, 19, and 16, Oteen__..................-... 
Repairs to steam radiators, both divisions. ..................-...-...--..-----...-.-- 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
The amounts below are needed annually for maintenance every fiscal year: 

past equipTent, Oteen and Swannanoa. $9, 000 
: pe mn, uding walk-in boxes, ice machines, garbage coolers, except air condi- pm 

Steam distribution syste (inside buildings) 3, 000- 
Water distribution systen (inside buildings) _.. 1,000 
Sanitary distribution syste (inside buildings) -. 1,000 
Electrical distribution system (inside buildings) -..............- 3, 000 
Firefighting service, including hydrants...............- 1,000 
units, (medical, dietician, laboratory, surgical, etc.) 
wee vehicles (include construction equipment and lawn mowing equipment (repairs ane 

oSanie including doors, windows, screens, roofs, lights, steps, trim, celotex, buzzers, 

Painting, interior and exterior._.._... 2 10, 000 
Railroad and storm drainage, Swannanoa Division ................-.-.-- x 1,000 
Roads and walks. 4, 000 
Special use equip nent (medical, diet, laboratory, and surgery)... 5, 000 
onhouse*eeping 2,000 
Housekeeping quarters. si 4,000 


o, oe betterments costing less than $2,000, excluding equipment: None 
schedule 
(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal Description Amount 
year 


1960 . Steam-jacketed kettles, trunnion type, battery of 3 (2 each 10 gallon—1 each 5 
. Oven, electric, revolving tray type, 30 pan capacity, K- TT 8 Tuienermasinets 
Machine, meat grinding, electric, 30 pounds per minute, 19 by 34 by 23 inches 

Steamer, vegetable, 3 compartment, eee 
Machine, meat and bone cutting, electric, 35 by 33 by 69 inches, K-59_. : 
Machine, meat and vegetable cutting, pedestal mounted, 27 by 46 by 48 inches, 


. Steam-jac*eted kettles, “trunnion type, battery of 2 (10 gallons each), table 
. Steam-jacketed kettle, 30-gallon capacity (2 each). 

. Motor, electric, brake type (for flatwork ironer)..............-.-.------------. 
14. Sterilizers, press"ire type, 24 by 24 by 36 VS-6 (replacements for 25 nonpressure 

1961 1. Sterilizers, pvessire type, 24 by 24 by 36 VS-6 (replacement for nonpressure 
type now in use—second of 5 yearly replacements) 5 each 


— 


2. Machi “yy. 4 cube making (replacements for 20 machines ‘now in use, 4 per . 
3. Tank, feed water storage, 900 gallons, 48 by 120 inches 3, 
5. Bus, 29-passenger type._ - 5, 
6. Trucks, 1 ton pickup type, 2 each... 3, 
7. Replace kitchen ranges, Oteen 1 each heavy duty hot top K-3E; 6 each heavy 
8. Replace cafeteria unit including serving table, dishwarmers, salad unit, tray 
9. Replace steam-jacketed kettles; 3 each 40 gallons—K-~47; 1 each 60 gallons— 
-49; 1 each 40 gallons 4, 
10. Replace dish machine—main kitchen Hobart FT-26 with clean and soiled a 
11. Replace prewash sinks with double drainboard, double compartment sinks 


| 
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. 3. What, in your opinion, are the most pressing needs in your installation? As 
putes out under chapter 10—Capital improvement, it is understood that the 

resident’s recent budget message included an item of $800,000 for the plans and 
design for new construction and modernization at the Oteen Division. We be- 
lieve that this item and future requests to insure the completion of new construc- 
tion and such modernization of the Oteen Division as is felt essential should be 
vigorously promulgated. 

Oteen is presently classified as a TB hospital and as such is the largest of its 
type in the VA. It consists of the Oteen Division which is a permanent type 
construction generally speaking and its Swannanoa Division 8 miles to the east. 
The Swannanoa Division, acquired by the VA in 1946, is a large sprawling can- 
tonment-type hospital formerly under Army control. Despite its temporary type 
of construction it has been maintained through the years in splendid fashion bat 
it has been costly. We are presently operating 237 G.M. & S. beds out there in- 
cluding surgery, laboratories and other necessary services. Normally these beds 
are quite fully occupied with only a small number prudently reserved for emer- 
— and usually there is a waiting list. As of January 20, 1959, there were 

38 patients there with 36 scheduled for admission and 61 on the waiting list. 
At the Oteen Division we have 826 operating beds and on the same date, January 
20, there were 799 patients in the hospital including 701 classified as TB making a 
total percentage of occupancy by both divisions on January 20 of about 98 per- 
cent. It should be added that this is higher than our normal rate, but it proves 
the demand. 

The 8-mile geographical separation of the two divisions does not seem to  syponeed 
undue medical or administrative handicaps in the overall operation but the sep- 
aration does add tremendously te the monetary cost by duplication of services, 
including utilities, M. & R., fire protection, care of oul and considerable 
duplicate staffing. Central Office and Area Office surveys as to the possibility 
of transferring all Swannanoa activities to Oteen have n made but the re- 
luctant but inevitable decision has been reached that it is simply im ible. 
There are many obstacles but to name only two Oteen could not possibly take 
care of the general medical and surgical load which is being handled at Swannanoa 
and on the other hand, much of the Oteen TB laboratory work has to be done 
at Swannanoa. There is much of the nature of Siamese twin interdependency. 

We firmly believe that VACO plans which involve new construction, modern- 
ization and consolidation would be clearly in the interest of financial economy and 
would provide better service to the veteran patients. 

It is recommended that VACO be consulted for more specific detail as to the 
plans for new construction and modernization. 


SALISBURY, N.C. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 1601 Brenner Avenue. 

City and State: Salisbury, N.C. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 

Name, qualifications, and tenure of— 

(a) Manager: Samuel J. Muirhead, M.D., education, training, and experience 
from January 30, 1955. 

(b) Assistant manager: Charles F. Collier; education, training, and experience 
from September 14, 1953. 

(c) Director, professional services: David L. Liberman, M.D., education, train- 
ing, and experience from July 14, 1957. 
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II. Bed capacity and patient load 


: Hospitals—T ype of bed or patient 
‘Item (as of Jan. 12, 1959, unless 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 
Total 


Staff. not recruitable: Beds re- 

Type of bed not required for cur- 

rent operating plan regardless of 


10. Average daily patient load for 12 


1 

2. 

3 

7 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit Goring ong 250 254 314 360 
15. Number of patients on trial-visit status as 0: . 31. 90 85 120 143 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


_ (b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The percentage of 
patients 55 years of age or older is increasing ane will ultimately result in a decrease 
in discharges and turnover rate. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operat- 
‘ing plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
‘verted to other than TB use? None. 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of those 
own od geperten on item 9 in category II (total column) as in hospital on January 

195 


Length of time since admission Number of | Percent of 

patients patients 

Total wt 100 
Less than 1 year. 314 33. 37 
2 years and less than 5. 226 
5 years and less than 10. 123 13.07 
10 years and over WAL 164 17.43 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? The hospital length-of-stay committee surveys on a continuing basis 
current administrative and professional procedures pertaining to hos”italized 
G.M. & §. patients for a 6-month period in order to obtai») greater efficiency of 
hospital administration. In addition the length of stay of all other patients in 
this hospital is discussed by the director, professional services, at his regular and 
special staff meetings. Reviews of progress made by NP patients are a daily 
practice by the hospital psychiatrists and paramedical personnel. 

(b) What im»rovements have you made since your last rerort to this committee? 
The medical staff and all concerned ancillary services are constantly aware of the 
need to review the procedures and practices which affect the patient length of stay 
and turnover. The average length of stay of G.M. & 8. patients has been re- 
duced, the the past year, from 51.7 to 42.2 days. There is an enviable turnover 
of about 11 percent in NP patients. Constant vigilance is the keynote in effecting 
a favorable patient turnover. Community acceptance of the recovered or im- 
proved patient results from pred public relations and efforts of VAVS committee. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of natients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) We have been fortunate in having a 
large percentage of our recent admissions consist of acute nsychiatric patients 
whom we have been able to discharge as expeditiously as possible because of early 
evaluation, immediate institution of indicated treatment, and constant review of 
the potentialities for patients’ discharge. The proper utilization of tranquilizers 
has also been an exceedingly important factor in the reduction of patie ts’ stays, 
and may continue to favorably affect the length ot patients’ stays in the future. 
However, the increasing number of peonle over 65 years of age is getting nrogres- 
sively larger in both civilian and veteran population, and will pose a problem in 
the future which will have an effect on length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthosnita! followup care, as needed, on an outpatient basis? When it is indi- 
cated, we presently refer patients eligible for such care. We believe that provi- 
sions for adequate posthospital followup would probably be a factor in consider- 
ably reducing the number of readmissions and length of hospital stay. At present 
the staff is too limited to undertake these responsibilities. Service-connected 
beneficiaries are followed by regional offices (where indicated) who have accom- 
plished much in reducing length of stay. 

(b) What effect would such a program have on your cost of operation? The 
adoption of such a program would increase the cost of onreration as additional 
professional, ancillary, and clerical personnel would be needed. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions. At present, length of stay at this hospital is reasonable 
and in keeping with good, sound medical judgment. __- 

6. What is needed to improve turnover of patients? While turnover exceeds 
the national average, there is no doubt that increase in the numbers of psychia- 
trists would improve our turnover rate. Salary and other aeccruements have 
not kept pace with what doctors in private practice, private and State institu- 
tions enjoy, and is the sole reason for shortage of psychiatrists. The answer is 
a better doctor-patient ratio. 
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IV. Waiting lists 


1. Number of eligible applicants-not 7 hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
of uired Total te 
T care 
Total In non-VA| Not yet 
hospitals |hospitalized 
1. Tctal applicants: 59 5 54 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 1. 

3. What system do you use for scheduling admissions from the waiting list? 
Service-connected applicants have priority over all admissions. Non-service- 
connected beneficiaries are scheduled from the top of the waiting list to fill a 
contemplated bed vacancy at time of actual admission. Adherence to VA 
Cireular No. 18 is a practical system. . 

“4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who 
were potential admissions? 48. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes; applicants for an 
admission for a service-connected disability, and all NP emergency applicants 
wherein possible, are admitted without placement on waiting list in compliance 
with VA Circular 18: Priorities for Hospital Care. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 730; approved, 612; rejected, 118. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
1 804. 65 917. 05 14112. 4 
2. Physicians, full- and part-time. 15 12 —3.0 
4. P? ysicians, consultants and attendings 1.8 Be 
5. Dentists 2 3 +1.0 
6. 74 88 +14.0 
7. Hespital aids 281 340 +59. 0 
8. Therapists and technicians ? 41 48 +7.0 
9. S>ciol workers 6 @ +i 
10. Office «f manager, personnel, and finance 23 24 +1.0 
11. Dietitian: 4 +2.0 
12. Other food-service employees 97.5 107.5 +10.0 
dry 19 21 +2.0 
14, Engineering maintenance (excluding laundry) -_-.--- 50 49 —1.0 
15, Engineering operations (excluding laundry) -.------- 26 28 +2.0 
133. 35 149, 75 +16. 4 


1 On Dec. 31, 1956, we were operating 791 beds with an average daily patient load of 745. On Dec. 31, 
we had 973 ¢ perating beds and an average daily patient load of 925. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (2) Number of member employees as of January 12, 1959: 9. Annual 
(average): $845. 

(6) What is the value of this program to the member and to the hospital? 
This program provides a bridge between hospital and return to the community 
with monetary benefits to give patient self-respect as a productive citizen and 
regain experience in management of own affairs. It — patient in transition 
from hospital routine to normal work habits and provides 


job placement expe- 
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rience and work history in seeking outside employment. Hospital staff are able 
to observe and evaluate patient’s progress in this program preparatory to dis- 
charge. It provides needed information to assure family and prospective em- 
ployers of his ability and readiness to return to society. Enhances and hastens 
rehabilitation of patients. 

20. What was number of guards on duty December 31, 1958? 5 guards, 1 
chief guard, and fire marshal. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 162. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 92. 

(c) Average days of hospitalization of patients reported in (b): 352. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) . 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ........... 23 21 19 
Average payment per consultant or attending ?._..........._. $792 $452 
Total amount to all consultants and attendings 2____---_- $18, 225 $18, 050 : onion 
Total for travel__--------------------------------------------- $1, 580 $1, 479 


16 months, July 1, 1958, through Dec. 31, 1958. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 
2 i None 1 None 


1 Psychiatrists are needed but not available at present salary. Increased funds would be of no benefit in 
recruiting this category. 
VI. Research and education 


_ 1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
This hospital does not have an approved research program. We have trainin 
programs in clinical psychology and social work service. These programs (1 
contribute to the overall recruitment needs of the VA; (2) stimulate professional 
eee: and (3) increase standing of VA with social agencies and the community, 

here there is such training improvement in patient care ultimately results. In 
addition planned lectures, under the educational program, by outstanding spe- 
cialists contribute to the medical knowledge of the permanent staff. 


_', 2. For oo without approved research and education activities: What 


benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training | apie such as medical, para medical, or hospital 
administrative trainees? (1) A research program would favorably affect patient 
care by stimulating the medical staff to increase their knowledge as it pertains to 
diagnosis, treatment, and current developments in medicine. For example, a 
clinical neuropharmacological research program primarily intended to study 
motive action of drugs on mental function with specific reference to problems of 
mental disorder would be definitely advantageous. The program could be de- 
signed for investigation in the basic fields of psychiatry and neurology. Were 
such a program possible the assignment of one physician, with the majority of 
his activities confined to research, would be of great value. (2) A medical train- 
ing program would be highly desirable if conditions were favorable for the estab- 
lishment of such a program. Remote location to a medical school and shortage 
of qualified staff precludes this goal at present. 
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3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post fund___....................-|----.---------|---.-------.-- 
3. Grants from other sources administered through affiliated medical schools__|-...........--|-------------- 


1 Through area medical office for guest lecture program. 
VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


G medical and surgical 
and neurological 
All ‘Tuber- Psychi- With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
hausted 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. ..... 2 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in a whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) There has been no significant change in the procedure for collection 
of insurance subsequent to January 1957. The collection as detailed in VA 
interim issue 10-424 is followed. timated cost of collection during calendar 
year 1958, $20. 


4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


i Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 
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6. How many addenda following review by the ee of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? one. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? If the application is completed 
at the hospital the veteran is informed of the estimated cost of hospitalization 
at civilian hospitals prior to signing oath. If oath has been completed prior to 
veteran’s arrival at the hospital he is informed of estimated cost ot civilian hos- 
pitalization prior to admission. 

8. In your opinion are there abuses of non-service-connected care? There has 
been no evidence of abuse of non-service-connected care. At this NP hospital 
all ——- are considered at time of admission to be long-term cases. 

9. Percentage of patients as of January 12, 1959, in hospitals tor treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
| 51 49 100 
World War I_. 21 79 100 
Spanish-American War 100 100 
All patients 50 50 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
&) Average daily patient load.___........ 434 610 736 830 925 
6) Full-time equivalent staff...........-.! 471 665 785 850 908 
(c) Total cost !. $2, 277, 276 | $3, 129,651 | $3.615, 797 | $4,300,738 | $4, 855, 184 
d) Salaries of staff 2. 1, 767,292 | 2,526,863 | 2,997,888 | 3,610,480 4, 098, 503 
a cninntnnaiaibiind 5, 508 10, 999 10, 045 9, 326 8, 013 
Communications. . .............-....- 10, 895 12, 986 13, 642 13, 794 13, 978 
) Utilities (gas, coal, water, etc.) -....... 39, 514 , 809 51, 644 55, 261 59, 714 
) Raw foods....._.. 152, 567 853 244, 236 280, 576 315, 958 
i) Drugs and medicines. -_.............. 28, 958 41, 495 43, 797 52, 632 61, 041 
} Medical and dental sup) lies_........- 19, 141 40, 486 47, 162 51, 167 56, 596 

Asset acquisitions including equip- 
ment. - d 41, 520 56, 457 34, 511 37, 756 35, 068 
( All other. 211, 881 185, 703 172, 872 189, 746 206, 313 
(m) Cost per discharged patient._._....... 2, 321 1, 951 1, 139 1, 658 2, 326 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 In ing all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? An acceptable standard of medical care 
is being provided with present primary fund allocations. As is the case with 
most every activity, improved care and intensified therapeutic programs would 
be the result of increased primary fund allocations. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? No. This 
hospital has, since activation, had a substantial waiting list of applicants needing 
hospitalization, The length of stay is a medical and not a financial determina- 
tion; and as such the average daily patient load neither increases nor decreases 
the patient’s length of stay. 

Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have many 
comparison standards such as: visits by staff to other hospitals; interstation 
training; statistical data such as that published by AMA, APA, and VA central 
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office; visits by representatives of the area medical office; seminars and confer- 
ences. Such statistical data can be used as a guide only and an indication of 
areas for study and review. Comparison standards are, in general, adequate. 
Ideas for improvement are discussed with appropriate officials. 

5. (a) What is the —/- raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.902. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.125. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 room nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important both in maintaining and recruiting staff. The avail- 
ability or lack of housekeeping quarters is often the deciding factor in the decision 
of a physician to accept employment at the station. Available quarters would 
serve as an inducement for employment and a favorable factor considered by 
physicians when offered a transfer. More often than not, transfer to a hospital 
without available quarters means less take-home pay. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Not less than five additional housekeeping quarters. We now have 
five sets of meer quarters. The additional quarters would be used for 
professional personnel. 

(d) Could cost of such quarters be a lucrative investment? Yes; from both a 
recruitment and financial aspect. Retention and satisfaction of staff would be 
greatly enhanced. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18,823,697. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased prices for supplies and 
materials. Increased personnel costs are directly reflected in increased operating 
costs. Advancement in professional fields, and technical procedures, and the 
increasing use of tranquilizing drugs increase staffing requirements and have 
added to the costs of drugs and medicines. The overall effect, unless primary 
fund allocations are accordingly increased, is to decrease staffing with resultant 
decrease in the level of patient care and maintenance of physical facilities. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Goatisteous training programs to improve operations and 
efficiency. Systematic review of operations with the purpose of eliminating 
unnecessary procedures; streamlining operations; and insuring proper staffing 
based on mission, workload, and responsibilities. Continued decentralized budget 
control to operating divisions with constant emphasis on costs of operation. 
Development of an atmosphere of cost-consciousness. Comparison of operational 
cost of other similar-type hospitals. A reporting system designed to show devia- 
tions from normal operations and to indicate trends. 

10. Laundry service: 

aa was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.027; per pound, $0.035. 


33427 O—598-——78 


| 
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11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. This hospital has always 
had a substantial waiting list of 5 apm | eligi‘le for and in need of hospitaliza- 
tion. It appears evident that this condition will continue. Patients are dis- 
charged upon medical determination. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient | concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 


‘running a hospital and funds ifically allocated on this basis, what effect 


would it have on the number of operating beds uired to meet the needs of 
veterans actually needing hospitalization? The CBOC program at this hospital 
is small and, in general, consists of dental cases; thus the allotment of specific 
funds for a CBOC program would have no effect on the number of operating 


(b) t was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $429.94. 
2) Visits to hospitals by. patients on CBOC status: 42. 
3) Cost per visit: $10.24. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Managers 
delegated authority formerly retained at central office level. Cite examples. 
Authority to change organization structure below division level; authority de- 
centralized to managers to approve minor construction and alterations to physical 
facilities; further decentralization of classification authority; additional authority 
concerning the employment and utilization of physicians, dentists, and nurses. 

(b) Has your hospital had an internal audit of its administrative operations? 


Was the team personally experienced with hospital operation? No. 

2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The internal audit of this station was made in October 1955 
when the procedure of audit was in a formative stage and the rsonnel 
were relatively inexperienced. While a considerable part of the audit 
concerned minor operational procedures, I am convinced that their primary 
interest was in good administration. 

(3) How was the internal audit valuable to your hospital? The internal 
audit was a review and gy of the hospital as a whole rather than surveys 
of the parts. Review of the complete operation covering all components 
and their interrelationship was valuable. 

(4) Were you ener | or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair prpteanonel medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 
be conducted by a joint team? Benefits: (1) Improve patient care; (2) discredit 
the notion our work is exempt from scientific ap raisal; (3) could better relate 
ourselves to Congress and public support; (4) would provide a more reliable means 
of evaluating our programs and treatment objectives; (5) would instill public 
confidence in hospitals, in areas where this may now be lacking, much the same 
as when hospital is approved by Joint Commission on Accreditation; (6) lead to 
more realistic staffing patterns; (7) show how per diem cost is translated into 
action in fulfilling mission of the hospital; (8) audit is itself a stimulus for self- 
improvement; (9) fair audit would improve morale of employees. Should be 
conducted by a joint team. 

The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 

By developing and providing comparison data; by providion oie 
and determination of effectiveness and operating efficiency of hospital 


(2) Of what value would you think these visits are to VACO? I should 
think the reports of visits of area personnel to VACO would be of immense 
benefit. The key official in area office is the area medical director to whom 


| 


“Sho = 
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hospital reports of visits are made. His added comments to findings and 
various recommendations serye to appraise VACO as to present operations, 
trends throughout geographical areas of the United States, etc., all of which 


affect future needs and requirements of VA. 
(3) Would less frequent visits be more useful? No. 


(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any grcat extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Directives, circulars, manuals, etc., have 


not recentralized authority. 


2. Is the management development program directed toward making good 
employees or good managers? The management development program is 


directed toward making good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Covered walkway, building No. 4 to chapel__.............._..-..---.-.-.-----.-- $10, 700 


Not programed, or under consideration for fiscal year 1962: Construction of 


greenhouse and workshop; baseball stadium, to include lighting. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Replacing floor tile, buildings 1, 6, 13, and 15...................--.--.-..------------------- $1, 000 
Replacing ventilator mounts all buildings 750 
Seasonal fertilization and winter seeding of grounds. _......._.__..........-...-.-...------- 2, 100 
Replacing temperature control valves on hot-water storage tanks.............._._...___..- 2, 100 


(b) In addition, list those items deferred due to lack of funds which in your 


opinion will result in further deterioration of property because of such deferral. 


here are no deferred items of maintenance. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal Description 
year 


Amount 


1960 | Waterproofing and recalking 24 protect) 


Replace screen doors with aluminum storm doors, housekeeping q 
1961 | Waterproofing and recalking windows (14 project 

Replace, celotex ceiling, 1st floor, building No. 21 
Replacement of linoleum title (44 project) 
Apply sand-seal on roads (44 project) 


1 
| 
| 
| 
Id 
Or 
lit 
te 
lic 
— 
to 
be eplacement linoleum tile ( cab an 
Continue waterproofing exterior walls. 
ice Replace governor cables, all 
‘ks eee underground cable, fire alarm and paging system, buildings 1-2; buildings 
ild 


(b) Minor betterments costing less than $2,000, excluding equipment: 
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Fiscal Description Amount 
year 
1960 | Auxiliary water line to building No. 21.__..._.._____._....-_._-------.----------- $750 
Install bypass steam line, manhole No. 2. ................-.--..-..-----.--------- 150 
Extend stainless steel drainboard, Eitcbens, 1, 600 
Insta inkler system, physical medicine and rehabilitation clinics, building 
Clean and paint 250, 1, 500 
1961 inkler , Physical medicine and rehabilitation clinics, 
Auxiliar high-p ressure steam buildings 1, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
| Fiscal Description Amount 
year 
1960 | Replace ee | disposal units with heavy-duty type (44 project).............._.___. $1, 250 
1961 | Replace food disposal units with heavy-duty type (44 1, 250 


3. What, in your opinion, are the most peeeeing, 
The most pressing need of this hospital is for psychi 


chologists, and occupational therapists. 


FARGO, 


N. DAK. 


I. General 


Name of hospital: Veterans’ Administration Center. 
Street address: Elm Street and 21st Avenue North. 


City and State: Fargo, N. Dak 


needs in your installation? 
iatrists, social workers, psy- 


Type of services: Type of hospitel, G.M. & S.; Domicile, no; formal outpatient 


clinic, yes. 
Name 


(a) Ma 


anager: Walter R. Byrd. 


qualifications, and tenure of— 


(b) Assistant manager: Robert P. Vinall. 
(c) Director, professional services: Wallace J. Pianka, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Neuro- |G.M. & 8. 
ic | logical 
BED CAPACITY AND PATIENTS REMAINING 
| 
Beds - = use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent ork plan of 
1° patient toed for 12 
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II. Bed capacity and patient load—Continued 


? Hospitals—T ype of bed or patient 

Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(6) Percent of total patients re- 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(6) Percent of total patients re- 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit em » seg 0 0 0 2 
15. Number of patients on trial-visit status as o! . 31 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. o significant trends 


of any consequence. 
IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & 8S. patients, 38 days. 

2. For G.M. & S. hospitals only): Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions.) 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer... ___- 1 61 
Prostatectomy: 


| | 
| | | | 
| | 
| | 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Station has length-of-stay committee which analyzes excessive lengths of 
stay and prescribes remedial action. This is augmented by our discharge planning 
are which goes into operation on day of admittance. 

(6) What improvements have you made since your last report to this committee? 
Increased turnover rate. Discharge of many long-term-hospital-stay patients to 
nursing homes and other facilities. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients or their 
requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Yes. We are receiving more older 
patients, particularly World War I, and the need for geriatric care is increasing. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We believe it 
would shorten the hospital length of stay to some extent. This would be prin- 
cipally in the case of veterans who live great distance from the hospital and whose 
financial status is such as to preclude adequate followup care. he followup in 
such cases could be accomplished by fee-basis personnel. 

(b) What effect would such a program have on your cost of operation? It 
would result in higher cost of operation which would normally be offset by in- 
creased patient turnover. 

5. What would you suggest to further reduce hospital stay without impairing 
care? A greater supply of nursing homes throughout the State would enhance the 
possibility of the discharge of some long-term cases. 

6. What is needed to improve turnover of patients? Our problem in patient 
turnover is one of handling long-term chronic cases. The answer in 5 above 
would also be applicable to this question. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 
4 (not yet hospitalized). 

afew many patients are scheduled for admission subsequent to January 12, 
195 34. 

3. What system do you use for scheduling admissions from the waiting list? 
Priority groups as defined in VA Circular 15, 1958, in chronological order. 

4. In addition to the persons reported in reply to questions | and 2, above, how 
many additional persons were known to you on Fannnty 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. Yes. Emergency patients 
who come to the hospital for examination for hospitalization and patients for 
whom we receive telephone contacts from doctors stating patient’s condition is 
— are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,329; approved, 1,128; rejected, 201. 
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V. Hospital staff 


(Re rt full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958: Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time... 10.0 10.0 +0.0 

4. Physicians, consultants and attendings.............. 4.1 4.5 +.4 

8. Therapists and technicians !_.___..._.........-.....- 10.2 13.0 +28 

10. Office of manager, personnel, and finance.___......_- 9.7 9.1 —.6 
12. Other food-service employees... 29.9 30. 6 +.7 
14, Engineering maintenance (excluding laundry) -_-.-.. 1L.1 16.3 +5.2 
15. Engineering operations (excluding laundry) ----.-.._. 19.1 11.1 —80 
11.2 11.4 +.2 
33.4 39.0 +5.6 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 

s a - — was number of guards on duty December 31, 1958? 5, designated as 
ghters. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of pottonte discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service. -_........- 26 25 26 
Average payment Pee consultant or attending !___.........._. $1, 612 $1. 621 $1, 583 
Total amount to all consultants and attendings !________ $42, 100 $40, 525 2 $41, 225 

! Exclusive of travel. 

2 Estimated. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
; attendings 


| 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


and 
All Tuber- With insurance 
Eligibility category patients 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
(6) For treatment of a service-connected 
(c) For = non-service-con- 
In hospital more than 30 days. 4 6 
4) Other... 4 2 5 
! Any form of prepayment insurance. 
Note.—If a patient receiving care for a non-service-connected disability by A be PA sgt in more than 
one of the categories in (c) above, show him only in that category appearing fisst 


(a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
aheien indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 2. 

(b) Number of patients in (2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the einiadlen geen ” a? hospital during calendar 
year 1958.) $1,132 cost of collection program All fracture cases and any 
accident cases are reviewed for possible t ~party liability. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed. 501 602 
Amount collected 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following veal by the eT of the hospital were 
referred to central office as suspected of being able efray their own cost of 
hospitalization during calendar year 1958? None. 

7. a counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Veteran is provided an esti- 
—_ of ave — of stay and cost of his hospitalization and medical care prior 


e 8. In malas opinion are there abuses of non-service-connected care? Very few, 
any. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spanish-American Wl. 100 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load............ 119.0 149.0 178.0 179.0 179.0 
(6) Full-time equivalent staff__........... 222.2 234.8 248. 5 258. 2 262. 1 
© $1, 211, 419 | $1, 379, 057 | $1, 455, 382 | $1,610,989 | $1, 667,071 
‘d) Salaries of staff ?__.............-...... 976,979 | 1,095, 611 1, 146, 834 | 1, 301, 660 1, 393, 229 
12, 664 14, 525 11, 799 12, 264 12, 958 
5, 355 4, 736 2, 236 1, 858 5, 148 
) Utilities (gas, coal, water, etc.)_...._-- 44, 047 44, 349 50, 029 44, 339 53, 025 
47, 960 60, 845 72, 355 77, 184 71, 737 
i) Drugs and medicines. ................ 26, 129 41, 706 41, 368 43, 013 53, 677 
Medical and dental supplies. ......... 20, 769 26, 872 29, 614 26, 374 29, 702 

) Asset acquisitions equip- 
11, 831 37, 464 49, 623 43, 279 12, 386 
Re er aes ree 65, 685 52, 949 51, 524 61, 018 35, 209 
(m) Cost per discharged patient._-_-.....- 680 652 790 883 723 


1A for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. : 


2. Do you believe that primary fund allocation is sufficient to provide an accept- 
able standard of medical care? It is difficult to define adequate medical care. 
We do believe, however, that our primary fund allocation for fiscal year 1959, 
barring any unforeseen emergency, will permit us to give good medical care to 
the veteran patients in this area. Each year we experience an increase in price 
in the things we buy, such as personnel, supplies, and equipment. Subsequent 
primary fund allocations must reflect this if we are to continue the good care we 
are now giving. 

8. Does the allotment of funds on the basis of aver goby patient load increase 
or decrease the patient’s length of stay? How or why? No. Patients are dis- 
charged when they have reached maximum hospital benefits. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We do have 
appropriate comparisons with other VA hospitals and civil hospitals. In the 

A we have statistical summaries and supervisory audits by VA-personnel. VA 
hospitals are accredited by the Joint Committee on Accreditation of Hospitals 
and of the American Medical Association. So are civil hospitals. This provides 
appropriate standards for comparison. When areas of improvement are noted, 
such are discussed with responsible officials. 

5. (a). What is the average raw-food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.113. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.289. 


(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on same ration. 
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6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 7 housekeeping; no nonhousekeeping. (See (c) below.) 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important. Due to physical location and extreme weather con- 
ditions in Fargo, N. Dak., it is difficult to recruit adequate professional staff. 
It is much less difficult when we have housekeeping quarters to offer. It is also 
good to have these people on the station when the weather halts traffic. 

(ec) What additional quarters do you believe would add quality or stability 
to your staff? The 85th Congress appropriated $150,000 for the replacement 
of temporary housekeeping quarters. It is proposed to build five duplexes. 
This should be adequate. This accounts for the seven vacancies under item 
6(a) above. These have been declared excess as new quarters are to be built 
on same site. 

(d) Could cost of such quarters be a lucrative investment? Not to any great 
extent; however, over a period of years the construction and maintenance cost 
will be amortized by the rentals collected. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $2,801,655. 

8. What factors have operated to change the costs of hospital —s 
Please explain the effect of these factors. (a) Increased salaries. (6) Increased 
cost of drugs. Drug costs at this station for past 3 years were: 1958, $63,224; 
1957, $56,926; 1956, $48,240. (c) Increased food costs. In 1958 the raw food 
costs per ration were $1.120, compared to $1.034 in 1957. (d) Increased cost 
of fuel. In 1959 the cost of lignite is 22 cents per ton higher than in 1958. (e) 
In 1958 the cost of dental supplies was $2,178 compared to $1,353 in 1957 and 
$1,467 in 1956. (f) In general, the cost of all supplies and services has been 
increasing which necessarily adds to the cost of providing adequate medical care. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Service and division chiefs participate in development of fiscal 
plan. The cost of operation ié reviewed with chiefs intermittently. Chiefs are 
allotted funds on a ye agg basis and are held accountable for wise and careful 
expenditure of such funds. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.064; per pound, $0.081. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.076; per pound, $0.096. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBAC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number o yer er g beds required to meet the needs of 
veterans actually needing hospitalization? None. 
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(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $5,699.60. . 
(2) Visits to hospitals by patients on CBOC status: 713. 
(3) Cost per visit: $7.99. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? I see no significant change in the decentralized 
operational authority since 1953. 

(b) Has your hospital had an internal audit of its administrative operations? 


(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The internal audit was conducted in 1954. ince that time 
there has been practically a 100 percent turnover in top supervisory personnel. 
This makes an evaluation difficult. The records indicate that there were 
no significant areas of disagreement. 

(3) How was the internal audit valuable to your hospital? There were 
some minor deficiencies noted and these were corrected. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? Good medical audits result in better medical 
care. We accomplish this now Seon self-audit and by visits from area and 
central office professional personnel. e are also inspected by the AMA Joint 
Committee on the Accreditation of Hospitals. If an audit other than the above 
should be set up I believe its source should be VACO. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are helpful in many ways, principally in assisting us evaluate 
the effectiveness of our operations from the standpoint of both professional 
care and cost, and making timely suggestions. 

(2) Of what value would you think these visits are to VACO? Valuable. 
It shortens the lines of communications. 

(3) Would less frequent visits be more useful? I don’t think so. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No; I believe these directives, circulars, 
manuals, etc., are helpful to us in the field. 

2. Is the management development program directed toward making good 
employees or good managers? Both. The primary aim, however, is developing 
employees. If we properly develop our supervisory personnel it will reflect in 
good managers. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 

year 

1089. |) Additional housekeeping quarters... $150, 000 
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Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Remodeling of laboratory $4, 000 


XI. Maintenance 


1. (a) List by msn ar and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 
Rebuild chain-link fence along Elm Street, $1,100. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 
—. to lining of walk-in coolers, dietetics, $2,000. 

. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Tuck pointing and waterproofing of building Nos. 1 and 9_.._.._--._-___-.--.------ 4, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: Resurface 
concrete floors, first and second floor, dietetic area, $1,000. 
(c) Replacement and new fixed equipment costing over $1,000. 


Description Amount 


Extractor, monorail and hoist for 
Automatic stainless steel 2-spigot water cooler, 
State trucks with platform and hydraulic lift......... 
Cine fluorographic apparatus for image 


3. What, in your opinion, are the most pressing needs in your installation? 
Tuckpointing and waterproofing buildings Nos. 1 and 9; two new State trucks; 
repairs to walk-in cooler; ice-flaking machine; extractor, monorail and hoist for 
laundry; mortuary refrigerator. 
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MINOT, N. DAK. 
_I. General 
Name of hospital: John Moses Veterans’ Memorial Hospital. 
City and State: Minot, N. Dak. 
Type of services: Type of hospital, G.M. & S.; domicile, No; formal outpatient 
clinic, no. , 
Name, qualifications, and tenure of— 
(a) Manager: E. P. Whitaker, A.B., member ACHA, March 23, 1958. 
(b) Assistant manager: None. 
(c) Director, professional services: A. B. Halliday, M.D., F.A.C.S., March 17, 
1958. 
II. Bed capacity and patient load ; 
Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless 4 ere = 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitabie: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d ear... 0 0 0 0 
15. Number of patients on trial-visit status as . 31. 0 0 0 0 


| | | 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


21 


Exe | 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activites of your hospital: No trend noticed during 


3-year period. 
III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8S. hospitals: Average stay for G.M. & S. patients, 27.1 days. 

2. For G.M. & §. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients'admitted for the surgery indicated ; excludes the experience of any patients 
with multiple-treated conditions) : 


Average 
length of 
stay 


Subtotal gastrectomy for duodenal ulcer_..............-..---.--------------- 
tecto: 


COM 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Patients are put on leave as soon as medically feasible, with proper followup. 
We coordinate medical care with social service for an early return to the com- 
munity. 

(6) What improvements have you made since your last report to this com- 
mittee? CBOB program has been developed. We conduct a continuing policy 
of awareness to the basic problem. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) Nothing of importance. 

(a) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increasing age. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? In theory it 
should tend to reduce the length of stay. The concept of posthospital followup 
care must include a very close relationship between the hospital and its commutin 
area. Thus, it would be more effective in a metropolitan location. This hospita 
is not community in nature. It serves a large geographic area. The factor of 
distance from home to hospital would tend to negate the economic value of post- 
hospital care, in many cases rendering it impossible. 

(6) What effect would such a program have on your cost of operation? The 
ee of an outpatient department would increase the cost of operating the 

ospital. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Length of stay at this institution could not be reduced enough to be of any 

practical value without altering the present standards of care. 

; 6. What is needed to improve turnover of patients? Advancements in the 
science of medical care. Administratively we are highly advanced in the problem 
of patient turnover. Patient turnover is sometimes affected while securing a 
determination for State assistance. 


Type of discharge 1956 1957 1958 

7 

12 

9 

45 

“4 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 

yd many patients are scheduled for admission subsequent to January 12, 
195 

3. What system do you use for scheduling admissions from the waiting list? 
The method provided in VA Circular 18, September 18, 1958. 

4. In addition to the persons meen’ in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 3 telephone contacts. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. All emergencies and all those 
scheduled for admission within 15 days from date of application. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 488; approved, 466; rejected, 22. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 


2. Physicians, full- and part~- 
3. Physicians, residents and interns 
4. Physicians, consultants and attendings 


10. Office of manager, personnel, and finance 
11. Dietitians 


. Laundry 
14. E maintenance (excl la ) 


1.0 
1.0 
9.0 
7.0 
6.0 
1.0 
8.5 
2.0 
7.0 
1.0 
7.0 
4.0 
0 
5 
0 


Rye 


' In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 3. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

(c) Average days of hospitalization of patients ee in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in ss hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


Number of different persons who provided service 
Average payment ¢9 consultant or attending ? 

Total amount to all consultants and attendings * 
Total for trave 


' 6-month period, July 1, 1958 to Dec. 31, 1958. 


| 

P| Increase (+) or 

decrease (—) i 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 = 

8. Therapists and technicians !......................-.. | -.7 

1957 1958 1959! 

$1, 434 $2,072 $1, 125 
eS $17, 200 $16, 575 $7, 875 

0 0 0 
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allotment were increased? 


Full time Consultants, 


attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
No research program. 

2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or hospital 
administrative trainees? (1) An additional incentive for acquisition and reten- 
tion of medical staff; self development of professional staff because of study and 
investigation. (2) At this small hospital the programs listed under item (2) 
would probably be of little value. 

3. Amount of funds available in fiscal year 1958: 


VA appropriation 


3. Grants from other sources administered through affiliated medical schools-_ None 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and 


All Tuber- —_ With insurance ! 
Eligibility category patients | culosis ic ws : 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted 


(6) For treatment of a service-connected 
condition 


| Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (¢) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 3. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 1. 


25. What categories of employees would be recruited if the primary fund 


1 


ir 
a 
Category 
T 
4 0 0 a 
r 
| 
Foreducation 
Research = 
gram 8300) 
hausted 

(c) For treatment of a non-service-con- | 

1) Patient has com ble serv- 

(3) In hospital more than 30 days. 4 
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3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
vear 1958.) Estimated cost for calendar year 1958 was $160. We follow the 
exact procedure outlined in VA interim issue 10-434 dated May 29, 1957, and 
TB 10A-306 dated June 16, 1952. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar 
1957 


Amount billed $4, 192 
Amount collected 1,713 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Applicants are given an esti- 
mate of the total cost of their cases based on local hospital and professional charges. 

8. In your opinion are there abuses of non-service-connected care? No evi- 
dence of any significant value. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service- Total 
connected 


Spanish-American War 
Peacetime 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 


Avi daily patient load 


Full-time equivalent staff 


125.1 


$750, 457 
612, 267 


Bee = 
238 


fe 


Se 


33 


EEE 


a 


' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 luding all payroll analysis accounts. 


) 
) 
Calendar year 
$14, 403 
ons 
| 
: 
War 
Item 
1955 1956 1957 1958 ! 
@ 3 
eS (gas, water, etc.)......... 7 
Drugs and 
Medical and 
) Asset acquisitions including equip- 
(m) Cost per discharged patient ______._- 1,010 
33427 O—59——_79 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? An acceptable standard is difficult to 
define. We believe our standard is acceptable, even excellent. However, it is 
maintained at the expense of all other program elements, i.e., plant maintenance, 
equipment modernization, etc. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? It is my under- 
standing that average daily patient load is only one of many factors considered 
in allotting funds to each hospital. If it were actually allotted on the basis of 
average daily patient load it seems likely length of stay might vary depending 
on whether or not funds were ample. he higher costs exist during the early 
days of hospitalization and decline during the later periods. Thus lengthened 
stay would tend to reduce cost. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements 
seem ible? Have they been discussed with responsible officials? Yes, we 
have detailed standards with all VA hospitals and we have broad guidelines set 
up by American Hospital Association. The American Hospital Association also 

ublished statistics on all member institutions. Within VA very appropriate. 
n civilian hospitals comparisons show VA is understaffed. In comparison with 
civil hospitals the improvement possible is the addition of more employees in 
the VA. Responsible officials have discussed this problem with us. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.228. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? 22. 

(ce) if all your patients are not on the same ration, what differences are there? 
Why? Diet is part of medical treatment and will vary according to the orders 
of the attending physician the same as medicine orders vary from patient to 
patient. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 11 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? In this area they are absolutely essential. Before the construction of 
four 3-bedroom units this hospital could not maintain a stable staff. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $6,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Main item, increased salary costs. 
(2) Maintenance costs rising because of age of plant. (3) Equipment reaching 
age toreplace. (4) General rising costs at large. The effect: it costs more money 
to maintain past levels of operation or the level is reduced if no funds increases 
are available. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralization of funds control to divisional level. Issuance 
of comparative statements of funds expenditures to each division. Thorough 
discussion of fiscal problems at regular staff meetings. Establishment of a 
controller position. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


193, 542 7. 165 
145, 572 5. 380 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will reports costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 


| 
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tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.122; per pound, $0.171. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece $0.13; per pound $0.183. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Satisfactory. 

(2) Timeliness: Satisfacotry. 

(3) Cost: Higher than average. 

(4) Other: Only one laundry in area large enough to bid. 

(d) If your station has changed from VA laundry to contract laundry service, 

has such conversion resulted in any significant change in linen inventory? If 
“Yes,” explain. This station has always had contract laundry service. 
11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. Admitted on basis of 
professional judgment. Discharged on same basis with sociological factors 
considered. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain average daily 
patient load so funds would not be withdrawn? one. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Very little. Any time funds are restricted for 
a an program flexibility of operations is hindered and the programs affected. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: no cost records kept. 
(2) Visits to hospitals by patients on CBOC status: 12 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Regulation 
changes. Cite examples. (1) There are less restricted funds. (2) In general 
operating routines can be completed without central office OK, i.e., granting cer- 
tain employees right to live off grounds, options on meals, purchasing equipment, 
budgetary freedom. New system of manuals contain less mandatory procedures 
and more general guidelines. 

(6) Has your hospital had an internal audit of its administrative operations? 
Yes, November-December 1954. 

Oe Mets. the team personally experienced with hospital operation? See 

2). 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? No one who would know is still stationed here. (This hospital 
had an audit by General Accounting Office conducted by four people from 
August 4 to October 17, 1958. 

) How was the internal audit valuable to your hospital? A review of 
the audit report indicates only minor areas of administrative procedures 
were involved. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? See (b)(2). 

(c) If a fair ‘“‘professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? The Joint Commission or Accrediation of the 
American Hospital Association is such a body. Accreditation requirements are 
such that professional standards and procedures must be met. The VA also has 


visiting consultants and area office employees who make periodic professional 
evaluations. 
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(d) The area medical director’s office is regarded as part of the central office, 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? Our only personal contact with higher authority generally comes 
from the area office. Their visits are of real value in providing us with this 
means of communication and in giving us the benefit of the experiences of 
other institutions and their visits to central office. 

(2) Of what value would you think these visits are to VACO? This is 
difficult to answer since I have had no experience with the problem at central 
office level. However, the area has secured needed help for this hospital 
any time we have sought their assistance. Their visits are generally the 
central office contact since they are considered part of that office. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good em- 
ployees or = managers? It is directed toward both goals because it encourages 
employee development regardless of level. 


X. Capital improvement 


i. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 1961: Fuel and ash handling equipment, project 33- 
5047; Sprinkler system (fire protection), project 33-5049. 

Not programed, or under consideration for fiscal year 1962: Smoke barrier 
doors for building No. 1, $2,100. 


XI. Mainenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Landscaping in vicinity of duplex quarters. This was necessary as a result of construction 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 

Grounds maintenance (lawns, shrubs, EE $2,120; Plumbing maintenance is 
below standard; maintenance of fixed equipment (we cannibalize equipment not 
in use to get parts); we need money for parts. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fisgal Description Amount 
year 
1960 | Paint exterior of buildings 2, 3, 4, 5, 14, 16, amd 17___...........--..---.----------- $1, 060 
Rebuild shower stalls in building No. 1............-....--.---.---.-----...--..--- 3, 150 
Replacement of damaged ceiling tile, 1,800 square feet___.................------.- 1, 080 
Maintenance to irrigation 5, 600 
Maintenance and improvement to air conditioner __.........-......--.-.--------. 1, 920 
1961 | Rebuild shower stalls in building No. 1..........-...--.----.---.----------------- 2, 870 
Maintenance to irrigation system... 3, 100 


PEE 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1229 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Desctiption Amount 
year 
1960 | Outside access to basement of building No. 5, station labor___-............-.----- $700 
Partition room for telephone equipment in basement, building No. 1_-_.-._..---- 320 
Building No. 20: 
Provide heating of basements at buildings Nos. 18, 19................-..---.-.---- 940 
Extension of electric distribution line from building No. 3 to building No. 5...... 400 


3. What, in your opinion, are the most pressing needs in your installation? 
The greatest need at this institution is an annual budget approximately 10 percent 
reater than present. It is realized this would result in a greater per diem cost. 
Henever, this increased cost figure, considered with all other relevant factors, 
would not indicate that the institution was being operated less efficiently. This 
should be true if for no other reason than the fact that the effects of prolonged 
financial deprivation are becoming clearly manifest within the institution and 
deterioration of the physical elements of the plant eventually will have an adverse 
effect upon the excellent spirit of the employees and their performance of duty. 


BRECKSVILLE, OHIO 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 9543 Broadview Road (Broadview Heights). 

City and State: Brecksville, Ohio. 

Type of services: Type of hospital: TB. 

Name, qualifications, and tenure of— 

(a) Manager: Leon Ross, M. D., appointed December 16, 1956. Qualifications: 
10 years private medical practice; 17 years experience in VA hospitals including 
10 years as director, professional services; 2 years in Armed Forces; fellow, 
Amerioan College of Chest Physicians; fellow, American College Hospital Admin- 
istrators 

(6) Assistant manager: Jack C. Mickle, appointed November 17, 1957. Qual- 
ifications: 2 years administrator of private hospital; 4 years Army general hospital ; 
12 years in VA hospitals as registrar, special assistant to the manager and assistant 
manager. 

(ec) Director, professional services (manager also serves as director, professional 


services). 
II. Bed capacity and patient load 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless “ 7 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. &8., 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 


6. 8 
7 


Type of bed not required for cur- 
rent operating plan exggmen of 


10. Average daily patient load for 12 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 

Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
ercent o re- 
main: (line 9 


13. in ital Jan. 10, 1957, 
were 55 years of age or older: 
Percent of total jents re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit Categ 70m None None None None 
15. Number of patients on trial-visit status as 0’ =) None None None None 


16a. What is the number of patients discharged from your hospital during th® 
past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, F sya describe their 
significance and impact on the activities of your hospital. here was an upward 
trend in the number of patients discharged in 1958, primarily in the maximum 
hospitalization benefits category. This reflects improvements in the treatment 
of tuberculosis plus the slight increase in the number of G.M. & S. patients. 
Since this was accomplished with a decrease of 10 in the staff, better utilization 
of our facilities has been obtained. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
- canepey 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? 10; these beds are used for long-term chronic 


chest disease cases. 
III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1988. 

(b) TB hospitals: Average stay for TB patients, 216 days. 

3. (a) What system of control do you have to insure a minimum stay in hospital? 
The medical status of each patient is reviewed on a scheduled periodic basis by 
the professional staff therapy conference. When this group of physicians deter- 
mine that the patient has reached maximum hospital benefit, “ is discharged. 


Unusual and problem situations are referred to a special committee on planning 
for patients discharge well in advance of the discharge date. This assures that 
the discharge is expedited. 


8 

8 

| | | 

4 
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(b) What improvements have you made since your last report to this com- 
mittee? We have established a special program for planning for patients dis- 
charge. The major objective of this program is to recognize early in the patient’s 
stay any problems which might arise when he is ready for discharge and take 
steps toward a solution of those problems. The program has been very effective. 

c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) (1) The average age of our 
patients is increasing. With this increase, the illness is becoming more chronic 
and complicated. ven in tuberculosis cases, treatment must be given for other 
non-TB chronic conditions which, in many instances, are more complicated than 
the tuberculosis. (2) There eres to be an increase in the number of patients 
who, having reached maximum hospitalization benefits, have no home or employ- 
ment. If the trend continues it could be an important factor in the future. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Very little effect 
regarding our tuberculosis patients. It would be of some limited value in our 
small group of G.M. & 8. patients since they are long-term chronic chest disease 


cases. 

(b) What effect would such a program have on your cost of operation? There 
would be a slight increase due to transportation, drugs, and similar outpatient 
treatment activities. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Since the majority of our patients are tuberculosis cases a further reduction 
in hospital stay will depend upon future progress in treating the disease. This 
will no doubt come through continuation and expansion of research activities. 

6. What is needed to improve turnover of patients? As indicated in question 
3(d), there is a trend toward an increase in the number of older patients who, 
having reached maximum hospitalization benefit, have no home or employment. 
This might indicate a need for more beds in VA domiciliary facilities. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 
! How many patients are scheduled for admission subsequent to January 12, 
1959 6. 

3. What system do you use for scheduling admissions from the waiting list? 
Should a waiting list develop, we use the plan for priority of admissions as estab- 
lished by VA Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? None; all patients scheduled and no VA forms 10—P-10 pending 
on January 12, 1959. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Under our current operation we are 
in a position to admit all eligible patients immediately. We have not had a 
waiting list for the past 2 years. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 298; approved, 295; rejected, 3. 
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V. Hospital staff 


(Report full-time equivalent employment for both full-and part-time employees 
as of December 31, 1956, and 1958. Distribute common-service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease 
Dee. 31, 1958 

4. Physicians, consultants, and 2.4 
5. 2.0 £0 
8. Therapists and technicians !___-_.........-......-... 12.0 13.0 +1 
10. Office of manager, personnel, and 13.0 
| 12. Other food-service employees...-...........-....---- 48.0 50.0 +2 
14. Engineering maintenance (excluding laundry) -..---- 33.0 26.0 -7 
| 15. Engineering operations (excluding laundry) -.-....-. 21.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 


1957 1958 1959 
(projected) 


Number of different persons who provided service. __......_.- 17 18 V7 

Average payment consultant or attending !_.._........... $1, 676 $1, 467 $1, 628 

Total amount patd to all consultants and attendings 500 420 $27, 680 
or trav 


one one Ni one 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Research eager gl | function studies give a close control on the feasibility of 
thoracic surgery and the probable prognosis. (2) Research evaluation of new 
chemotherapy agents has contributed to the marked success in the treatment of 
tuberculosis. The patients’ term of hospitalization has been lessened and the 
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death rate reduced to the lowest figure in history. (3) The effectiveness of our 
professional staff is increased through the ne ad for research and the knowl- 
edge ained through educational activities by medical school affiliation. 

. Amount of funds available in fiscal year 1958: 


appropriation * 000 
and donations deposited in general post fund one 
ts from other sources administered through affiliated medical schools _ _ None 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medica) and surgical 
and 


With insurance ! 
Eligibility category 


Entitle- | Entitle- 
ment 


(c) For treatment of a non-service-con- 
nected condition 
(1) Patient has compensable serv- 
ice-connected disability 


i 
In receipt of VA 


! Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected None. 

(b) Number of patients in a whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Itemized statement of collection for the services provided are submitted 
to insurance companies at the end of each 30 days of continuous hospitalization 
and upon discharge of the patient. If the company denies liability, the case is 
referred to the chief attorney of the regional office for legal assistance and appro- 
priate action. Estimated cost of the collection program for 1958 for the hospital 
only is $150. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


es 
to 
For education 
Research 
pro- 
) gram 8300) 
1. None 
10 
-4 
| Without 
| 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
In hospital more than 30 days. 0 | 0 
| 
F { 
} 
) 
Calendar year | Calendar year 
1957 1958 
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a - Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of hos- 
pitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? After medical eligibility is 
determined each patient is given an estimate of the probable length of hospitaliza- 
tion and the cost for such in a non-VA hospital. The cost is based on the average 
cost per day in non-VA hospitals in this area. 

8. In your opinion are there abuses of non-service-connected care? No; our 
patients are all tuberculosis or long-term chronic cases. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Nonservice 
connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 


1956 1957 


Average daily patien 249 246 
Full-time equivalent staff 303 298 


Total cost ! $1, 616, 737 | $1, 610, 480 
1, 279, 519 
2, 158 


4,970 
53, 101 


111, 800 

and medicines 30, 366 

Medical and dental supplies 26, 675 
Asset acquisitions including equip- 

18, 


BB 


3, 707 


1A for common services: Show all costs to nearest dollar of actual cost. 
2 In ali payroll analysis accounts. 


2. Do you believe that the | prea td fund allocation is sufficient to provide an 


acceptable standard of medical care? The determination of what constitutes an 
acceptable standard of medical care depends on many changing factors. Cur- 
rently, we consider our standards fairly acceptable. There is no doubt, however, 
that future improvements, in keeping with the rapid progress of present-day 
medical care, including physical plant maintenance, equipment, cost-of-living 
changes, etc., will require periodic adjustment in the primary fund allocation, 
otherwise, we must face the risk of deteriorated standards. 

8. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? In this hospital, there is 
no evidence that the allotment of funds on the basis of average daily patient load 
has any effect on the patient’s length of stay. The majority of our patients are 
tuberculosis cases. The length of stay depends on the medical condition of the 
patient as determined by our medical staff. 
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4. Do you have any adequate comparison standards with other VA hospitals?. 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
ible? Have they been discussed with responsible officials? We feel that we 
ave excellent comparison standards with other VA hospitals through information 
regularly provided by the VA central office. While such comparison standards 
must be used in light of the local situation, they have been very appropriate and 
in many instances pointed out areas for study and improvement. Standards as 
set forth by the National Tuberculosis Association and similar organizations in 
the hospital field are the main sources of comparison with civil hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.151. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.148. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All of our patients are on the same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? We consider these quarters essential in maintaining and recruiting our 
key staff. This is especially important regarding the professional categories. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? 2 to 4 housekeeping quarters for staff physicians. 

(d) Could cost of such quarters be a lucrative investment? Yes. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10,500,000. 

8. What factors have operated to ae the costs of hospital operation? 
Please explain the effect of these factors. he cost of personal services and the 
eneral rise in most other operating expenses have increased the cost of operation. 

his upward trend is continuing. The major factor is salary increases since that 
represents approximately 80 percent of the total operating cost. General wage 
adjustments in this highly industrial area have caused a steady increase in the 
wage rate category. General surgical and D.M. & S. salaries have increased by 
10 percent. A share of civil service retirement plan requires an additional 
6% percent. Other basic costs show a similar pattern. For example, effective 
January 1, 1959, telephone service charge was increased 74 percent and electricity 
charge 10 percent. The cost of drugs and food has increased in line with the 
general cost of living. This general trend will require periodic adjustment in our 
primary fund allocation if we are to maintain acceptable standards of treatment 
and care, maintain the physical plant, equipment, and the multitude of other 
aspects of modern hospital operation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) Our most effective program is the active participation in 

management by employees at all levels. This has developed a spirit of 
teamwork which brings our financial matters into focus in day-to-day operations 
and generates a feeling of personal responsibility for obtaining maximum use of 
the funds allocated based on realistic needs and considered judgments. (2) The 
incentive award, work simplification, and management improvement programs 
also make noteworthy contributions in emphasizing costs and developing cost 
consciousness. (3) The management improvement and planning committee 
serves as a top level advisory group to management. A major objective of this 
group is to foster and plan means to engender cost consciousness. 

10, Laundry service: 

Pde was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


888, 790 10 
646, 358 


‘ 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
Plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
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services, and which were instituted for the puree of making VA laundry opera- 
tion comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0352; per pound, $0.0436. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0362; per pound, $0.0448. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Since the majority of our 
patients are tuberculosis cases, turnover and admission to the hospital are based 
on the status of the disease in each patient as determined by the medical staff, 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load a of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. While it is true that 51 
of our TB beds have been converted to a term chronic chest cases, there is a 
=— need for such beds. We believe this need will be even greater in the 

uture. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of megs | beds required to meet the needs of veterans 
actually needing hospitalization? Very little in this hospital due to the specialized 
type of cases for which we provide hospitalization. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,137. 
(2) Visits to hospitals by patients on CBOC status: 137. 
(3) Cost per visit: $22.80. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Further delegation 
of authority and responsibility. Cite examples. Greater latitude in use of 
primary fund allocation; delegation of classification authority for a major portion 
of our positions: more consultation with the manager on matters of policy. 

y (6) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? Fairly 


well. 

(2) Was it apparent whether paramount interest was in good practical ad- 
ministration or in how well central office minutiae of procedures were fol- 
lowed? This seemed to depend upon the individual member of the team. 
In some instances attention to detail appeared to be a primary consideration, 
In general, the interest in good practical administration was evident and 
undue emphasis on procedure was minimal. 

(3) How was the internal audit valuable to your hospital? The audit 
preriees a stimulus which has resulted in improvements in our operation. 

is may have been due to the fact that the audit was made shortly after 
the arrival of a new manager. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 

ee changes as a result? No. 
(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? A fair professional medical audit would provide & 
fresh, unbiased viewpoint and thereby point out areas for improvement which our 
hospital staff might not visualize. To some extent we now do have a type of 
professional medical audit by our local and area consultants who do not represent 
the VA directly. A joint audit team composed of consultants and area profes- 
sional chiefs would be beneficial. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? We consider visits of the area medical office staff to be especially 
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helpful in improving our various programs. The objective approach used 
and the constructive suggestions provided have been a key factor in the 
solution to many of our difficult problems. 

(2) Of what value would you think these visits are to VACO? These serve 
as a valuable liaison between the VA central office and the hospital. 

(3) Would less frequent visits be more useful? No. We believe more 
frequent visits would be of benefit to our operation. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Generally speaking, they have not recen- 
tralized authority. As a rule they are beneficial to the hospital’s operation. 

2. Is the management development program directed toward making good em- 
ployees or good managers? While it is too soon to judge, we believe the program 
is directed toward making better employees and better managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 

year 

1960 | 1. Call collection system for passenger elevators ---.............-.-.-.--.-.-------- $9, 000 
Install sprinkling system in required 15, 000 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 


1. Alterations to main hospital building to pa an auditorium and theater, a patient 
recreation area, relocation of canteen and occupational therapy clinic, and to provide a 
conference room for medical and administrative conferences_....................---.--- $25, 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
2. Replacement of obsolete light fixtures- 1,000 
5. Regular scheduled painting (labor and materials) 12, 000 
6, Routine electrical inspections and repair (labor and materials) ...._...............-.---- 10, 500 
7. Improve electrical distribution 1,000 
8. Routine plumbing inspections and repair (labor and materials) ._.....__......---.-.---- 9, 000 
9. Carpentry and masonry work (labor and materials) -.__-_....................---------- 12, 000 
10. Rebuild and adjust automatic air-conditioning equipment controls in surgical suite.___- 500 
ll. Repainting patients beds, chairs, and bedside tables_............_..-...---.--------.--- 500 
12, Improve food service unit in patients dining room... 500 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
Resurfacing of roads, $20,000. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal vear 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1, Resurface and install parking guides in main parking lot... -.........-...-.-----..----- $1, 500 
4. Replacement of poor lighting dhidedbo 2,000 
5. Install tile walls in 4 janitor closets_.__._--. a 1,000 
6. Overhaul coal silo 1, 500 
7. Increase electrical capacity, building No. 1-_........-...---..--......--.---------------- 1,000 

(6) Minor betterments costing less than $2,000, excluding equipment: 

Description Amount 
1. Install exhaust fans in the vegetable preparation room, locker room, and central service... $700 
2. Improve approach to road west of building No. 32..................-...-.-------------- 500 
4. Improve turn around area near central oxygen room_-_...................----...-.-.-.-. 300 
5. Improve driveway in back of building No. 6..............-.---.......---..---.--.------ 500 
6. Provide outside area for recreation for medically restricted TB patients.__............-. 1,800 
8. Provide adequate area near garage for cleaning and inspecting lawn equipment. --.-_--_- 300 
9. Provide enclosure over a water system equipment...............---....--.---- 1,000 
10. Improve walk area at base of fi 300 
11. Convert 2d floor of building No. 32 from 2 very small apartments to 1 apartment ______- 1,000 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
1. Oven, main kitchen. -_-. $3, 500 
2. Car lift for garage__...... 1, 600 
3. Icemaking machines 2, 500 


3. What, in your opinion, are the ‘most pressing needs in your installation? 
(1) Alterations to the main hospital building to provide an auditorium and 
theater, a patient recreation area, relocation of the canteen and occupational 
therapy clinic, and to provide a conference room for medical and administrative 
conferences. This project has been submitted and is planned for accomplish- 
ment in fiscal year 1962. (2) Resurfacing of approximately 2 miles of roads 
which have deteriorated due to use and extreme weather conditions. (3) Sprinkler 
system for patient’s clothing room, paint shop, and attic area. This project has 
been submitted and is planned for accomplishment in fiscal year 1960. 
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CHILLICOTHE, OHIO 


I. -General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Chillicothe, Ohio. 
Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 


Name qualifications, and tenure of— 
(a) Manager: Sam Beanstock, M.D., 1 year. 
(b) Assistant manager: M. Ray Allison, fellow, American College of Hospital 


Administrators, 14 years. 


(c) Director, professional services: H. E. Wilkinson, M.D., Board of Certified 
II. Bed capacity and patient load 


Psychiatry ; 1 year. 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity 2, 116 133 
Beds ~ n use (unavailable): 
6. = not recruitable: Beds re- 
rent opera regardless 
10. Average dail a4 = for 12 
AGE OF PATIENTS 
12. — in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
of patients re- 
13. 1 in hosp tal on Jan. i. 1957, 
who were 55 years of age or 0 
6) Percent of re- 
maining Jan. 10, 1957........- 42.4 34.9 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year ..... 134 189 270 337 
15. Number of patients on trial-visit as of Dec. 31. _....-- 194 229 320 281 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Increase in total rate 
of discharge. Greater turnover and shorter periods of hospitalization. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
- asnery 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients: None. 

(6) TR hospitals: Average stay for TB patients: None. 

(c) NP hospitals: What is the length of time in hospital since admission of those 
— reported on item 9 in category II (total column) as in hospital on Jan- 
uary 12, 1959? 


Length of time since admission Number of | Percent of 
Patients patients 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? We have an active length-of-stay committee which functions in 
conjunction with the medical records committee. 

(b) What improvements have you made since your last report to this committee? 
We have been able to recruit two physicians, a new chief of social service and 
have improved our geriatric service by better patient classification and building 
assignment. 

(ec) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) one. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The aging of our resident popu- 
lation, plus the aging of our potential patients has produced additional medical 
infirmities which will materially affect the length of stay in the future. 

4. (a) What would be the effect on length of stay if vou were able to provide 
posthospital followup care, as needed, on an outpatient basis? Little or none 
in our particular hospital due to the fact that our patient populations is composed 
of veterans from a widely spread geographic area and outpatient service for the 
majority of them would entail long time-consuming travel. 

(b) What effect would such a program have on your cost of operation? See (a). 

5. What would you suggest to further reduce hospital stay without impairing 
care? Adequate social work staff to enable us to — foster home care would 
materially reduce the length of stay in neuropsychiatric hospitals. 

6. What is neeced to improve turnover of patients? Our urgent need is for 
more physicians especially psychiatric. Recruitment of these professional people 
is on a competitive basis wherein we are forced to compete with State hospitals, 
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mental hygiene clinics and private practice. The whole question revolves itself 
into one of difference of pay or in the case of private practice, the amount of 


income from this source. A pay schédule which is equal to the above competing 
A person needs an added incentive 


agencies is not sufficient for recruitment. 


before he will change his present position an 


involved in a move. 


IV. Waiting lists 


in addition incur the expenses 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service- 
Type of care required Total _ | connected 
Total In non-VA| Not yet 

hospitals |hospitalized 

1, Total 0 352 162 190 


2. Rag many patients are scheduled for admission subsequent to January 12, 
1959? 10. 

3. What system do you use for scheduling admissions from the waiting list? 
Non-service-connected are scheduled for admission from the waiting list, only 
when beds become available for non-service-connected veterans. Applications 
are withdrawn and the veteran scheduled for admission in accordance with the 
priority grouping and based on the date application was received at this hospital. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Service-connected cases and 
non-service-connected cases when emergent. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 504; approved, 328; rejected, 176. 


V. Hospital staff 


Cpe full-time equivalent oo for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time. 13.0 16.0 
3. Physicians, residents and interns................-..- 0 0 0 
4. Physicians, consultants and attendings.____....._.-- 1.6 1.5 ~ 
65. 2 69. 4 + 
8. Therapists and technicians !____...........-.....-... 83. 6 79.0 - 
10. Office of manager, personnel, and finance__._..._.__. 29.0 29.0 0 
12. Other food-service employees._............-.-.---.-- 182.0 174.0 a 
14. Engineering maintenance (excluding laundry)....... 119.3 100.0 - 
15, Engineering operations (excluding laundry 23.0 23.0 0 
18, All other staff areer 140.9 170.8 ft 


‘In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: 5. Annual 

wage (average): $743 per annum. 

(6) What is the value of this program to the member and to the hospital? This 
rogram helps the member to build up a work record for future employment, 
t gives him the experience of handling his money, buying his clothes, taking 

trips; in other words, gives him the experience necessary for reentry into society, 
It benefits the hospital in that these members become very good workmen, and 
that through this experience, will enable them to leave the hospital. 

20. What was number of guards on duty December 31, 1958? 8. 


21. (a) Number of patients on January 12, 1959, who are in industrial therapy. 


program: 386. 

(b) Number of patients discharged during past 3 months who were given 
industrial . 

(c) Average days of hospitalization of patients peed in (6): 1,475. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: 1. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 11959 
Number of different persons who provided service .___-_-_._- 11 8 8 
Average payment P mal consultant or attending ?___..______-. $1, 581 $2, 181 $2, 188 
Total amount paid to all consultants and attendings ?______. $17, 400 $17, 450 $17, 500 
1 Estimate. 
3 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time} Consultants, 
attendings 


Aids 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Not approved for research. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, paramedical, or 
hospital administrative trainees? Due to geographical location, some 45 miles 
from the nearest large university and medical center, we could not hope to estab- 
lish training programs in the medical field. Again, because of our geographical 
location, the recruitment of research personnel is impractical. If it were possible 
to recruit personnel of this caliber the general level of patient care would not of 
necessity be elevated since programs of this type frequently result in funds being 
expended for the maintenance of the program resulting in an overall detriment of 
patient care. In the category of paramedical or administrative trainees no known 
benefits would accrue with the exception of the aid and assistance rendered us 
by our present trainees in clinical and vocational counseling and our past experi- 
ence with trainees in social work. These programs have been of great assistance 
to us and. have improved patient care considerably. 


| 

d 
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3. Amount of funds available in fiseal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
Gifts Gonations deposited in general post 
3. Grants from other sources administered through affiliated medical schools 2 SS Ree 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
as With insurance ! 
1 ty categor atients atric 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 2 0 1 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. --_-- 
(3) In hospital more than 30 days. 


1 Any form of prepayment insurance. 

Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 

2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

Oy Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) When a non-service-connected veteran is admitted and has insur- 
ance, the necessary agreement and power of attorney is obtained by signature 
of patient on VA form 10-2381. An active file is maintained on these cases and 
the insurance company is billed at the prescribed rates. This is in accordance 
with interim issue 10-424. There were no admissions in this category during 
the calendar year 1958. 

4. Compare amounts billed to insurance companies, veterans, ang employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


| | | 
col | 
Amount collec 
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ae Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & §. care required before oath is signed? G.M. & S. admissions in this 
NP hospital are limited to a very few emergent cases. When veterans admitted 
in this category, a real effort is made to inform the applicant of the per diem cost 
of comparable care in the local non-VA hospitals. The estimated cost is approxi- 
mated and based on the length of hospital stay indicated. 

8. In your opinion are there abuses of non-service-connected care? There are 
no abuses of non-service-connected admissions at this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spenish- A 0 100 100 


VIII. Costs- 


1. What are your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
a) Avi daily patient load_.........-- 2,039. 0 2, 043.0 2, 449.0 2,048. 0 2, 030.0 
{ Fulltime equivalent staff_......-..... 1, 195.6 1, 199.0 1, 201.0 1, 187.5 1, 199.5 
(c) RANE Sirs ctiesctnwcnscs $5, 924, 831 | $6,211,049 | $6,225,013 | $6,799, 557 $7, 089, 113 
(d) Salaries of staff ?..........--.....-...- 4, 528,068 | 4,853,655 | 4,894,774) 5, 443, 319 5, 817, 733 
(e) Patient travel.._-.-..-..-.--.--------- 3, 720 4, 596 4, 523 5, 136 5, 495 
(f) Communications -_ -_----.----.-------- 5, 108 4, 899 5, 167 5, 821 5, 107 
ip Utilities (gas, coal, water, etc.) ........ 106, 152 126, 698 136, 339 134, 395 137, 655 
“720, 310 666, 697 639, 726 660, 069 655, 568 
(@ Drugs and 4 87, 014 124, 847 127, 605 123, 309 
) Medical and dental supplies. . --.-.-.- 115, 928 125, , 660 97, 490 72, 884 

(k) Asset acquisitions including equip- 

114, 335 71, 758 110, 669 84, 218 47, 541 

AB... 787 269, 777 241, 504 223, 
(m) Cost per discharged patient *___.-....- 4, 267 4, 992 5, 501 6, 438 6, 837 


i Adjusted for common services: Show all costs to nearest dollar of actual cost. 

2 Including payroll analysis accounts. 

$ Fiscal year 1955 and 1956 based on tabulations of 25 percent sampling of discharged records; fiscal year 
1957 based on tabulations of 20 percent sampling of discharged records for calendar year period. 


2. Do yoy believe that the peeeeey fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, with careful management. 
3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? No. At this 
hospital, the patient’s length of stay depends entirely on medical determination 

of need for hospital care. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes, With 
pears similar VA hospitals and they are reasonably appropriate as administrative 
guides. 
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5. (a) What is the average raw food.cost per served ration from July 1, 1958, 
through December 31, 1958? $0.858. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.981. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 15 nonhousekeeping. 1 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important, especially as to recruiting staff physicians. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None required. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in vour opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $25 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Marked increased use of high-cost tranquiliz- 
ing drugs; salary and wage administration increases effective in 1958 by congres- 
sional action and periodic salary increases as authorized by law; aging physical 
plant necessitating a high degree of maintenance and repair costs; increasing costs 
of raw foods. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Delegation of fund controls to operating elements of the hos- 
pital; frequent meetings of operating heads to discuss and practice of economy in 
operating a well balanced program of patient care; establishment of a budget 
committee and of a personnel control board and both are very active in the con- 
trol of the use of allotted funds; a very active incentive awards program is en- 
couraged to develop improvements and-economy in operations. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958 


Total Number per 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0280; per pound, $0.0369. 
_11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load someees of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. There has been no utilization of this 
program at this NP hospital, consequently it would be difficult to evaluate the 
effect on number of operating beds. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: None. 

(2) Visits to hospitals by patients on CBOC status: None. 
(3) Cost per visit: None. 


1246 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? During the tenure of the present manager, 
throughout 1958, there has been no change. 

(b) Has your hospital had an internal audit of its administrative operations? 


(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? In my opinion such an audit could be stimulating 
and of benefit to all professional personnel. This audit team should come from 
VACO and be composed of representatives of all the major services. 

(d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. 

(2) Of what value would you think these visits are to VACO? Their value 
lies ba keeping VA central office informed of the hospitals’ operation and 
needs. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how 7 citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Primarily, good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 sae and alterations to laundry, revise steam distribution, new underground P 
oop 
1961 | New chapel... 
1 Unknown. 


Not programed, or under consideration for fiscal year 1962: Unknown. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Maintenance and repair of roads and parking lots. 
Replacement of meat rail_................-..----..----..- 
New oxygen and trash can storage house. 
Acoustic ceilings, modern lighting, buildings 26 and 27... .- 
Renewal! of heating and plumbing, buildings 212 and 6_-__- 
Renovation and modernization, building 31, wards C and D 
Remodel and alterations, dental clinic, building 31__....- 
Install] handrail, front entrance, building 


= 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 
Water-filtering equipment, $14,000, 

2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Renewal of plumbing and heating, buildings 210, 211, 11, 35, and 31__-.-..-.--.-.----------- $50, 000 
Installation of acoustic ceilings, modern lighting, buildings 211 and 212__.......-..-.------- 50, 000 
Maintenance and improvements to grounds, shrubbery, trees_.............--.------------- 4, 000 
Maintenance and improvements to roads, sidewalks, parking lots. ...........-.--.----.---- 4, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: Unknown. 
(c) Replacement and new fixed equipment costing over $1,000: Replacement of 
two dishwashers, $3,000. 

3. What, in your opinion, are the most pressing needs in your installation? 
(1) Aging patient population makes their movements difficult in going to clinics, 
dining rooms, etc. The pressing needs, therefore, are: (a) Connecting corridors; 
(b) conversion of one building into a self-contained treatment unit for the care 
of the increasing number of chronic infirmed patients. (2) The adaption of the 
old ward building to modern treatment methods and the retention of the estab- 
lished bed capacities has resulted in the crowding of patients’ beds. We therefore 
need (a) a new administration building which will accomplish two things: (1) By 
converting the present part-administrative and part-treatment building entirely 
into a clinical building it will provide increased space for beds; (2) it will also 
provide more adequate accommodations for the administrative staff which is 
presently crowded and cramped and located inefficiently for good administration. 
(b) Walling in the porches on some treatment buildings will also provide increased 
space for patients’ beds. (3) Enlargement of laundry facilities, since present 
laundry is inadequate for normal average daily patient load. (4) Establishment 
of an adequate disposal system for waste, trash, etc., to replace our present 
dilapidated incinerator plant which is deteriorated beyond economic usefulness. 
(5) Replacement of inadequate steam lines in order to provide ward buildings 
with proper heating during cold weather which is not possible with the present 
low-pressure pipe system. A high-pressure steam system is required to effectively 
and economically provide such heat to ward buildings. 


CINCINNATI, OHIO 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 3200 Vine Street. 

City and State: Cincinnati 20, Ohio. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; formal out- 
patient clinic, yes. 

Name, qualifications, and tenure of— 

(a) Manager: Raymond F. Smith, M.D., physician, VA service March 13, 
1946, to present, total VA service from February 1, 1922, to present. 

(b) Assistant manager: Edward A. McGinn, assistant manager from February 
19, 1950, to present. 

. (c) Director, professional services: Eugene H. Sterne, M.D., physician, spe- 

cialist, internal medicine, VA service from October 20, 1947, to present. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 

Total | TB Psy- Neuro- | G.M. & S. 

chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1. Rated bed capacity. 813 39 78 24 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent | plan regardless of 
9. Patients 762 35 172 93 
10, Average —- patient load for 12 
months ending Dee. 31, 1958_.._._- 757 41 181 92 43 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


455.0 5.0 104.0 64.0 282.0 0 
(®) Percent of total patients re- 
maining (line 9)_........._.- 59.7 14.3 60.5 68. 8 61.3 0 


13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(b) Percent of total patients re- 

1 Not available. 
: USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit during year... ll 41 53 25 
15. Number of patients on trial-visit status as of Dec. 31- 3 9 17 13 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
3, 591 3, 240 3, 208 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. one. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


| 
| 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 72 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any pa- 
tients with multiple treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal! ulcer. 10 25 
Prostatectomy: 

be 2 41 
1 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Orientation of full-time staff and residents. Discussion at monthly 

meetings. Spot checks of selected cases. 

(6) What improvements have you made since your last report to this com- 
mittee? None. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None of significance. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) The number of chronic wheel- 
chair patients and patients requiring continuing bed care is gradually increasing. 

4. fy What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Do not believe 
that length of hospital stay would be appreciably shortened. Present CBOC 
program, although unwieldy, is adequate for this purpose. Liberalizing the pro- 
visions of this program would be preferable to establishing an outpatient clinic 
for followup purposes. 

(6) What effect would such a program have on your cost of operation? The 
cost of operating an outpatient program for the purpose of providing posthospitali- 
zation treatment would be considerable. Staffing such a clinic would present 
difficult recruitment problems. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Hospital stay can be reduced by providing more beds in special hospitals 
for patients who need nursing care and by assisting us to resist the considerable 


pressures that are applied when we attempt to discharge a patient, who is medi- 
cally dischargeable, but whose family does not choose to care for or arrange for 
his care, either at home or in a nursing home. 

6. What is needed to improve turnover of patients? Turnover of patients 
should not be a problem if the situation can be corrected as suggested in para- 
ia 5. We believe that our turnover for acute cases is about the best that can 

expected in a dean’s committee hospital with an integrated residency program. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total wees 
care conn 
oon Total In non-VA} Not yet 

hospitals [hospitalized 

1. Total applicants OF 66 

G.M. & 8... 65 


oe many patients are scheduled for admission subsequent to January 12, 
195 

3. What system do you use for scheduling admissions from the waiting list? 
The admitting physician advises when to schedule patients in as vacant beds 
become available. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 18 (pending eligibility). 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘ Yes,’’ please describe the circumstances. Yes. Emergency admissions and 
walk-ins when beds are available, for the type of case, and no applicants are on the 
waiting list, such as a neurology patient and there are vacant beds on that 
service. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,546; approved, 1,664; rejected, 1,882. 


V. Hospital staff 
eport full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 
1. Total... 762.2 799.3 +37.1 
2. Physicians, full- and part-time... 24.5 26.0 +1.5 
3. Physicians, residents and interns .................. 20.0 21.5 +15 
4. Physicians, consultants, and attendings............. 12.2 15.0 +2.8 
6. Nurses- 110.0 116.0 +6.0 
8. Therapists and technicians !__. 40.0 55.5 +15.5 
10. Office of manager, personnel, and finance__.........- 29.0 20.0 —9.0 
8.0 7.0 —1.0 
12. Other food-service employees..............-.-------- 110.7 106.3 —4.4 
14. Engineering maintenance (excluding laundry) -_--_-- 49.1 41.6 —7.5 
15. Engineering operations (excluding laundry) _.......- 48.0 43.9 —4.1 
17. Special services ___ 13.3 10.3 —3.0 
18. All other staff. 100.9 133. 4 +382. 5 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 13. Annual wage 
(average) $680. 

(b) What is the value of this program to the member and to the hospital? 
Written reports of evaluation have been received from the services participating 
in the member-employee program. The unanimous opinion of those services 
indicates that there are two major benefits: (1) Patients appear to be happy, 


or 


? 
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content, and proud that they are permitted to participate in hospital adminis- 
tration by their contributions. (2) Financial reward affords some degree of 
independence and a feeling of self-resourcefulness. (3) The using services all 
agree that the duties pectorma by member-employees help to alleviate the 
heavy demands upon the respective services and the program is an effective 
medium of progressive rehabilitation therapy. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: 30. 

(c) Average days of hospitalization of patients reported in (6): 599. 

22. Number of patients in day hospitalization: 109. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. ...--.-.-.- 105 108 90 
Average payment per consultant or attending !_-..-....-------- $1, 144. 08 $1, 439. 02 $766. 39 
Total amount paid to all consultants and attendings !.......-- $120, 210 $155, 435 $69, 025 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


cict 


Gastro enterol 

Physical therapist -. 


Speech therapist 
Psychiatrist .......-...- 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education is essential to good patient care. Without opportunities 
for research, we would not be able to recruit or to retain our excellent full-time 
staff, especially the service and section chiefs. An active research program pro- 
vides knowledge and techniques which are directly applicable to the diagnosis and 
treatment of currently hospitalized patients. Without our medical school affilia- 
tion, we would have no staff at all. Each and every one was recruited by the 
college of medicine and went to work here only because it is a teaching hospital. 
An education program is of great importance to the teacher and the pupil and is 
quickly reflected in the quality of medical care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
2, Gifts and donations deposited in general pees 
3. Grants from other sources administered through affiliated medical schools. | a 


j 
‘ 
4 q 
| 
x 
| 
| 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December:6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 
Eligibility category 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 


(6) For treatment of 4 service-connected 
dition 


(1) Patient has compensable serv- 
ice-connected 


+ Any form of prepayment insurance. , 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(6) Number of ‘patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) If the patient states he has hospitalization insurance at the time of 
admission, he is asked to sign a power of attorney and agreement. His insurance 
company is billed every 30 days or at the time of discharge, whichever is first. 
When insurance companies deny liability, the individual eases are referred to the 
chief attorney for disposition. The estimated cost of the collection program to 
the hospital during calendar year 1958 is $4,455. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


828 $95, 907 
508 15, 003 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the aig ge 3 of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 15. ; 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Each admission clerk has & 
3-by-5 card with estimated costs for the various services, according to type of 
admission. This card is revised every 3 months after checking with our statis- 
tical section for, varying periods of hospitalization. The monetary figure of $20 
per day was obtained from the local Blue Cross Hospitalization Association. 

8. In your opinion are there abuses of non-service-connected care? No. 


hausted 
(a) UDOT 78 1 4 0 19 “4 
(c) For treatment of a non-service-con- 
nected condition --............-----.- 67 1 3 0 19 44 
1 0 ‘ 5 
(2) In receipt of VA pension. 20 oO; 0 0 6) . “4 
(3) In hospital more than 30 days. 15 1 4 0 2 ll 
| 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


Spanish-American 0 100.0 
All 10.4 89. 


Active-duty patients, 3; employee’s compensation patients, 2. 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiseal year— 


1955 


1958 


age daily patient 633 729 743 754 754 
(6) Full-time equivaient staff.............- 752 762 794 812 801 
(©) Total $3, 381, 188 | $4, 142,190 | $4, 456, 463 | $4,918,100 | $5, 127, 604 
(d) Salaries of staff ?_.....-.....- .--| 2,540,580 | 3,236,113 | 3,350,301 3, 854, 477 4, 045, 916 
3, 127 5, 666 fi, 525 7 


i) 

k) Asset acquisitions including equipment 27, 941 73, 


{m) Cost per discharged patient *._. 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
. — all payroll analysis accounts. 
NOt av; 


2. Do you believe that the primary fund allocation is sufficient to provide an 
reben ec standard of medical care? Basically the primary fund allocation is 
insufficient and the problem of maintaining acceptable standards of medical care 
becomes a major operational handicap because of rising increased costs in phar- 
maceutical, subsistence, personal services, etc. The nonreceipt of supplemental 
fund allocations creates inroads and definitely causes an insufficiency to provide 
acceptable standards of medical care. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Patient’s length of stay 
is contingent on the patient’s progress and recovery. Allotment of funds does 
not increase or decrease patient’s length of stay. , Incidentally, average daily 
patient load is only one facet of hospital costs and though it may be the primary 
cost, type of patient, building characteristics, etc., are important avenues of costs 
and how the primary fund allocation is expended, 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements see 
possible? Have they been discussed with responsible officials? Comparison 
standards are not available. Comparisons have been made with selected VA 


Item 
= 1956 1959 
(estimated) 
Communications 15, 144 17, 603 17, 708 19, 031 22, 081 
Utilities (gas, coal, water, 106,636 112,516] 128,214 | 183,087 132, 725 
(h) Raw 247,530 | 290,765 |  281,975| 306, 541 310, 200 
366 99,563 | 115, 264 124, 000 
867 96,095 | 121, 580 119, 480 
060 | 143, 683 67, 356 38, 445 
225 | 332,300 | 205, 512 327, 757 
} 
f 
) 
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hospitals of G.M. & 8. type with an average daily patient load of 600-1,000 for 
first quarter, fiscal] year 1959, as follows: 


Selected Cincinnati 
hospitals average 
average 


Percent 
72.3 
27.7 


5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.043, 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.648. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Alb regular diet patients are served the same basic ration, However, a 
modified light diet is served to regular diet patients who receive tray service. 
These foods are more easily digested and therefore better suited to patients who 
are ill enough to remain in bed. Tuberculosis patients are given a double menu 
from which they may make selections. Dining room patients have a full selective 
menu at breakfast, and have a choice of meats and desserts and some other foods 
at Seach and supper. Food dislikes and preferences are observed for all tray 

atients. 
= 6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: | housekeeping, 21 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruitment? 
The one housekeeping is important in recruiting professional staff; particularly 
medical doctors. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Quarters available are adequate. 

(d) Could cost of such quarters be a lucrative investment? See 6(c). 

7. What, in your opinion is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million: 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. In addition to increase in full-time 
equivalent. staff, increases in personal services costs reflect wage and salary in- 
crease, VA’s contribution to civil service retirement fund, and authorized fringe 
benefits. Increases in other costs are due to a greater average daily patient load 
and higher costs of commodities, such as raw. food, fuel, and medical items. 
These changes tended to increase the average per diem costs for patient care. 
Upon consolidation of the Cincinnati and Fort Thomas Hospitals, the per diem 
cost changed as follows: 


Average per diem cost as of June 30, 1958: 
Cincinnati division 
Fort. Thomas division 
Average per diem cost as of Dec. 31, 1958: Combined 


9. What internal programs have you developed to engender cost consciousness 
at your station? The manager has allocated funds by quarter to designated fund 
control officers for authorizing expenditures for their operating divisions. Ex- 
penditures may not exceed the allocations and unused balances are withdrawn 
at close of each quarter. Monthly statements of fund usage and availability are 
rendered by the fiscal officer for information of fund control officers. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


409, 543 9 
654, 963 6 


Percent 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum <ost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.05; per pound, $0.04. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.06; per pound, $0.05. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? None. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? No appreciable effect. How- 
ever, the average daily patient load concept does not concur in all aspects of 
hospital costs. 

12, How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None, 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Probably very little on operating beds. How- 
ever, it might well assist in affording more service to veteran patients. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $16,009. 
(2) Visits to hospitals by patients on CBOC status: 2,982. 
(3) Cost per visit: $5.37. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? You: By what methods? Cite examples. 
More flexibility in budget management. 

i (6) Has your hospital had an internal audit of its administrative operations? 
one. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? Yes; by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They have some value in pointing up some areas where improve- 
ment could be had. 

(3) Of what value would you think these visits are to VACO? I presume 
that they carry information regarding respective stations. 

(3) Would less frequent visits be more useful? This would depend upon 
the activity of the station. 

(e) (1) Have directives, circulars, manuals, etc., recentralized operational 
authority to any great extent? State how by citing examples. (2) Have such 
always been beneficial to the hospital’s operations? (e) (1) No; (e) (2) yes. 

2. Is the management development program directed toward making good 
employees or good managers? Our published plan has five major objectives 
which are listed below in order of their implementation and importance: (1) 
Improve work performance; (2) develop a reservoir of trained employees available 
for greater responsibilities as needs require; (3) assist supervisors to keep abreast 
of new management techniques; (4) provide competitive opportunity for promo- 
tion; (5) train those with management potential for management level positions. 


} 
} 

| 

4 

| 
9 
6 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description 
year 


1961 a == for clinical laboratory central service and X-ray suite, Cincinnati 


Automatic sprinklers, build wee. and T-187, Fort Thomas Division 
Solaria Ist, 2d, 3d floors, buil ort Thomas Division 


Not programed, or under consideration for fiscal year 1962. 


Description 


Cincinnati Division: 
Air conditioning and ventilating room A-638, medical conference room 
Air conditioning and ventilating room B-17, communication and records section 
Air conditioning 8th floor research laboratory 
Driveway in front of building 3 
Fort Thomas Division; Install quarry floor tile in bakeshop, vegetable preparation room, 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


eating 
. Masonry and plastering 
. Painting (exterior) 
. Painting (interior) 


1, 
2. 
3. 
4. 
5. 
6. 
7. H 
8 
9. 
10 
ll. 


Sere 


. Glazing 

. Air conditioning _- 

. Boiler and boiler plant equipmen 

. Elevators 

. Electric ge ‘enerating plant (standby) 
. Engineering shop equipment 
Incinerators 

. Refrigeration 

Laundry 


Television equipment 
Motion picture equipment 
Medical equipment 
Electric distribution system 
Gas distribution system 
Steam distribution system 
system 

istribution system 
— water drainage system 
Ventiiating system 
Intercom system 
Nonhousekeeping quarters 
Housekeeping quarters 
Kitchen equipment 
X-ray equipment 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


< $200, 000 
50, 000 
| 25, 000 
Amount 
$2, 650 
a 5, 630 
- 8, 000 
8, 000 
Description Amount 
lio equipment | 
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Description 


Amount 


Cincinnati Division: 

1. Painting of exterior building No. 1, contract... 

2. Repair to 750 kilovolt-ampere transformer, contract 
Fort Thomas Division: 

. New roof, building No. 64, contract 


1 

2. Installation of cove base, building No. 64, station labor 
3. Repair roadway, rear, building No. 64, station labor 
4. Paint exterior brickwork of buildings, P. & H 
5. Exterior painting, building No. 64, contr: 


will be need in fiscal year 1960 and fiscal year 1961. 
question 1(b) above.) 


excluding cost of replacing or adding new fixed equipment: 


2. Future plans: In the following three categories, list all items for which there 
(Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


Description Amount 
Cincinnati Division: 
Install vinyl] wall tile in corridors, building 1_...................------.--.----------.-- $5, 000 
Repair and line 5 hot water tanks with a permanent setting, modified expoxy lining--_-- 3, 500 
Fort Thomas Division: 
Replace roofs on buildings 4, 5, 7, 8, 9, amd 31_...-.......--..-...---..-.-.-----.-------- 6, 500 
Paint exteriors of buildings 60, 65, and T-187_...............-...-....-............-... 2, 000 
Install vinyl wall tile in corridors, building 64_................-...----.--.------------- 3, 000 
Replace floor tile, ward C, with mosaic tile, building 64._-............-.---.-.--22---_- 2, 500 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Fort Thomas Division: 
Install partitions in north and south wards of 2d floor, building 64 
Move transformers from pole to vault_........-.....- 
Remodel dining room, building 
Acoustical tile on ceiling of Ist floor, building 64_.__...___ 
Remodel treatment rooms, Ist and 3d floors, building 64_. 
Transfer dental clinic from building 27 to building 64----- 

Remodel clothing room, building 64 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


> 


Cincinnati Division: 
Replace 1 small extractor, 30-inch open top---.-......---..--...------------------------- 
Replace 50-ton refrigeration compressor unit 
Fort Thomas Division: 


Replace 1950 5- — 

Replace 1949 


r 


£2222 


3. What, in your opinion, are the most pressin 


33427—59——_81 


needs in your installation? 
The immediate allotment of deferred maintenance funds so that we can stop the 
deterioration of buildings, grounds, equipment, etc. Deferred maintenance is 


Amount 
1,900 
1,900 
1,000 
Replace steam kettles, stainless steel. 
Replace 3 hot water tanks, building 
Replace exhaust hoods for dishwashing and coffee urns_-____._...--...----..------------ 
Replace fuse and switch boxes and install additional 37-kilovolt-ampere —_ ; 
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just what the name implies, maintenance which is necessary but not able to be 
accommodated within the regular maintenance and repair yearly budget, due 
primarily to lack of sufficient funds. Although a separate category has been 
established to allot funds for the station and continued deferral of necessary 
projects compounds and complicates the original problem 

2. The replacement of building 27 at Fort Thomas Division with another, 
Building 27 is an obsolete structure full of fire hazards and inadequate to the 
needs of the station. It should be replaced immediately by a different type 
building, suitable for the care of intermediate patients. 


CLEVELAND, OHIO 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 7300 York Road. 

City and State: Cleveland, Ohio 

Eps of services: Type of hospital, G.M. & 8.; NP, yes; formal outpatient 
clinic, No. 

Name, qualifications, ! and tenure of— 

(a) Manager: G. R. Hiskey. 

(b) Assistant manager: C. A. Van Sluyter. 

(c) Director, professional services: Paul G. Hansen, M. D. 


1 See qualification charts below. 
Recorp or GreorGEe R. Hiskey 


(Born September 2, 1910 at Bellevue, Ohio. Date assigned, August 21, 1955. 
Grade, GS-15. Salary per annum, $13,370. Date of first VA assignment, 
October 1, 1946.) 

Pt. I. Employment service 


Date Title of poate Kind of organ- 


Name and address | and grade if Fed- ization or 
of employer eral service business 


To— 


Aug. 20, 1955 Assistant man- USVA. 
ager, GS-14, 
Aug. 1, 1953 Assistant man- USVA. 
Houston, Tex. ager, GS-13. 
Nov. 24,1951 | VA central office...| Assistant chief, USVA. 
hospital ad- 
ministrator, 
GS-13. 

Aug. 5,1950 | VA Hospital, Assistant to man- USVA. 
Memphis ager, GS-12. 


Mar. 19, 1949 Executive office USVA. 
trainee, GS-12. 
Aug. 21, 1948 Chief, medical USVA. 
Atlan statistics, P-5 
Statistician. 
May 1, 1947 Statistician, P-4 USVA. 
coordination 


Sept. 30,1946 | Southern Bell Public utility. 
Telephone and 
Telegraph 
Atlanta, Ga. 
Dec. 25,1945 | See Pt. II 
July 24,1942 | Southern Bell 
Telephone and 
Telegraph, 
\Charlotte, N.C. 
Mar. 2,1940 | Southern Bell 
Telephone and 
Telegraph, 
Atlanta, Ga. 
Mar. 2,1935 | Unemployed 
Dec. 28,1934 | Ohio Bell Tele- 
phone Co., 
Cieveland, Ohio. 
July 15, 1934 | Hotel New 
Weston, New 
York City. 


From— | Start- Final 
ing 
Aug. 2, 1953 

Nov. 25, 1951 
Aug. 6, 1950 
Mar. 20, 1949 
Aug. 22, 1948 
May 2,1947 
Oct. 1,1946 
Dec. 26, 1945 _ 
July 25, 1942 
Mar. 4, 1940 
Mar. 3, 1935 
Jan. 1,1935 
Aug. 1, 1934 
Aug. 1,1933 
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Pt. If. Service in the Armed Forces 


Date 


From— To— 


Highest grade or rank 
and station) 


Organization (include 
branch of service 


Duty assignment 


July 25,1942 | Dec. 25, 1945 


Lieutenant commander.| USNR: Sea duty, 
Pacific. 


Navigator, acting execu- 
tive officer. 


Pt. III. Education 


Name of school 


Major studies 


Graduated 


Ohio State University 


John Marshall Law (At- 
lanta). 


B.A. 
M.A. 
Interrupted by transfer. 


List of institutes attended 


Location 


N 


nomic mobilization. 
Southeastern ACHA 


9th Interagency 
ACHA educational... 


me 


AHA, hospital law 


Member of faculty: 
llth Interagency institute 
12th Interagency institute 
13th Interagency institute 
14th Interagency institute 


Ist Federal dinner: 


VA affiliation: 


North Eastern 
pital Association. 


ame: 
Industrial College, Armed Forces, eco- 


AHA workshop on methods improve- 
ment. 
22d Chicago institute (basic) 


AHA workshop on methods improve- 
nt. 
Domiciliary workshop (VA) 


ACHA, 7th advanced institute____.._._- 
Ist Congress (ACH A), discussant 


VA 
D 


Texas Hospital Association 
Southeastern Hospital Association_._ 
Tri-State Hospital Association... 
Federal Officials Association__._- 


Milwaukee Hospital Council 


Milw 
istrict, Ohio Hos- | Cleveland, Ohio-__...--__-- 


Federal Officials Association... 


Houston, Tee. 


Memphis, 
Highland Park, Ill 


Washington, D.C. 

Wilmington, 


Washington, D.C__________- 
Atlantic City, NJ 
tl 


New Orleans, 
Chicago, 


April 1952. 


October 1952. 
May 10-14, 1954. 


September 1954. 
November 1954. 
March 1955. 

June 6-10, 1955. 


Feb. 911, 1958. 


October-November 1955. 
April-May 1956. 

October-November 1956. 
May 1957. 
October-November 1957. 
M 958, 


office): April 15, 1943. 
roup I 


Service computation date for retirement purposes (obtainable from personnel 


Remarks: Member, American College of Hospital Administrators. ac 
(upper 13 percent) in Civil Service Commission lxecutive Recruiting 


otice No. 11951. Examination for executive placement program open to all 
GS-12’s through GS-15’s. 


Placed 


| 
at- 4 
tended | Month| Year 
Political 5 | June..| 1932 
June..| 1933 
Date 
| 
| 
| May 1955. 
May 1956. ~ 
Sept. 10-14, 1956. 
Participated in originating: 
| 1953. 
| 1953. 
1954. 
| 1954. 
| 1954. 
1957. 
1958, 
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QuauiricaTion Recorp or A. Van SLUYTER 


(Born Nov. 22, 1909, at Grand Rapids, Mich. Date assigned, Sept. 8, 1957. 
Grade, GS-14. Salary per annum, $11,355. Date of Ist VA assignment, 
August 1946) 

Pt. I. Employment service 


Date Name and Title of position Sal range | Kind of organ- 
address of and grade if abla ization or 
employer Federal service business 

From— To— Starting} Final 
June 1958. To date....... VA Hospital, Assistant man- {$11,355 |......... Hospital. 
ager, GS-14. 
September 1957..| June Assistant man - | 8,990} $9,890 Do. 
ager, GS-13. 
February 1956-..| September VA Hospital, Assistant man- 8, 215 8, 430 Do. 
1957. ager, GS-12. 
. Va. 
January 1953 February 1956.| VA Hospital, |---.. 7, 240 8, 215 Do. 
onn, 
July 1950_........ January 1953..| VA Area Med- | Medical admin- | 6, 400 7,240 | Medical ad- 
ical Office, istrative field ministrator. 
1 Beacon &t., representa- 
Boston, Mass. tive, GS-12. 
August 1946_____- July 1950_..... VA Hospital, nom 4, 528 5, 250 | Hospital 
Newington, 8-10. 
onn. 
September 1939__| October 1942.__| Roosevelt Hos- | 2d assistant 2, 400 3, 000 Do. 
ital, W. 59tb director. 
t., New 
York, N.Y. 
September 1932__} September New York Hos- | Cashier and 1, 080 1, 800 Do. 
1 pital, 525 E. chief, accounts 
68th St., New receivable 
ork, N.Y. section 


Employment service other than Federal 


September 1939 to October 1942, Roosevelt Hospital, West 59th Street, New 
York, N.Y.; second assistant director. 

Supervised the activities of the admitting department, emergency department, 
and ambulance service of a 400-bed emergency G.M. & S. hospital. This hospital 
admits approximately 9,000 patients per year, treats 39,000 persons per year in 
its emergency department, and accepts 10,000 ambulance c. per year. I was 
responsible for rating of patients according to their ability to pay. Maintained 
liaison between indigent patients and the Department of Hospitals of the City of 
New York. Was responsible for assignment and transfer of patients. Assumed 
special duties assigned by director. 

September 1932 to September 1939, New York Hospital, 525 East 68th Street, 
New York, N.Y.; chief of accounts receivable section. 

Supervised billing of patients’ accounts and collection thereof of a 1,100-bed 
G.M. & 8S. hospital. Supervised all activities connected with the cashier’s de- 
pneeh and was accountable for all patients’ valuables. Maintained liaison 

tween the administration and professional services insofar as financial matters 
were concerned. Was responsible for the accuracy of accounts and the daily 
audit thereof. Was responsible for all reports of the section. 


Pi. IT. Service in the Armed Forces 


ine oe Organization (include branch Duty assignment 
or ion y 
grade of service and station) 
From— To— 
October 1942... .. July 1946__.... Major...| Medical Administrative | Medical supply officer, hos- 
Corps, AAF pital adjutant. 
Sheppard Field, 
ex. 
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Service in the Armed Forces 


November 1942 to January 1946, AAF Regional Hospital, Sheppard Field, 
Tex.; second lieutenant to captain, medical supply officer. Was chief of medical 
supply of an AAF regional hospital, 1,500 to 2,700 beds. Procured, purchased, 
stored, issued, and accounted for medical supplies and equipment. Supervised 
the maintenance and repair of medical supply equipment. 

January 1946 to May 1946, AAF Regional Hospital, Sheppard Field, Tex., 
eaptain adjutant. 

epresented the commanding officer of the hospital. Performed administra- 
tive duties and coordinated operation of hospital organization. Exercised control 
over military and civilian personnel and coordinated routine personnel operations; 
received, routed, and followed up incoming mail and correspondence and prepared, 
reviewed, and authenticated outgoing correspondence. irected preparation of 
records and reports originating in organization. Coordinated training program. 

May 1946 to July 1946, attached unassigned terminal leave; major. 


Pt. III. Education 


Years | Graduated 
Name of school Major studies at- Degree 
tended 
Month! Year 
Mich: Western State Col- | Sociology, psychology, history, 4| June 1982 | A.B. 
Mich. aration for schoo] teaching. 


Service computation date for retirement purposes (obtainable from personnel 
office): November 12, 1942. 


QUALIFICATION REcoRD oF PauL G. HANsEN 


Born May 15, 1905 at Lakewood, Ohio 


Date assigned, March 1957; grade, chief; salary per annum, $13,670; date of 
first VA assignment, June 1946. 


Pt. I. Employment service 


Date Name and Title of position | Salary range Kind of 
address of and grade if organization 
employer ‘Federal service or business 
From— To— Starting) Final 
March 1957__.__- Dee A! Sse VA hospital, Director, profes- |$12, 150 | $13,670 | VA hospital. 
Cleveland, sional serv- 
Ohio. ices. 
June March 1957_...| VA Regional Assistant chief |_......- 12,150 | VA regional 
office, Cleve- medical office. 
land, Ohio. officer. 
November 1945..| June 1946. ....| City Hospital, | Medical super- |_......- 5,000 | Hospital. 
intendent. 
0. 
July 1937. .......| April 1940_____ Welfare De- Institutional 6,000 | Municipal 
partment, physician. government. 
City of 
Cleveland, 
Ohio. 


Pt. II. Service in the Armed Forces 


Date 


Highest rank /|Organization (include branch Duty assignment 
Paes To~ or grade of service and station) 


June 1933_.| July 1937....; First lieutenant. Arey agg Corps, 7th | Civilian Conservation Corps. 
rea. 
April 1940_.| January Colonel... U.S. Company commander, bat- 
1946, talion commander, divi- 

sion surgeon. 
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Pt. III, Education 


Major studies 


Hiram College, Hiram, Ohi (premedical).......-. 
8t. University School of Medi- | Medic’ 
cine 


Service computation date for retirement purposes (obtainable from personnel 
office): August 3, 1936. 


Remarks: None. 
IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 
Total | TB ‘| Psy- Neuro- | G.M. & S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1, Rated hed capacit 1, 000 86 
2. Operating beds 827 30 
Beds not in use (unavailable): 


Total 56 
In process of activation 
Construction 
Staff not recruitable: Beds re- 

quired 
Type of bed not required or cur- 

rent operating plan regardless of 
staff availability 


9. Patients remaining 
10. Average daily patient load for 12 
months ending Dec. 31, 1958 


11. Why is staff unavaila‘le with reference to line 6? We have been unsuccess- 
fully trying to recruit psychiatrists for over 3 years. VA salaries are not competi- 
tive in this area with either State salaries or average private practice earnings 
in this specialty. 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


TB Psy- Neuro- | G.M. & S. 
chiatric | logical 


PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
ar were 55 ue of age or older: 
(0) ry of total patients re- 
maining (line 9) 
13. Pettente in hospital on Jan. 10, 1957, 
ho were 55 years of age or older: 


Percent of re- 
maining Jan. 1957 


4 Number of patients sent to trial visit dur yes. 
. Number of patients on trial-visit as of 


Years Graduated 
Name of school fF at- Degree 
tended 
Month| Year 
4|June..| 1927 | A.B. 
1933 | M.D. 
64 
4. 
5. 
6. 
713 2 30 76 
Domicils 
Total 
AGE OF 
303 0 0 34 
259 0 0 2 
USE OF TRIAL VISIT , 
Calendar year 
Item 
1955 1956 1957 1958 
48 44 23 25 
14 30 6 4 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


Total 6, 849 
Irregular discharge * 170 143 
Death- --.-- 459 436 457 
shaieaed 6, 220 5, 233 5, 372 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. There is a pronounced 
upward trend in the proportion of patients aged 55 and older, rising from 24 per- 
cent of our patient load in 1953 to 35 percent in 1957 and to 42 percent as of this 
report. This has been accompanied by an increase in length of stay, from 33 
days in 1953 to 41 days in 1958, and a corresponding reduction in number of 
patients discharged, from 7,500 in 1953 to 6,850 in 1956 and 5,980 in 1958. 

As the veterans in this older age group increase in number during the next 15 
to 30 years, there will be increasing demands on the VA for hospitalization, for 
this group not only has a higher incidence of illness requiring hospitalization but 
seeks care in VA hospitals in much greater proportion than younger veterans. 
Many of these older patients are seriously ill, requiring intensive nursing care and 
the full gamut of hospital resources. Others have long convalescence, yet have 
no resources for nursing home or family care. 

It is believed that the future medical care needs of the veteran population can 
best be met by large integrated centers comprising (a) a general hospital for acute 
G.M. & S. problems; (b) a psychiatric hospital for both acute and continued 
treatment; (c) an infirmary or nursing home for minimal care and night hospital 
cases; (d) a domiciliary for self-care, sheltered workshop, and similar veterans 
not requiring professional nursing care, and (e) a large outpatient facility for 
diagnosis, mental hygiene, hospital followup, and vocational rehabilitation and 
retraining. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
Ne yeniary 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 
(a) G.M. & 8. hospitals: Average stay for G.M. & 8S. patients 41 days. 
2. (For G.M. & 8. hospitals only.) Give the average number of days of hos- 


oe required for patients discharged during the period April 1, 1958, 
hrough October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any pa- 
tients with multiple treated conditions): 


A 
Cases 


> 


stay 


Appendectomy.. 


ll 


Subtotal gastrectomy for duodenal ulcer. 8 
Retropubic 1 


_3- (a) What system of control do you have to insure a minimum stay in hos- 
pital? This is a G.M. & S. teaching hospital affiliated with the School of Medi- 
cine, Western Reserve University. Residency training is given in 14 specialties. 
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Clinical practice is under constant review by medical students, residents full- 
time department heads and 100 visiting attending and consulting physicians. 
For over 5 years, we have had a length-of-stay committee, with a routine pro- 
cedure for reviewing patients remaining in the hospital over 30 days. We also 
have a planning-for-patients discharge program which provides an organized 


procedure of assistance for patients with discharge problems. 


(b) What improvements have you made since your last report to this committee? 
Continuous program concentrated on minimal stay consistent with needs of 

tient. 

(c) Are there any identifiable administrative practices of policies that may 
contribute to increasing length of stay? (If so, describe.) ot significant at 
this hospital. 

(d) Are there any identifiable differences in the characteristics of patients, or 


their requirements for care, which have affected length of stay or which may be 
of 8 rege in the future. (If so, describe.) Very definitely. See section II, 
16(b) above. 

‘fe What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Post hospital 
ollowup care in addition to that provided in the present CBOC program might 
reduce fength of stay in certain categories such as (1) elderly arteriosclerotics, 
(2) certain gastric ulcer patients, (3) postacute pneumonias, (4) certain post- 
op surgical cases where close medical supervision is indicated. In most of these 
cases the decision of earlier discharge hinges on the question of whether the patient 
will receive adequate medical supervision at home since the great majority of 
our patients would be financially unable to pay for such care. One result of 
adequate outpatient followup would probably be a sharp reduction in our read- 
mission rate. 

(b) What effect would such a program have on your cost of operation? Since 
an effective outpatient program would require certain additional personnel and 
facilities, it is probable that the total hospital expense and the cost per patient 
day would be increased. However, a reduction in length of stay would mean 
that the cost per tient treated would be lowered. If outpatient followup 
involved travel at Government expense, this would add a substantial cost burden 
since approximately 65 percent of our patients do not live in the commuting area 
of Greater Cleveland. 

5. What would you suggest to further reduce hospital stay without impairing 
care? (1) In addition to porthes ital followup, adequate hospital outpatient 
facilities for diagnostic workup and therapy would undoubtedly reduce hospital 
stay in many cases. (2) The increasing proportion of discharge problems result- 
ing from the sharp rise in patients over 55, emphasizes the n for developing 
VA nursing homes, infirmaries, or adequate financial assistance for veterans seek- 
ing such care in private institutions. In this area, placement in such non-VA 
facilities is oenely difficult with the resources usually found among such vet- 
erans. It is likely that the factors discussed in 4 (a) and (b), and this paragraph, 
would improve rather than impair the quality of hospital care. 

6. What is needed to improve turnover of patients? (a) Basically, the rate of 
turnover is dependent on the type of patient treated and governed by medical 
judgment in each case. The discussions in the paragraphs above are pertinent to 
turnover since tnis is merely another expression of length of stay. Aside from 
medical judgment, an increasing number of veteran patients become discharge 
problems due to age, economic hardship, family situations, and other nonmedical 
considerations. Projection of the veteran — over the next 15 to 25 years 
suggests the advisability of building large VA medical centers (similar to the 
Milwaukee County institutions) which would group on one site comprehensive 
facilities for the care of acute medical, surgical and psychiatric patients, chronic 
medical and continuous treatment psychiatric cases, infirmary or minimal nursing 
ooo eases, self-care or domiciliary members, and comprehensive outpatient 

acilities. 

(b) The concept of average length of stay has very limited value. For example, 
the average length of stay in fiscal year 1958 was 45 days, yet there were as many 
patients discharged with less than 22 days hospitalization as there were with 
more. Average length of stay may vary from 16 days on general surgery to 516 
days in spinal cord injury. The types of patients treated will have far greater 
effect on a hospital’s average length of stay than administrative practices, quality 
of care, method of fund allocation, staffing pattern, or all these combined. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 

2. hgh many patients are scheduled for admission subsequent to January 12, 

98. 

se What system do you use for scheduling admissions from the waiting list? 
As available beds occur or are anticipated, patients are scheduled for admission 
from the waiting list with the oldest applications in the highest priority group 
scheduled first. Consideration is given to the urgency of patient’s need for 
hospital treatment. Priority groups are established by agency directives based 
on title 38 (Public Law 85-857). 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 44. While this station has only 30 psychiatric patients, 
it will be noted that there is no waiting list shown above (item 1) for NP. The 
obvious inability of this hospital to provide hospitalization for the several thou- 
sand veterans with service-connected psychiatric disabilities in this area has 
necessitated a policy of referring all applications from such veterans to the psychi- 
atric hospitals at Chillicothe and Pittsburgh. Our psychiatric admissions are 
limited, with few exceptions, to service-connected acute psychotics. Patients 
who do not respond to early treatment are transferred as soon as possible to permit 
the maximum utilization of our few beds. As pointed out in section II, item 11, 
it has not been possible to recruit psychiatrists despite every effort. This policy 
on an NP waiting list has been followed here for many years. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’”’ please describe the circumstances. The following patients are 
admitted without placement on the waiting list: Urgent and emergent applicants; 
veterans requiring treatment for service-connected or adjunct disabilities; U.S. 
Armed Forces active-duty personnel transferred in anticipation of retirement or 
separation; veterans in training under Public Law 16; observation and examina- 
tion cases. Veterans are not placed on the waiting list if a bed is presently 
available or a vacant bed can be anticipated within 10 days. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 4,608; approved, 3,510; rejected, 1,098. 


V. Hospital staff 
Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
1. 1, 069.0 1, 025.3 —43.7 
2. Physicians, full- and part-time--.-.................-- 37.0 39.0 +2.0 
3. Physicians, residents and interns.___........._-._-.- 19.5 20.5 +1.0 
4. Physicians, consultants and attendings_.._.......__- 12.0 12.8 +.8 
238.0 225.0 —13.0 
8. Therapists and technicians ! 260.0 
10. Office of manager, personnel, and finance__.. 29.0 27.0 —2.0 
12. Other food-service employees_.._............-------- 139.0 132.5 —6.5 
14. Engineering maintenance (excluding laundry) ._..--- 45.0 46.0 +1.0 
15. Engineering operations (excluding laundry) --.....-- 43.0 39.0 —4.0 
18. All other 2205.5 199.0 —6.5 


1 In physical medicine, dentistry, laboratory, X-ray. 
? 21 positions reported previously on line 8 are now reported on line 18 per current instructions. 
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19. (a) Number of member employees as of January 12, 1959: None. 

‘ ot haa was number of guards on duty December 31, 1958? None (10 fire- 
ghters). 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 37 (16 G.M. & §., 21 NP). 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 19 (7 G.M. & §., 12 NP). 

(c) Average days of hospitalization of patients reported in (b): 98 (113 
G.M. & 8., 89 NP). 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 


Number of different persons who provided service 81 
Average payment per consultant or attending ? $1, 249 
‘Total amount paid to all consultants and attendings ? $101, 140 
Total for trave 0 


1 Estimated. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were incre ? 


Service or division Category 


Nurses, 
Nursing aids, GS-3 
Ward clerks, GS-2 

Bacteriologist, GS-11 
Bacteriologist-technician, GS-5. 
Serologist, GS-9 

Serologist technician, GS-5 
technician (general) 


Laboratery technician (general) 
GS-5 


Dental Dentist 
Dental assistant, GS-3 
Dental technician, GS-6. 
Dietetic Dietitian, GS-7 
Food service worker, WA-3-.... 
ak medicine and rehabilita- | Corrective therapist, GS-7 

Occupational therapist, GS-7 
therapist, GS-7 


Medical illustration Photographer, GS-5..... 
Housekeeping Window washers, 

Assistant chief, 

Laundry workers, WA 
_ Assistant chief, laundry, WA-17- - 
Pipefitters, WA-12 

Laborers, WA-3 

Social worker, GS-9 

Clerk-typist, G 
Special services Recreation tech 

Supply 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
1. A basic fact in the consideration of the effect of the education program on 
the care of patients is the affiliation of the professional service of the Veterans’ 


Zz 1958 11959 
79 80 
$1, 302 $1, 288 
$102, 830 $103, 000 
0 0 
Consult- 
Full Part ants, 
time time attend- 
ings 
4 


Ff 


e 
? 
n 
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Administration hospital with the Medical School of Western Reserve University. 
The fact that the Veterans’ Administration has assumed responsibility for the 
postgraduate training of physicians is the primary reason for the medical school 
affiliation and were the resident programs to be discontinued, it is quite obvious 
that the medical school would no longer feel an obligation to assume responsibility 
for the professional service. As a direct effect of this affiliation, the following 
facts should be considered: 

(a) Full-time staff: The majority of the full-time staff are interested in aca- 
demic medicine and were recruited and remain here largely because of this interest. 

(b) Attending and consultant staff: While it is possible to recruit outside 
physicians for attending and consultant appointments, it is very urlikely that 
the type of men who are willing to assume these responsibilities could be obtained 
in the absence of the resident teaching program, since the monetary aspect of 
their hospital affiliation plays a very minor role in their interest in attendance 
on the patients. 

(c) Availability of special consultants: Because of the close affiliation of the 
hospital with the medical school, we have available to us the services of a vari- 
ety of specialists in the paramedical sciences. The absence of the relationship 
with the medical school, which is basic to the residency program, would mean that 
we would be unable to utilize this source of help for the care of our patients. 

(d) Resident contribution to the direct care of the patient: (1) Motivation 
of physician: In addition to the normal interest in the care of patients, which 
the majority of physicians feel, the resident brings a special quality which is that 
of self-interest in his own education. Each patient represents a teaching experience 
through reading, through consultation with other senior physicians, and through 
the personal observation of the natural history of the disease. This is the funda- 
mental basis for the special advantage that accrues to the patient as a result 
of a teaching program. It is impossible to separate improvement in service from 
the learning experience of the young physician. (2) The majority of young 
physicians are intensely interested in the care of their patients and feel intensely 
the direct responsibility for their illness. Age and experience have not yet 
produced the cynicism that one often has observed in the older individual. The 
residency program insures a continuous replacement of this type of young 
physician who brings with him this renewed sense of enthusiasm and hope, not 
only to the patients directly under his care, but also to the older staff members. 
(3) The closer the affiliation of the Veterans’ Administration with the medical 
schools, the higher the quality of residents and the easier it is to recruit these 
young men. 

(e) Undergraduate teaching: (1) As the Veterans’ Administration program of 
affiliation with the medical school has developed over the past 10 years, it is 
apparent that the teaching of undergraduate students has assumed more and more 
importance to both parties to this agreement. The responsibility for under- 
graduate teaching has become more and more a part of the veterans’ program 
and with this has come major benefits to the patients. 

(a) Full-time staff: Recruiting full-time physicians and the retention of 
these men on our staff has directly benefited from the teaching of under- 
graduate students on our wards. The fact that academic recognition has 
been given to our staff has been an encouragement to them to remain and 
the opportunity for student teaching has increased each — That this is 
reflected in improved patient care is fairly obvious. The undergraduate 
student is a real stimulus to the teacher who must react to their interest by 
further personal development. 

2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? 

The effect of the research program can be divided into two categories: 

(a) Indirect: (1) Professional staff: The recruiting of physicians who wish to 
pursue research activities can only be carried out in an institution where the op- 
portunity for research is available. A significant number of the staff members 
at this institution have a research interest; their services would not be available 
for specialized patient care were the research program not here. (2) Scientific 
staff: The fact that various programs carried on by the medical staff require sci- 


entists in other fields results in the availability of these specially trained indi- 


viduals for the study of patients with diseases requiring unusual laboratory 
facilities and staff knowledge. As a direct result of the research program this 
hospital now has organic, steroid, and biochemists, physicists, research psycholo- 


j 
1 
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giata, and electronic specialists on the staff. These individuals are all available 
or consultations in problems that are peculiar to their fields. 

(b) Direct patient care: (1) In addition to the application of the findings of 
the research groups to direct patient care which results from the various research 
programs, there are the additional factors of the availability of the subspecialties 
that these laboratories afford for the study of individual patients. In this area 
this hospital has special facilities which, in the absence of the research program, 
would not be pessent for the following special studies: (i) Adrenal steroids, (ii) 
radioisotope laboratory, (iii) hematology, and (iv) cardiac catheterization. The 
radioisotope laboratory makes it possible for us to thoroughly study patients with 
thyroid diseases; the absorption of various vitamins; the absorption of fat: and 
the treatment of blood disease with radioactive phosphorus. The hematology 
laboratory offers special facilities for the study of iron metabolism; for the electro- 

horetic characterization of hemoglobin; and for the special study of the various 
ractions of crude liver on the formation of blood. 

3. Amount of funds available in fiscal year 1958: 


1. VA appropriation 
2. Gifts and donations deposited in general eon fund 
8. Grants from other sources administered through affiliated medical schools. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 
Eligibility category 


Entitle- | Entitle- 

ment ex-| ment 

hausted | not ex- 
hausted 


13 


(6) For treatment of a service-connected 
condition 

(c) For treatment of a non-service-con- 
nected condition 


(1) Patient has compensable serv- 
ice-connected disability... 
@ In receipt of VA pension 
In hospital more than 30 days- 
(4) Other 


1 Any form of prepayment insurance. 
2 Does not apply. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (¢) above, show him only in that category appearing first in the listing. 


2. (2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 2. 

b) Number of patients in (@) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes unde since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) A power of attorney is obtained from each non-service-connect 
patient having entitlement under insurance plans. The insurer is notified of 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
Without 
| | 
| | 
(a) 110 0 0 74 
-| 0 13 74 
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patient’s hospitalization and bills covering treatment are submitted. Followup 
notices are forwarded as necessary and all questions regarding liability of the 
insurer are referred to the chief attorney for action. The only change since 
January 1957 is in the billing procedure which has been simplified. Estimated 
cost of collection program for calendar year 1958 $2,140. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The admitting physician indi- 
cates on the VA form 10-P—10 the probable length of each patient’s stay. A 
survey of per diem cost of hospitalization in private hospitals was conducted, 
which showed an average cost of $25 per day. Applicants are advised of the 
probable cost in a private hospital based on the estimated length of stay. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiseal year— 


1957 


Average daily patient load. _......_.-. 728 721 721 716 710 
Full-time equivalent staff._..........- 1, 090 1, 086 1, 060 1, 038 1, 028 


(c) $5, 573, 626 | $5, $41,095 | $5, 736, 732 | $6,227,770 | $6, 472,042 
(d) Salaries of staff ?..............-.....-. 4,460,815 | 4,744,486 | 4,716,127 | 5, 160,695 5, 403, 331 
29, 118 36, 295 32, 632 30, 754 32, 642 
(f) Communications. ..............-.-..- 16, 904 22, 189 21, 750 22, 041 21, 838 
} Utilities (gas, coal, water, etc). ....-- 176, 876 173, 377 177, 398 183, 578 200, 175 
A. eR ee 341, 381 334, 919 334, 830 323, 288 330, 702 

(i) Drugs and medicines. ............-... 149, 785 121, 359 123, 165 125, 123 127, 386 
) Medical and dental supplies. __......- 132, 168 167, 249 161, 988 154, 881 158, 368 


(k) Asset including equip- 
men 

, | SRE 133, 831 136, 255 96, 239 133, 128 149, 307 

(m) Cost per discharged patient..........- 


1Ad for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of A Be care? The primary fund allocation at this hos- 
pital is apportioned at the hospital level to insure a standard of medical care 
acceptable to the medical staff. If this were not true, the medical staff, both 
full-time and visiting, would not continue their association. The primary fund 
in recent years has not been sufficient to maintain a desirable staffing pattern, 
maintain the physical plant, and replace wornout and obsolete equipment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? It is my understanding 
that average daily patient load is only one of many factors considered by the 
controller, D.M. & §S., in determining the allotment of funds for this station. 
I do not believe that the method of allocation has any significant effect on the 
patients’ length of stay at this hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Sufficient data 
are available for comparative analysis in VA and American Hospital Association 
prblicesinns and may be supplemented by direct correspondence with selected 

ospitals, both governmental and voluntary. Very substantial improvement has 
been made in recent years in the usefulness of data published by the VA. Most 
students of hospital administration are well aware of the essential differences 
between VA and voluntary hospitals reflected in their operating statistics. 

5. (a) What is the average raw-food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.12. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.05. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Seven percent of patients’ rations are for tuberculous and spinal-cord injury 

atients; 4 percent are psychiatric patients; 89 percent are for G.M. & 8. patients. 

uberculous and spinal-cord-injury patients are allowed 30 percent higher ration 
than psychiatric patients who are on basic ration. G.M. & S. patients are allowed 
10 percent higher ration than psychiatric. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 51 

(6) How important are these quarters in maining staff and/or for recruitment? 
(1) Nonhousekeeping quarters are important in recruiting and retaining nurses, 
dietitians, therapists, and other Fer and paramedical personnel. 
The availability of quarters at the time of appointment is often of prime influence 
in an applicant’s evaluation of job opportunities. This station also has five 
bachelor full-time physicians and four bachelor resident physicians living in non- 
housekeeping quarters. Nonhousekeeping rooms are also used as duty rooms for 
the physician officers of the day (medical, surgical, etc.). (2) Housekeeping 
quarters are important and desirable to provide family quarters for key personnel 
who should live on the grounds for the safeguarding of plant and patients. They 
are very important aids in recruiting both resident and full-time physicians. 
This hospital could not have recruited a full-time psychiatrist if we had not been 
able to offer him an apartment. At present, we have four apartments assigned 
to full-time physicians, and five apartments assigned to resident physicians. 

(c) What additional quarters do you believe would add quality or stability to 
— staff? This hospital has adequate nonhousekeeping quarters. We have 21 

ousekeeping apartments and could use more for medical staff. The need for 
quarters will vary greatly according to the size and type of hospital, the com- 
munity, the availability of moderately priced housing, etc. 

(d) Could cost of such quarters be a lucrative investment? Quarters for medi- 
cal staff is a wise investment when the existence of quarters may be the deter- 
mining factor in recruiting a full-time or resident physician. It should be obvious 
that the VA salary scale for physicians in certain categories (e.g., psychiatrists, 
orthopedic surgeons, urologists, etc.) is not competitive with private practice nor 
with many other institutions. Other inducements, such as low-cost housing, pen- 
sions, epponnaisy for research, ete., are vitally important. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $20 million. 

8. What factors have operated to onan the costs of hospital operation? 
Please explain the effect of these factors. hile no time period is cited in this 


question, the most important factor increasing the cost of this hospital’s opera- 
tions over the past 10 years has been the increase in salary and wage scales. 
Unlike voluntary hospital personnel costs, which have been swollen both by 
higher pay scales and increased staffing ratios, VA personnel costs have not risen 
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because of greater numbers of employees per 100 patients. In fact, the ratio of 
employees per 100 patients at this hospital has declined from 153 in fiscal year 
1948 to 145 at present. i 

In this connection, the attached table showing some staffing comparisons is of 


interest: 
Employees per 100 patients 
1956 1957 1958 
Nonprofit (3,200 hospitals) -.-..----.._....-.2-..222--2-22.2.. 213 218 () 
Government-non-Federal (1,150 hospitals) - 195 197 
(vottmtery) 203 239 1) 


1 Not available. 


The average cost per patient per day has risen from $14.40 in fiscal year 1948 
to $22.78 in fiscal year 1958 (58 percent). During this same period the average 
salary per employee per day has risen from $11.24 to $18.87. The fact that oper- 
ating funds have not been adequate to meet these increased costs is reflected in 
both the declining ratio of staff to patients and the proportion of total expendi- 
tures gone to salaries (75 percent in 1948 as compared with 82 percent in fiscal 

ear 1958). 
° Of course, there have been general increases also in the costs of utilities, drugs, 
coal, provisions, and medical-surgical supplies. We are confronted again in 
fiscal year 1959 with rate increases in water, sewage, and telephone. Because of 
a national Red Cross contract, our blood costs increased from zero to about 
$12,000 annually this year. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) General staff participation in budget preparation and con- 
trol; (2) decentralization of funds, for purposes of controlling expenditures, to 
departments originating obligations; (3) comparative analyses of operating data, 
by departments, with other hospitals; (4) educational drives on conservation of 
linen, drugs, medical supplies, utilities, etc.; and (5) internal auditing of fund 
utilization and control. 

10. Laundry service: 

(a) sa was the utilization of laundry per patient per day during calendar 
year 1958 


Total Number per 
number patient-day 


2, 133, 768 8 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
pp excluding memorandum account: Per piece, $0.0365; per pound, 

0494. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.0404; per pound, $0.0547. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.?. At this hospital there is no manage- 
ment pressure exerted on the medical staff to modify medical judgments relating 
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to the admission or discharge of patients for the purpose of maintaining the hos- 
pital’s operating plan. The average daily patient loand represents the hospital 
staff’s careful projection of the probable patient load in the coming fiscal year, 
but it is not regarded as an absolute production quota which must be precisely 
maintained regardless of methods, ethics, or professional standards. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? This hospital operates at an 
average annual bed utilization of 86 percent of capacity. With no TB beds and 
only 30 psychiatric beds, this is considered a good utilization for general medical 
and surgical beds. Furthermore, there is a pronounced seasonal swing in this 
area which forces utilization to 90 percent or higher during the January to March 
sed falling to 80 to 83 percent in the summer months. As stated in section 

II, pereareas: 3 (above), average daily patient load is only one of many factors 
determining the allocation of funds to the various VA hospitals. It is probably 
of greater significance in its use by the Bureau of the Budget as a basis for the 
overall medical appropriation for the VA. The need at this hospital is for more 
money—not fewer operating beds. 

13. (a) If CBOC program could be explicitly ideatified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No effect at this hospital on operating beds, 
although the additional funds would be welcome. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $22,625. 
(2) Visits to hospitals by patients on CBOC status: 4,205. 
(3) Cost per visit: $5.38. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. In my 
opinion, VA hospital managers now have adequate operational authority to carry 
out their responsibilities. Within the necessary limitations of funds, statutes, 
and regulations, the managers have substantial latitude for utilizing the resources 
(fiscal and physical) at their disposal in the effective and efficient accomplish- 
ment of the hospital’s mission. cognizing the size and complexity of the VA 
hospital system, I believe there is a minimum of regulatory restriction or central- 
ized etna of the type that could be regarded as stultifying to local initiative 
and ability. 
ns (b) Has your hospital had an internal audit of its administrative operations? 


oO. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? A professional medical audit, in the sense this term 
is used by the Joint Commission on Accreditation and hospital consultants, is 
virtually continuous in this teaching hospital. The training of resident physicians 
and the large-scale clinical clerkships for medical students of the Medical School, 
Western Reserve University, requires constant surveillance of medical practice 
and procedures by both full-time and visiting staff. In addition, we are visited 
by medical supervisors and inspectors of the VA central and area offices, the Joint 
Coitainiation on Accreditation, and the AMA Council on Medical Education. It 
is doubtful if a special medical audit would produce substantial benefits. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Supervisory visits by the area medical director’s staff are often very helpful 
as a source of constructive suggestions derived from the supervisor’s broad 
experience with the other area hospitals. Periodic review of activity by out- 
siders is generally accepted as a healthy program in any enterprise. 

(2) Of what value would you think these visits are to VACO? The area 
medical offices have been described as the ‘“‘eyes and ears of the Chief Medical 
Director. Since area personnel are virtually the only direct contact central 
office has with the field stations, I believe their reports of visit should be most 
valuable to VACO. 

(3) Would less frequent visits be more useful? No. 
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(e) Have directives, circulars, manuals, ete., recentralized operational author- 
ity to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? In my opinion operational authority has 
not been recentralized to any great éxtent. It seems to me that virtually all 
VACO directive material is designed to guide operations along statutory or policy 
lines. It is somewhat difficult, therefore, to regard this material as either benefi- 
cial, constructive, or punitive. 

2. Is the management development program directed toward making good em- 
ployees or good managers? It seems to me that the primary purpose of manage- 
ment development programs is to help all employees realize their greatest po- 
tential for performance and growth. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 

Not programed, or under consideration for fiscal year 1962: All the plannin 
for this hospital is based on the assumption that the 800-bed replacement G.M. 
& S. hospital will be built on our Wade Park site and this hospital abandoned 
within 5 years. If the replacement hospital were to be deferred or canceled, 
substantially greater sums would have to be spent for maintenance and there 
would be very large expenditures required to convert this into a permanent 
installation. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount ! 


Refloor corridor from building 23 through building 30-_--...............-.-.-...------------- 
arpent; 


$1, 

16, 510 
3, 
1, 500 


1 Materials only. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
New roofs, buildings 8, 64, 67, 68, 70, and 81__...............-.---- . 1 $62, 500 
Replace asphalt-tile floor, X-ray, building 12.....................------.------------------- 1, 440 
Miscellaneous repairs, animal laboratory, building 250..............-.--.-.----------------- 1, 121 


! Contract basis; all others material only. 


2. Future plans: In the following three categories, list all items for which there 
16) be — in fiscal year 1960 and fiscal year 1961 (exclude items listed in question 
above). 


33427 O—59——82 


Painting: 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replace deteriorated plumbing and heating lines___...............-.---.------------------- $50, 000 
Electrical distribution system................ 5,00 
Quarry tile floor in kitchen......-...........-.-- a 1 25, 000 


1 Contract basis; all others material only. 
(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount! 


Install mirrors, lights, shelves, ward toilets_._.-. 
Replace flush valves on bedpan sterilizers-___....... 

Install heavy-duty electric outlets, all corridors 
Provide plastic wall covering on wainscot in operating suite._................--.-..-------- 
Remodel nurses’ quarters to provide clothes closets, buildings 4 and 5 

Replace blower-type heaters with wall radiation, staff dining room 
Replace floor covering, operating suite 


22 


Replace incandescent lights with fluorescent, in main corridors 
Provide additional outlets and night lights in wards__...........---...---------------..-.-- 
Install fluorescent fixtures in ward corridors and offices 
Improve lighting in NP wards 


reer oor 


1 Materials only. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


New utensil washer, main kitchen 
Replace oven in 
Replace Bain Marie................ 

2 yoke presses, dry 


3. What, in your opinion, are the most pressing needs in your installation? 
Because this question is listed under maintenance we are assuming the reference 
is to maintenance needs. However, it might be added that our basic need is for 
an annual fund allocation sufficient to maintain adequate staff, perform essential 
maintenance, and replace wornout and obsolescent equipment. In the absence 
of adequate funds, we have had to reduce staff, defer maintenance, and tolerate 
less than desirable equipment. 

Our most urgent coede in the specific area of plant maintenance are: (1) repair 
roofs in buildings 84, 8, 64, 67, 68, 70, and 81; (2) repair floors (including supports) 
in main and subsidiary corridors; (3) refinish water tank; (4) repair boiler ouse 
stack; and (5) replace deteriorated plumbing and steam lines. 

The most imperative need in Cleveland is to replace this hospital at the earliest 

ible date with a permanent building. For 13 years, sick and disabled veterans 
n this area have been inadequately housed in definitely substandard temporar 
hospital buildings. Army general or cantonment hospitals are notoriously ine 
cient layouts at best and, when constructed en gs or temporary, convalescent 
use, are poorly adapted for the care of acutely ill, bedfast patients. These bar- 
racks buildings are not insulated against either heat or cold, there are no storm 
windows, the ie heating system has no thermostatic control, all plumbing 
(most of which has been replaced piece by piece) was inferior wartime substitute 
material. As a result, patients are edeod in wards which cannot be properly 


heated in winter and are often uncomfortably hot for bed patients in summer, 
toilet areas are inadequate, ward kitchens are inside the ward area, and the ward 
design is poorly adapted for typical professional staffing in a teaching hospital. 


= 


| 
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The surgical suite, the X-ray, laboratory, dental, and EENT clinics, the admitting 
office; and the PMR clinics are all a long distance from the wards, necessitating 
lengthy journeys usually by wheelchair or litter through cold, drafty corridors. 
It has been impossible to plan maintenance and improvement projects intelli- 
gently because of the year-to-year expectations, so far unrealized, that next year 
the replacement hospital would become at least a fiscal reality. It is a tribute 
to the loyalty and devotion of our medical staff, both full time and visiting, that 
they have remained steadfast despite this discouraging delay. 


DAYTON, OHIO 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 4100 West Third Street. 

City and State: Dayton, Ohio. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, yes; 
formal outpatient clinic, no. 

5. Name, qualifications, and tenure of— 

(a) Manager: Ray Q. Bumgarner; American College of Hospital Adminis- 
trators; graduate of Wisconsin Comm. Academy, 18 years hospital administration 
experience, 1959. 

(b) Assistant manager: J. L. Keller: B.S. business administration; M.A. post- 

uate hospital administration; member American College of Hospital Admin- 
istrators; 1946. 

(c) Director, professional services: A. Tomasulo, M.D.; diploma, American 
Board of Internal Medicine: Fellow, American College of Physicians; assistant 
professor of medicine, Ohio State University, 1946. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. _................. 823 59 69 0 695 2, 138 
2. Operating beds........................ 823 “59 69 0 695 2, 138 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
rent operating plan oO 
9. Patients remaining...............__..- 785 59 69 657 1,885 
10. Average daily patient load for 12 
months ending Dec. 31, 1958.._..... 776 74 66 0 636 1,874 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
515 31 39 0 445 1, 688 
6) Percent of total patients re- 
maining (line 9)_............ 66 53 57 0 68 90 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
_. 572 77 40 0 425 1,815 
(6) Percent of total patients re- 
maining Jan. 10, 1957__...._- 66 36 62 0 71 90 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 


1956 1957 


14, Number of patients sent to trial visit during year. - 16 9 
15. Number of patients on trial-visit status as of . 31. 1 5 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


1956 


4, 208 


374 
385 
3, 449 


(b) If there are trends in any of the components above, please describe their 

significance and impact on the activities of your hospital: The closing of our TB 

ae has lessened number of patients we care for which resulted in fewer 
ischarges. 

17. a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. See 17(). 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 183 beds closed; none converted. 


III. Length of stay 


1. Length of stay: Average stay in Gephenaiae hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8S. patients, 66 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


A dectom: 
Herniormhaphy 
Hemorrhoidectomy 


Subtotal gast y for duodenal 


comm 


| 
Type of discharge || 1957 1958 
Average 
Cases length of 4 
stay 
Prostatectomy: 
: 
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Roster of operations 
APPENDECTOMY 


Date of birth 


Diagnosis 


149 
19 


Acute gangrenous peopendicitis with perforation. 
appendicitis. 


Do. 


Do. 
Acute appendicitis with perforation resolving. 
appendicitis. 


HERNIORRHAPHY 


inpatient 
days 


BBESRBIERSS 


femoral 
ia, inguinal ind: 
Hiatus 
entr: ernia operative. 
Umbilical 
Right remoral hernia. 
Incisional hernia, left, u ead abdomen. 
Recurrent right in we ernia, indirect-direct. 
ernia. 


Left inguinal hernia, direct. 

Hernia, inguinal, direct-indirect, right. 
Hernia, inguinal, direct  inearcerated, right. 
Hernia, inguinal, bilate: 

— inguinal, left, direct: indirect. 


Left inguinal hernia, indirect. 

Hernia, inguinal direct, left and right. 

in nal hernia, direct. parasacular 
ernia, left 

Hernia, inguinal, left, indirect. 

Hernia, inguinal, right, direct. 

Hernia, inguinal, indirect, right 

Hernia, inguinal, indirect-direct sliding left, con- 

sigmoid colon. 

Hernia nguinal, indirect-direct, left. 

Hernia, inguinal, direct, right. 

Hernia, inguinal, indirect irect, left. 

Hernia, inguinal, bilateral. 

Hernia, inguinal, indirect-direct, left. 

Hernia, inguinal, direct on. 

Recurrent right inguinal he 

Right inguinal hernia, 

Right inguinal hernia, indirect-direct. 

Inguinal hernia, left, indirect. 

Hernia, inguinal, indirect-direct, left. 

Hernia, inguinal, indirect-d 

Hernia, inguinal, direct recurrent. 


Indirect right. 
Hernia, inguinal, ind irect, right. 
Hernia, inguinal, direct, left. 
Hernia, inguinal, direct, right. 


ys 
— 29 
14 
9 27 
12 
36 
— Average inpatient 
— 
| 
3, 208 
heir NOV. 6,1 
wer Hernia, inguinal, indirect. 
Hernia, inguinal, direct, right. 
ble | Hernia, inguinal, indirect, left. 
‘ing 
ere 
| 
ged 
1 M 9, 1897 22 
ar. 9,1 
ugh 39 
36 
13 
7, 1905 29 
ar. 1,1929 18 
10 nt inguinal Hernia, indirect. 
14 | Left indirect inguinal hernia. 
Se 16 | Right direct inguinal hernia. 
re a 15 | Hernia, indirect, inguinal, right. 
14 
14 
10 
21 
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Roster of operations—Continued 
HEMORRHOIDECTOMY 
Register No Date of birth gana Diagnosis 
ys 
20 | Hemorrhoids, external-internal. 
12 Hemorrhoids, mixed. 
Hemorrhoids, internal-external. 
18 | Hemorrhoids, internal. 
18 | Hemorrhoids, internal-external. 
20 Do. 
13 Do. 
H rhoid throm bosed 
emorr'! 
17 | External 
13 | Hemorrhoids, internal-external. 
13 Do. 
13 Do. 
10 Do. 
23 | Internal hemorrhoids. 
internal-external. 
14 hemorrhoids. 
internal-external. 
19 | Internal hemorrhoids. 
19 | Hemorrhoids, internal-external. 
21 | Hemorrhoidal tag. 
7 | Hemorrhoids, internal-external. 
ll Do. 
15 Do. 
ll Do. 
14 Do. 
20 | Hemorrhoids. 
9 | Hemorrhoids, internal-external. 
19 | Hemorrhoids, internal. 
10 | Internal hemorrhoids. 
9 | Hemorrhoids, internal-external. 
37 Do. 
Average inpatient |-.............. 
days. 18 
CHOLECYSTECTOMY 
Sept. 21, 1893 42 | Chronic chol itis. 
Dec. 9, 33 | Cholecystitis, ic cholelithiasis. 
Jan. 3,1932 36 chronic hypertrophic cholelithia- 
Mar. 18, 1915 Chronic cholecystitis with cholelithiasis. 
Aug. 14, 1895 21 Do. 
Average inpatient days_|.-............. 32 
SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER PROSTATECTOMY 
Apr. 3,1917 40 | Duodenal Logs 
Aug. 8, 28 | Gastric ul 
17, 1909 38 ulcer with perforation. 
.| Jan. 7, 1903 26 premecenpes of stomach due to ulcer. 
Dec. 23, 1912 36 | Duodenal ulcer. 
34 
SUPRAPUBIC 
Mar. 23, 1893 29 hypertrophy with urine re- 


{ 

Average inpatient 29 
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Roster of operations—Continued 


RETROPUBIC 

Register No. Date of birth | Inpatient Diagnosis 
days 

oi caeeesaebae-sese-suaegn| Oct. 28,1887 39 | Benign prostatic hypertrophy with urine re- 
tention. 
Average inpatient 47 
Perineal: None 


Transurethral: None. 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? (1) Review of all records by chief of service; (2) spot check of 25 
records per month by committee; (3) frequent rounds by full-time man and 
consultant; (4) review and restimultation at regular staff meetings. 

(b) What improvements have you made since your last report to this committee? 
Revision of committee organization and function to increase off-service reviews. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Administrative as 
well as medical policies of availing additional facilities to the long-term care 
patient, increase the overall average length of stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The mortality of patients with 
long-term illnesses has been lower. There are no facilities in most communities 
for these cases. We admit sizable numbers and still do not meet the demands 
made on our services. At the same time, these cases use up facilities which could 
well be devoted to more acute cases. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Difficult to 

redict full influence—long-term illness within easy transportation distance of the 

ospital and adequate leave facilities would show a marked reduction in hospitali- 
zation. Acute cases would show no appreciable change unless a prehospitalization 
study were allowed—where home conditions are inadequate or transportation 
is poor or financial hardship becomes a major medical problem, no change would 


cur. 

(b) What effect would such a program have on your cost of operation? On a 
per diem basis there would probably be a slight rise. On an overall basis, there 
would probably be a slight drop. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Continued restimulation of our staff. 

6. What is needed to improve turnover of patients? More beds for acute 
patients which would raise the overall average turnover. 


IV. Waiting lists 


1. Number of eligible applicants not Pie hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total ie 
care connec! 
77 Total In non-VA| Not yet 

hospitals {hospitalized 

1, Total applicants.....................--- 0 0 18 1 17 
0 0 0 0 0 

0 0 0 0 0 

0 0 18 1 17 

2. Domiciliary care: Total applicants.....- 0 0 0 0 0 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? 9. Remaining nine will be scheduled upon availability of beds in the 
category. 

. What system do you use for scheduling admissions from the waiting list? 
Priority groupings and availability of beds. Priority groupings are established 
in keeping with VA Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply te questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
tential admissions? 30. These cases will be disposed of upon determination of 
entitlement. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘Yes,’ please describe the circumstances: Yes; emergencies. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 5,085; approved, 2,991; rejected, 2,094. 


V. Hospital staff 
(Report full-time equivalent empioyment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

Dee. 31, 1956 | Dec. 31, 1958 to 1958 

1. DEA 1, 162. 2 950. 1 —212.1 
2. Physicians, full and part time. 33.8 30.5 —3.3 
3. Physicians, residents and interns........-..........- 10.0 10.5 +0.5 
4. Physicians, consultants and attendings.............. 7.2 81 ts 
8. Therapists and technicians !___..................-..- 41.7 46.7 +5.0 

10. Office of manager, personnel, and finance............ 32.1 32.1 0 
12. Other food service employees..................-.-.-- 154.3 122.2 —32.1 

m ce (excluding laundry) - 

15. Engineering operations (excluding laundry). -......- 62.4 45.7 —16.7 
17. § 17.5 11.8 —5.7 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 284. Annual 
bir : $760. 

(6) What is the value of this program to the member and to the hospital? 
Member employees are only appointed after careful screening and rehabilitation. 
This program plays an important role in the veteran’s rehabilitation by building 
self-reliance to the point that some can return to the community. It provides 
a means of restoring confidence in his ability to work full time, to compete with 
others, and to raise personal ve ape In some cases the employment enables the 
member to provide financial help to his family. It helps him retain certain skills, 
and to qualify for social security benefits in certain instances. To a large degree 
the member employment program enables this station to care for over 2, 
veterans in its domiciliary at a cost of less than $4 per day per man. Tasks such 
as housekeeping and management in the domiciliaries are performed by members. 
In other areas they perform housekeeping, maintenance, clerical, and similar 
— all of which release civil service employees for duties requiring specialized 
skills. 

20. What was number of guards on duty December 31, 1958? 14. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


3. 
(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 1. 

(c) Average days of hospitalization of patients _— in (6): 119. 

22. Number of patients in day hospitalization: None. 


be 


eran 
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23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 ! 

Number of different persons who provided service. ........... 118 121 92 
Average payment per consultant or attending ?___..__......_- $1, 041 $976 $625 
Total amount to all consultants and attendings ?....____. $122, 900 $118, 100 $57, 500 

16 months. 

? Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased 


Category Full time Part time | Consultants, 
attendings 


Physician, nurse, dietetic staff, engineering craftsman, medical | X_......._..}...-....---.-- 
udministrator, rehabilitation therapist, domiciliary attendant, 
social worker. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? The 
quality of patient care depends on the skill of the physician in applying the medical 
knowledge now available to the individual case. Research and education pro- 
grams increase both the amount of medical knowledge available and the skill of 
the physician in applying it. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research 

gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools... SP eee 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hau 
(a) 74 q 5 52 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. ................... 70 4 5 52 
(1) Patient has ao 
(2) In receipt of VA pension. .---- 26 3 1 ) ae 19 
3) > hospital more 30 days. 40 2 3 OF. ...eai 32 


! Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(6) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. at action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Careful screening of records and interviews with patients and families is 
accomplished in order to collect payment for hospitalization under insurance plan. 
Billing of agencies is accomplished in keeping with VA and State regulations. 
There have been no significant changes in the collection program since January 
1957. Estimated cost of this program during calendar year 1958 is $3,700,000. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar Year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. If admission is recommended by examining physician the addendum and 
ability to pay is gone over with the patient. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Veterans are informed by the 
registrar division as to probable length of hospital stay based upon the admitting 
examination and are given an estimate as to the cost of care for his condition in 
a comparable non-VA hospital. 

8. In your opinion are there abuses of non-service-connected care? There 
appears to be no abuse of non-service-connected veterans care at this station. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: - 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 

(a) Average daily patient load.............| 864.41 870|  995.05| 855.84 741 
(e) $5, 329, 214 | $5, 761,014 | $6,080,686 | $6,719,442 | $6, 736,150 
(d) Salaries of staff ?__..........-....-..-.- 4, 125, 361 4,459,732 | 4,686,244 | 5, 486,063 5, 599, 835 
22, 328 16, 338 12, 704 10, 379 11, 507 
(f) Communications--_..............-...-- 16, 111 18, 306 20, 773 19, 693 19, 568 
) Utilities (gas, coal, water, etc.)_-.-..__- 49, 859 41, 887 38, 695 43, 509 68, 897 
Gy mew 356, 418 347, 732 360, 681 351, 005 310, 726 
(i) Drugs and medicines... .....-.........- 144, 131 161, 982 166, 337 159, 128 147, 819 
Medical and dental 113, 549 129, 592 144, 617 150, 875 136, 373 
) Asset acquisitions including equipment. 116, 304 147, 173 157, 359 100, 883 68, 957 
All other______- 385, 153 438, 272 493, 276 397, 907 372, 468 


1A ited for common services: Show all costs to nearest dollar of actual cost. 
2 uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 

acceptable standard of medical care? It is our opinion that our primary fund 
allocation is insufficient to provide medical care that is completely acceptable to 
those standards which have been recognized as those we should continuously 
practice. 
_ 3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? It is believed 
there are many other administrative and medical practices that have much 
greater influences on patient length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons 5 What improvements seem 
possible? Have they been discussed with responsible officials? There are ade- 
quate comparison standards with other VA and civil hospitals. Such comparisons 
seem generally appropriate. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.984. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.819. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? In accordance with instructions contained in VACO Manual P-2, part 
III, November 1958, the basic ration allowance is augmented by 30 percent for 

raplegic and tuberculous patients and by 10 percent for G.M. & 8. patients. 
t is reduced by 10 percent for domiciliary members. 


6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel. 3 housekeeping, 40 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? _— are considered important in recruitment and retention of key 
personnel, 
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(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $50,250,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The biggest factor is the legal increases 
in salary costs. Public Law 85-462 increased salaries 10 percent retroactive to 
January 12, 1958. This is in addition to the periodic step increases and terminal 
leave payments normally experienced. No funds have been provided to cover 
the latter items for several years past which has caused us to reduce personnel 
ceilings. Rising costs of services, supplies, and equipment needs have been felt. 
Food costs are up and advances in medical techniques and treatment require the 
use of the higher priced drugs, other supplies and equipment. While the latter 
may slightly reduce the length of stay it increases the cost per patient. Unlike 
industry, hospitals cannot depend on mass to reduce unit cost. Here, 
we have limited equipment replacement and maintenance and repair to the highest 
priority items only. Additionally, modern medicine by almost daily progress 
requires newer and more expensive equipment. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Control of operating funds has been decentralized to designated 
operating officials and followup is continued by both supply and fiscal personnel. 
Summaries and cost reports are discussed with these operating officials at the 
control points. Quarterly inspections are made of storage places and costs, 
generally, are discussed with personnel in charge of these locations. Less expen- 
sive substitutes are encouraged. Issue lists are reviewed regularly and periodi- 
eally. Requests for nonstandard supplies and equipment are generally returned 
to the using units and suggestion for the acceptance of similar lower priced 
standard articles. Bids are always invited on comparative items. Trainin 
program was conducted for supervisors and users of supplies and equipment whic 
involve supply procedures, fiscal procedures, and emphasized cost consciousness. 
This training program will be repeated. A management budget control board 
critically reviews budgetary operations and utilization of funds. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) . 

Laundry costs computed on basis of all costs — to Federal laundries, 
excluding memorandum accounts: Per piece, $0.019; per pound, $0.025. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.038; per pound, $0.050. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

1) Quality: Not provided by commercial contract. 

11. at import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? This station has a sufficient number 
of potential patients requiring hospitalization to maintain more than our pro- 
jected average daily patient load. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Our demand for beds is such that no appreci- 
able difference would be realized. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $13,509.84. 
(2) Visits to hospitals by patients on CBOC status: 1,448. 
(3) Cost per visit: $9.33. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Do not 
believe that decentralization has been increased to any marked degree. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? This would promote better care of our beneficiaries. 
It is our opinion that this medical audit should come from outside sources. 

(d) The Area Medical Director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 

Generally helpful. 

(2) Of what value would you think these visits are to VACO? This 
provides a method by which VACO can keep in direct contact with field stations 
and keep better informed with station operations. 

By Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not generally. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program is directed 
primarily toward making bee employees, toward making supervisors better 
supervisors in their assigned daily tasks, toward making supervisors integral and 
productive compenents of the management team, and toward making potential 
supervisors better suited to assume greater responsibilities. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
Year 


1960 — boiler plant 


Not arepomnedy or under consideration for fiscal year 1962: Replacement to 
Brown Hospital; expand sick call, building 409; alterations, geriatrics, building 
No. 302; connecting corridor, building 302 to building 410; frozen food storage, 
buildings 300 and 411; cafeteria lines, building 411; connecting corridor, building 
300 to building 305; expand multichannel radio system; new garage building; 
modernize female personnel quarters, building 204; relocate third street entrance. 


Balance of conversion, direct current to alternating current... 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Electric distribution loop, building 136 to building 300.......................--.--.---....-- on 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


Amount 


q 
Protective covers for radiators, Brown Hospital. 
Renovation of Catholic and Protestant chapels 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 


in question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Replace air-conditioning system, Brown 60, 000 
Replace 375 window screens, Brown Hospital. 6, 000 
Reset showers, wards 1, 2, 3, 5, and 6, Brown Hospital. -.....................-.-.-.-----.--. 6, 000 
Replace nurses call system, Brown Hospital......................---..--.--.--------------- 40, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Office central supply, Brown $1, 900 
Electroencephalograph room, Brown Hospital... 1, 800 
Additional entrance and ramp, building 129___...._........---..-.....-.--------------.---- 1,750 
Extend alternating current to library and install fluorescent fixtures..........-............ 1, 500 


| 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Water softener and steel laboratory, Brown Hospital..........................-.-- dete 
Replace 9 bedpan washer sanitizers, Brown Hospital. 
9 autoclaves 16 by 24 inches, sanitizers, Brown Hospital_-...................-.......-...... 
450 ice cube machine, kitchen, Brown 
Garbage disposal unit, kitchen, Brown Hospital.....................-...-.-.-.------------- 

Cabinets, treatment rooms, Brown Hospital 
Exhaust fan and hood, dishwasher, Brown Hospital_._._.....................2-2.--2 2... 


ee 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Additional funds are required for deferred maintenance and repair and equi 
ment deficiencies to bring our center up to an acceptable standard. (2) The 
records indicate that in fiscal year 1957, $194,715 was spent for fixed and portable 
operating equipment and we budgeted for $74,886. In fiscal year 1958, we 
spent $136,866 above the budget estimate for much needed equipment. (3) We 

rovide for the additional required equipment by depressing our personnel staff. 

e further depressed our staffing to meet necessary maintenance and repair 
demands. The net result is that we have a low staffing ratio in many of the 
hospital and domiciliary areas. Central office has been helpful to this station in 
overcoming the deferred deficiencies but their resources are limited. 


MUSKOGEE, OKLA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Honor Heights Drive. 

City and State: Muskogee, Okla. 

Type of services: Type of hospital, G.M. & S. 

Name, qualifications, and tenure of— 

(a) Manager: William W. Leak, transferred to this hospital July 13, 1958. 
Be Assistant manager: John B. Byrd, transferred to this hospital December 27, 


(c) Director, professional services: S. P. Stubbs, Jr., M.D., transferred to this 
hospital, January 2, 1957. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chia' logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds required _- 
7. Type of bed not for 
rent operat: 
343 4 3 33 
10. Average | patient load for 12 
months ending Dee. 31, 322 4 6 31 281 
| 11. Why is staff unavailable with reference to line 6? Although staff is not 


recruitable, the beds are not required to meet current operating plans. Also, 
—_— ane ~ available in the present primary fund allocation for recruiting ad- 
itional staff. 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless : 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & S. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who Ls 55 years of age or older: 
6) Per centof total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of { age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957__..._-- 53.9 52.1 $4. 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit 5 6 3 1 
15, Number of patients on trial-vist status eatin t 31.. 2 1 0 0 


16. (a) What is the number of patients discharged from your hospital during 
he past 3 calendar years? 


Type of discharge 1956 1957 1958 
4, 703 4,755 4, 165 


USE OF TRIAL VISIT 


1- 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Continued high per- 
centage of older veterans with chronic types of illnesses tend to reduce discharge 
rate and increase death rate of the straight medical and surgical cases. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. -— , 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 28 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the ae operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay! 
Subtotal gastrectomy for duodenal 6 67.0 
Prostatectomy: 


| We were short an anesthesiologist during the greater part of this period and the length of stay was slightly 
greater. 


3. (a) What system of control do you have to insure a minimum stay in hospi- 
tal? In addition to daily ward rounds by ward physicians and chiefs of services, 


‘a hospital length-of-stay committee has been designated by the manager to conduct 


studies toward minimizing length of stay. These studies cover all areas affecting 
length of stay and include the complete gamut of the patient’s hospital experience 
from the scheduling of his admission to and including his discharge. This com- 
mittee also is responsible for the predischarge planning when group assistance is 
needed due to economic and social problems. 

(b) What improvements have you made since your last report to this com- 
mittee? More extensive and better ecordinated efforts between professional and 
administrative personnel and the medical rehabilitation board and hospital length- 
of-stay committee have enabled us to reduce the length of stay to a minimum 
consistent with standards of quality medical care even though we are admitting 
more and more chronic patients which makes the average length of stay greater. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The aging veteran population 
doubtlessly will require greater hospital care and treatment in the future for 
medical conditions peculiar to the older age group. These and economic and 
social factors inevitably will prolong length of stay among long-term patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? A large segment 
of our patients reside within a radius of 100 miles of hospital in rural areas. 
Many sections of this area serviced by the hospital do not have adequate number 
of physicians nor facilities to provide necessary followup care. urthermore, 
the surgeons, and to a large measure the internists, who treated the patient prefer 
to do the followup care. Because of his familiarity with the case he usually can 
do a more effective job. Therefore, we believe that the CBOC program is the 
better approach in reducing length of stay. 

(b) What effect would such a program have on your cost of operation? It is 
believed that at this particular hospital the cost of operation would be substantiall 
the same, if not slightly higher, under such a program if the prevailing fee aakediiibe 
were paid local physicians. RSs, 


33427—59——_ 83 
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5. What would you suggest to further reduce hospital stay without impairi 
care? As long as the policy exists toward providing hospital care to the individ 
as a whole and treatment is not restricted to primary condition for which admitted, 
the length of stay will continue to increase as the veteran population ages. 
6. What is needed to improve turnover of patients? Slight increase of our 
———- staff with proportionate increase in funds would tend to improve 
urnover of patients. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 


Total In non-VA| Not yet 
hospitals |hospitalized 


ies Pes many patients are scheduled for admission subsequent to January 12, 

9 

| 3. What system do you use for scheduling admissions from the waiting list? 
apices are regularly scheduled for admission by reviewing the waiting list 
and authorizing a number to report for whom suitable beds are available. The 
priority groups established by VA Circular 18, 1958, are adhered to in authorizing 
such admissions. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 

tential prenlationa! 44; applicants whose legal eligibility was pending on 

anuary 12. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances: The veterans requiring 
treatment for service-connected disabilities and those requiring emergency 
hospital medical care are admitted without placement on the waiting list. 

6. Number of get see for admission from July 1 through December 31, 
1958: Total, 2,553; approved, 2,241; rejected, 312. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 


— (+) or 


Dec. 31, 1958 
Total... 

. Physicians, full- and part-time-_ 

4. Physicians, consultants and attendings.............- 1.3 1.9 +.6 
7. Hospital 86.0 83.0 —3.0 
8. Therapists and technicians 24.0 

10. Office of manager, personnel, and finance. _...._.-._- 15.0 17.0 +2.0 

. Other ce yees 

14. Engineering maintenance (excluding laundry) -....-- 17.0 16.0 -10 
15, Engineering operations (excluding laundry)... 29.0 28.0 -10 
16. Supply 13.0 10.5 —2.5 
17. Special services 6.0 5.0 —1.0 
18. All other staff 61.0 68. 5 $7.5 


1 In physical medicine, dentistry, laboratory, X-ray. 
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20. What was number of guards on duty December 31, 1958? 4 (includes 


chief, protective section). 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1958 


Number of different persons who provided service 
Average payment consultant or attending ! $44. 
Total amount to all consultants and attendings ! $19, 
Total for trave $4, 125 $4, 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Request is pending in central office for funds to establish a research laboratory 
at this hospital. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training jeceee such as medical, paramedical, or hospital 


administrative trainees? (a) Development of better method of diagnosis, treat- 
ment, and rehabilitation; (6) stimulate professional growth among present staff; 
(c) aid in recruitment and retention of the highest caliber professional staff; 
(d) contribute to the overall advancement of medical science. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 


1, VA appropriation 
2. Gifts and donations deposited in general fund 
3. Grants from other sources administered through affiliated medical schools. 


1 $2,000 for medical illustration laboratory. Also, a ximately $1,755 used by area office in providing 
lecturers to this hospital. : 


i 
ove 
1987 = 1959 
3 of 19 14 
73 $48. 21 
5 $20, 200 
$4,215 
et . 
us 
2 Fulltime | Part tim 
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ng 
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1, 
Research and. train- 
es ing (pro- 
to gram 8300) 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric . 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total_. 93 9 73 
(6) For treatment of a service-connected 
(©) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
2) In goonies of VA pension... 26 2 23 
4) Other.. 21 ~ 3 18 
1 Any form of prepayment insurance. 


Nore.—lIf a patient recei care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
mission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 3. 

+) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 1. 
n * at action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Veterans hospitalized for treatment of non-service-connected dis- 
abilities who may be entitled to ital care through an insurance plan are 
requested to complete VA form 10-2381, power of attorney, and agreement 
assigning their ores benefits under their insurance plan to the Veterans’ 
Administration. The procedures outlined in VA interim issue 10-424 are followed 
in notifying the insurance carrier and in billing him for treatment. Estimated 
cost of collection during calendar year 1958, $2,306. 

4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed $62, 614 $43, 437 


mi Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? After examination of applicant, 
the examining physician indicates an estimated number of days and type of 
hospital care that would be required. An administrative employee then correlates 
the estimate with predetermined average cost for similar stay and treatment in 
private hospitals in this area. He then explains to and counsels the veteran as to 
the cost estimate to obtain care medically indicated in a non-VA hospital. In 
those cases where the financial data given might be qvestionable, the veteran is 
counseled and given every opportunity to amend or give written explanation 
of the financial data shown on the addendum if he so desires. 
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8. In your opinion are there abuses of non-service-connected care? No. Any 
benefit program the size of the VA medical program is bound to have the occasional 
case who abuses the privilege granted by Congress either in ignorance or 
deliberately. However, there are also thousands of eligible non-service-connected 
cases who through lack of understanding of their benefits do not apply for care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
31.0 69.0 100 
66. 7 33.3 100 
VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load...........-. 314 319 325 326 326 
(0) Full time equivalent staff__.........-- 409 410 411.7 412.4 416.5 
(2) Tatel $2, 138, 357 | $2, 246, 897 | $2,303, 143 | $2,497,181 | $2,502,722 
(d) Salaries of staff ?_.........--.-....---. 1, 723, 573 | 1,831,123 | 1, 847, 367 2, 057, 403 2, 168, 032 
(e) Patient travel 27, 518 27, 091 24, 889 20, 677 24, 465 
) Communications. 7, 577 7, 8, 100 8, 644 8, 586, 
}) Utilities (gas, coal, water, etc.)_....... 26, 577 25, 834 27, 297 31, 868 33, 556 
108, 698 113, 183 118, 303 116, 405 122, 017 
i) Drugs and medicines. ...............- 73, 991 72, 553 67, 921 70, 902 72, 142 
). Medical and dental supplies_ --------- 49, 572 48, 123 51, 755 50, 256 53, 054 

) Asset acquisitions including equip- ; 
31, 501 35, 165 70, 764 49, 646 18, 209 
89, 350 86, 187 86, 747 91, 380 92, 661 
(m) Cost per discharged patient....... anal 455 450 449 537 578 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
* Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Many urgently needed maintenance and 
repair and minor non-bed betterment projects and items of replacement or 
additional equipment have been deferred over the past years. Therefore, the 

resent level of primary fund allocation is inadequate to support and maintain a 

laneed quality medical care program and at the same time make any gain 
toward correcting major physical conditions within this 36-year-old plant and 
procurement of much needed equipment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Although this system 
might have a tendency to prolong length of stay, it has had no such effect at this 
hospital. We are operating a very active G.M. & S. program and discharge or 
pers a _ patients as rapidly as possible irrespective of impact on our prescribed 
workload, 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have general 
staffing comparisons with civil hospitals. We receive monthly staffing cost and 
workload charts from our VA central office. These charts are carefully analyzed, 
coordinated, and discussed with responsible staff officials. The very nature of our 
medical mission obviates exact cost comparisons because of the many variables, 

i any medical treatment program such factors as medical, social, and economic 
conditions of the patient prevents any identifiable work units and precludes 
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comparisons of costs between hospitals as is done in office and factory type 
operations. The only hospital comparisons that can be made are general in nature 
such as the average hospital per diem cost or the ratio of staff to operating beds. 
In neither comparison are you able to compare any identical grouping of patients 
or measure the quality of care given. It is not possible to identify what is normally 
considered as base work units in a medical program. 

6. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.062. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.697. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same G.M. & 8. ration pattern. 

6. (a)_As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The career system in the department of medicine and surgery necessitates 
the maintaining of a minimum number of quarters in order that key personnel 
may be moved from hospital to hospital without undue financial loss to the indi- 
vidual. The availability of occupants in the quarters also provides for better 
emergency hospital coverage. 

(c) What additional quarters do you believe would add quality or stability to 


your staff? The present number is believed to be adequate but they need con-: 


siderable modernization to bring them up to acceptable living standards. 

(d) Could cost of such quarters be a lucrative investment? The income from 
housekeeping quarters has more than amortized original construction and mainte- 
nance costs over the years. Furthermore, the availability of key members of the 
staff on hospital grounds to meet emergencies has paid immeasurable intangible 
dividends. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Marked increases in costs of services, 
salaries, food, drugs, supplies, and equipment, plus need for greater maintenance 
and repair work on this 36-year-old plant have caused significant increases in per 
diem costs despite our best efforts to operate economically. The rapid advance- 
ment in drug therapy, diagnostic and treatment concepts, and the age of pro- 
fessional specialization all tend to increase the operating costs. These additional 
costs are necessary to continue the high quality of patient care and rehabilitation 
of veterans. The lack of funds to support these modern advances would force 
the VA into institutional type of care. 

9. What internal programs have you developed to engender cost consciousness 
at your station? nder our decentralized budget concept, the various depart- 


ment heads are distributed funds to cover essential operation during a fiscal period - 


and they assume responsibility for effective operation within the allotted funds 
unless an emergency arises beyond their control. Adequate controls have been 
established to assure balanced budgetary support and to prevent overobligating. 
The staff actively participate with management in conducting and developing 
cost studies; in making systematic reviews of program operations; and in analyzing 
comparative staffing and cost statistics obtained from outside sources. This 
method has not only made the staff more cost conscious, it has enabled them to 
grow and become better informed on other costs and problems encountered by 
management in the overall operation of the hospital. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number 


b) What was the cost of laundry service during the last 6 months of calendar 


vase 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 


t 
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services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries, P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0480; per pound, $0.0631. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0537; per pound, $0.0705. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? VA central office has a lenient 
policy of not withdrawing funds unless the hospital falls considerably below the 
prescribed average daily patient load; therefore, we have never been forced to 
admit patients who are not in need of hospitalization. I think that if the financing 
were done on the number of operating beds instead of average daily patient load 
that it might more equitably meet the true operating cost requirements. 

13. (a) If CBOC program could be explicitly identified as a cost faetor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? It would not reduce operating beds 
required to meet current and anticipated waiting lists. It might reduce slightly 
the number of readmissions of certain former patients living in commuting dis- 
tance of the hospital but the largest segment of our patients reside within a 
radius of 100 miles of the hospital in rural areas. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $1,928.46. 
(2) Visits to hospitals by patients on CBOC status: 393. 
(3) Cost per visit: $4.90. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Policies and pro- 
cedures are being reissued. Cite examples: In as broad a form as possible within 
the legal restrictions. Managers are being provided the freedom of initiative to 
apply these broad policies so that the hospital’s objectives are met. Rigid stand- 
arte are being relaxed. Managers are being given general statements of goals 
and desirable conditions and are permitted’and expected to make their own deter- 
minations within this framework. Examples: Ceseuinaiend budget program 
with bulk primary fund allocation for entire fiscal year; recent revised qualifica- 
tion standards for nurses provide local implementation and flexibility in deciding 
when and under what conditions a nurse is promoted. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? See 
(b) (4) below. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? See (b)(4) below. 

3) How was the internal audit valuable to your hospital? See (b)(4) 

ow. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? The present manager was not the manager 
of the hospital at the time of the internal audit; therefore, he cannot accur- 
ately answer these questions as they apply to this hospital. 

(ec) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? There can be no question that the quality of 
ent care could be raised if a fair professional medical audit could be devised. 

he methods and procedures for the audit should be tailored to fit the type of 
medicine practiced in VA hospitals, particularly in regard to treatment and re- 
habilitation of the whole patient. The medical staff of each hospital should 


make its own audit and it should be directed toward evaluation of clinical practices 
rather than evaluation of the individual physician. In other words, by compari- 
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son of audit results with other VA hospitals, it would become a postgraduate educa- 
tional 

(d) The area medical director’s office is regarded as part.of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
The area office is closer geographically and as a general rule is more familiar 
with individual field station problems and needs. Area office staff supervisory 
visits are conducted in a very objective and constructive manner and are of 
great help in analyzing local operations and interpreting local needs, condi- 
tions and accomplishments. 

(2) Of what value would you think these visits are to VACO? Periodic 
surveys assure responsible officials in VACO that individual stations are 
meeting establis standards and are achieving their assigned goals toward 
the accomplishment of the overall mission of the VA. 

(3) Would less frequent visits be more useful? More visits would be 
helpful, particularly if the area office was given some authority in adjusting 
the fund allotments between the hospitals in their area. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No; generally decentralization has pro- 

ressed and some minor areas continue to be clarified and additional authority is 
os given to the hospital managers. 

2. Is the management cogepneent program directed toward making good 
employees or good managers? The development program at this hospital is to 
broaden, develop, and train the supervisory employee in order to be more efficient 
in his present position with possible advancement into more responsible positions. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | No. 35-5106: Automatic sprinkler system.--_..........-......-..------------..--- $14, 952 
1960 | No. 35-5110: Modernization of boiler plant, building No. 18................-._.-.. 294, 500 
bes tee Additions and improvements to kitchen and dining hall, building 467, 500 
0. 
1961 | No. 35-5113: Remodel central supply, building No. 1...........-..----.-------.. 000 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 
Programed: Project No. 35-5118, air conditioning for new surgery rooms____................ $20, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Maintenance and inspection contracts of elevators................--...-.--.-..-.----.-...-- $2, 865 
Repainting interior and exterior of elevated water tank... _.......-...-...-..-----..-.------ 2, 275 
Expansion and modernization of pharmacy 1, 995 
Installation of vinyl floor tile and modernization of canteen and snackbar 500 
Installation of viny) floor tile in wards and administrative areas____............_.- 2, 500 
Construction of connecting storage room between garage and laundry-_._.-.-_-.._......._.- 1, 500 
Installation of Marlite in ward corridors 3, 000 

lacement of venetian blinds and window shades 1,000 
Replacement of light 750 
Repair and remodeling conference and educational room __........_.......-..--.----------- 3, 500 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


Tuckpointing and repair to boiler plant smokestack ......-......-_..-----.----.------------ $1, 500 
Replacement of malfunctioning locks and cylinders keyed to building master plan__ -_._-.. 6, 400 
Replacement of existing flagpole and foundation base-...........--....---------------------- 4, 180 
Purchase of electrical transformers from Oklahoma Gas & Electric Co__.........._...._.... 5, 193 
Replacement of 4 elevator cab doors on 4 floors of wing D elevator shaft_...............---- 3, 300 
Replacement and remodeling front lobby doors for double door entrance- --_---.....-...---- 2, 860 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in ques- 
tion 1(b) above.) 

(a) Mintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


Replacement of worn and malfunctioning fire doors, building 1 and D annex--..-.-_-_-_-_-- 
Replacement of electrical underground distribution system between transformer vaults to 

Replacement of underground cable for s 
Expansion and replacement of circuits from panel boxes tay 
Construction of enclosed ramp at south end of north-south corridor, building 1-__--.__..---- 
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Installation of new underground cable from transformer bank to housekeeping quarters-._. 
Enclose east covered entrance, building 1-A, admission office_..--........--..-..----------- 
Copper replacement of deteriorating hot and cold water service pipelines, buildings 1, 2, 3, 6, 
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Replacement defective conductive tile flooring operating suite, building 1A__...-......--.-- 
Replacement of deteriorating wooden doors with overhead doors in engineering shops- - ---- 
Replacement and standardization of steam traps and valves on radiators, buildings 1, A-1, 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Replacement of incandescent light fixtures with fluorescent fixtures in corridors, offices, and 
Installation of intercommunication system in surgery 1,000 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

Replace 8 bedpan washer-sterilizing units... $6, 400 
Purchase and installation of ice cube machines for patients’ dining room- 1, 250 
Replacement of broadcasting system for single channel radio 1, 200 

urchase and installation of new image amplifier, X-ray fluoroscopic. - 12, 600 
New electrophoresis apparatus with S curve for laboratory service —- 2, 000 

ew autoanalyzer for laboratory service _.................--.--.---------- 6, 800 

eplacement of 2 extractors complete with loading crane 13, 000 
Replacement of 2 garment presses for laundry 2, 200 
Replacement of reach-in refrigerator in bakery, building 24 pee 1, 100 

Replacement 1, 050 
Rebuilding elevator shaft and replacement of elevator cab, building D !___.-.-.---...--_-.- 75, 000 
Remodeling of elevator shaft and replacement of 2 elevator cabs, building 1 !___-__.--_.-_-- 100, 000 


' Previously included in station recommended H. & D.F. project for remodeling building No. 1 and ad- 
ditional wing. 


Re 
| 
Rework grease trap and sewerline, d tic 24 
Replacement of suspended ceiling in ground and Ist floor corridors of building 1A -.---.---- 
Replacement of lavatories and urinals in patients’ bath and locker rooms, building 1- - --_-- 
Purchase and installation of new refrigeration unit for morgue, D wing--_- .._..-..-.-..----- 
Installation of new roofing, D wing and apartments 6 through 10 (housekeeping quarters) - - 
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3. What, in your opinion, are the most tocnrs | needs in your installation? 
(1) Funds for replacement of deferred equipment and hospital furniture; (2) funds 
for deferred maintenance and minor betterment projects; (3) building addition to 
the clinical area to provide additional space for laboratory, X-ray, dental and 
pharmacy activities where extremely crowded conditions exist; (4) need for mod- 
ernization team to survey the hospital needs in order that the year-to-year im- 
provement projects will fit into the overall modernization plan and new wing. 


OKLAHOMA CITY, OKLA. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 921 NE. 13th Street. 

City and State: Oklahoma City, Okla. 

bey Ra services: Type of hospital, G.M. & S.; domicile, No; formal outpatient 
clinic, Yes. 

Name, qualifications, and tenure of: 

(a) Manager: Oren T. Skouge, M.D., 18 years physician; 8 years administrator. 

(b) Assistant manager: James E. Hatfield, 15 years; 7 years assistant adminis- 
trator; nominee, American College of Hospital Administrators. 

(c) Director, professional services: Arthur N. Springall, M.D., 19 years physi- 
cian; 15 years administrative medicine; member, American College of Hospital 
Administrators. 

II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity...........-....... 488 44 74 40 330 0 
488 44 74 40 330 0 
Beds not in use (unavailable): 
3. 0 0 0 0 0 0 
4. In process of activation_..........- 0 0 0 0 0 0 
5. 0 0 0 0 0 0 
6. Staff not recruitable: Beds required__- 0 0 0 0 0 0 
7. Type of bed not required for current 
operating plan regardless of staff9 
| RT 0 0 0 0 0 0 
8. QU acescCecestesennccuecechdeee 0 0 0 0 0 0 
9. Patients remaining--....-......--.-..- 464 43 74 32 315 0 
10. Average daily patient load for 12 
months en Dec. 31, 1958......--- 437 42 64 29 302 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 42.2 44.2 5.4 31.3 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 27.3 30.2 4.8 (1) 2.0 


1 Included in G.M. & 8. 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during year___ 0 7 21 |. 117 
15. Number of patients on trial-visit status as of Dec. 31_ 0 0 ll 43 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 * 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The most noticeable 
trend seems to be the increasing age of the patients. The severity of the patients’ 
illnesses seem to be increasing proportionately. This affects turnover, length of 
stay, and overall cost of operation. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8S. hospitals: Average stay for G.M. & §. patients, 30.5 days. — _ 

2. (For G.M. & 8S. hospitals only) Give-the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer. 17 22 
tatectomy: 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We believe the most effective approach to this problem to be a continuing 
effort to make everyone length-of-stay conscious. We emphasize the necessity of 
considering effect on length of stay in every action and decision made concerning 
a patient. We also furnish a monthly list to chiefs of services of all patients 
hospitalized more than 3 months. The problem is discussed regularly at meetings 
of the hospital stay committee and at staff meetings. 

(6) What improvements have you made since your last report to this com- 
mittee? We have placed renewed emphasis on the importance of early planning 
for the patient’s discharge to avoid unnecessary stay after maximum hospital 
benefit is attained. We have also improved our system of scheduling non- 
emergency admissions. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) In private practice, 
most routine workup is done on an outpatient basis prior to hospital admission. 
Since VA patients generally are not eligible for outpatient services except for 
service-connected conditions, these procedures must be done after admission in 
most instances and contribute to the length of stay. Patients on pass (3 days or 
less) are counted as patients in the hospital. This is reflected in their length of 


stay. 

(a) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) The advancing age of the veteran 
population is certainly a factor. New treatment techniques and drugs have 
decreased length of stay for many tuberculosis and psychiatric patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? None. This, in 
effect, is already being accomplished by*the’C BOC program. : 

5. What would you suggest to further reduce hospital stay without impairing 
care? Legislation to authorize prehospital workups on outpatient basis for non- 
service-connected conditions. To prevent abuse, this should be strictly limited 
to cases where hospitalization has been approved and authorized. 

6. What is needed to improve turnover of patients? Continuing diligence in 
watching length of hospital stay. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Service 
Type of care required Total connected 
Total Innon-VA} Not yet 

hospitals {hospitalized 

120 0 120 1 119 
0 0 0 0 0 

25 0 25 0 25 
95 0 95 1 94 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 18. This figure is considerably below normal, because we have been 
ss too full for efficient operation and are attempting to return to normal. 

3. What system do you use for scheduling admissions from the waiting list? 
We follow the priority system in VA Circular 18, dated ae 8, 1958. We 
generally schedule ahead 10 to 12 days based on the number of beds we expect 
to become available. / 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 105. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes. In emergencies and when 
there is a bed available and no waiting list exists for that particular category of 
patient. Also, all service-connected cases are admitted without placement on 
waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,580; approved, 2,594; rejected, 875. 
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V. Hospital staff 


_ (Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (-++-) or 
decrease (—) 
from 1956 
Dee, 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and 21.04 22.0 +. 96 
3. Physicians, residents and interns__...........-...-.. 18. 30 19.8 +1.5 
4. Physicians, consultants and 13.8 +2.7 
$. Dentists. 3.0 3.0 0 
108.0 104. 6 —3.4 
8. Therapists and technicians ! 30.0 29.2 —.8 
5.0 6.8 2+1.8 
10. Office of manager, personnel, and finance_........... 16.3 17.6 +1.3 
21, 4.3 4.7 +.4 
12, Other food-service employees..............-------..- 74.0 67.0 —7.0 
14, Engineering maintenance (excluding laundry) .. 25.0 24.0 —1.0 
15. Engineering operations (excluding laundry) 10.0 
17. Special services... 7.0 
18. All other staff__.-- 125.1 125.3 +.2 


1 In physical medicine, dentistry, laboratory, X 
2 Increase due to paid student social workers, University of Oklahoma. 


19. (a) Number of member-employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 15. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 15. 

(c) Average days of hospitalization of patients reported in (b): 150. 

22. Number of patients in day hospitalization: 1. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service__-__.-.---- 81 77 1 69 
Average consultant or attending $1,012 $1, 069 $654 
Total amount to all consultants and attendings ?___.____- $82, 000 $82. 350 1 $45, 125 
1 July 1 through Dee. 31, 1958. 
_ ? Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The quality of patient care depends largely on the interest, alertness, and store of 
information of the physician. It is axiomatic, then, that the educational program 
here is vital to the best care of the veteran. The research program in this hospital 
has contributed a great deal to the individual patient indirectly by its major role 
in the teaching program. Direct benefit to the veteran has also resulted from 
research activities. Certain unusual laboratory tests are available through 
research facilities which enable diagnoses to be made—such as magnesium deter- 
minations, steroid determinations, and special chromatographic techniques, and 
proper therapy to be given—such as osmolality studies on body fluids. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
.ing (pro- 
gram ) 
2, Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools. eS re Fe 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Eligibility category aut 
Without! 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 90 1 2 6 12 66 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. ..........-........ 78 0 0 0 12 66 
(i) Patient has compensable serv- 
ice-connected bility.....- 15 0 0 0 3 12 
(2) In receipt of VA pension. -____- 23 0 0 0 1 22 
3) In hospital more than 30 days. 4 0 0 0 5 9 
4) Other-. 26 0 0 0 3 23 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 13. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing. any changes since January 1957? (Include an 


estimate of the cost of the collection program to the hospital during calendar year 
1958.) We follow the procudres outlined in VA interim issues 10-424 and 10-434 
supplemented by special procedures in connection with Oklahoma workmans’ 
compensation claims worked out with the chief attorney, VA regional office, 
Muskogee, Okla. Estimated cost of the collection program for calendar year 
1958 was $3,870. This does not include cost of participation of legal division, 
VA regional office. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 39. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? In every instance, the admitting 
physician makes an estimate of the probable cost in the community hospitals of 
the.care required. This estimate is given to the applicant at the same time he is 
asked if he is financially able to pay. The applicant is given every opportunity 
to discuss the subject fully and completely with either the admitting physician, 
eligibility clerk, or registrar as appropriate. 

8. In your opinion are there abuses of non-service-connected care? Any pro- 
gram of this magnitude is certain to suffer some abuse, particularly when the 
applicant is empowered by law to make the key decision himself. There does not 
appear to be any widespread abuse however. Use of the 10—P-10a and the 
considerable publicity given to the subject in recent years seems to have dis- 
yg many who might otherwise be tempted. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
Average daily patient load. 364. 0 438.0 435.0 435.0 440.0 
6) Full-time equivalent staff. 558. 1 612.6 611.8 594. 0 598. 2 
(c) ELIS, $2, 761,819 | $3, 150, 362 | $3,199,876 | $3,508,882 | $3, 764, 445 
Salaries of staff 2, 188,053 | 2,518,321 | 2,626,812 | 2,890,107 | 3,139,515 
18, 843 25, 428 24, 776 18, 373 23, 151 
Communications.___._._.....-...----- 13, 499 12, 491 12, 024 13, 123 13, 695 
) Utilities (gas, coal, water, etc.)_......- 49, 400 1, 51, 650 54, 106 55, 410 
155, 371 184, 237 184, 403 183, 366 185, 769 
i) Drugs and medicines_...____.....-__-- 86, 889 99, 137 104, 157 111, 052 133, 550 

) Medical and dental supplies......____- 61, 823 76, 957 73, 558 82, 420 , 

) t acquisitions including equip- 

87, 394 72,096 26, 499 42, 276 20, 270 
(@® All other... 100, 547 110, 327 95, 997 114, 059 113, 948 
(m) Cost per discharged patient. 735 6065 557 688 688 


: Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 


| 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, but we believe that the quality of 
medical care could be improved further by providing additional professional and 
other personnel. Also, as our eet continues to age, maintenance and 
replacement costs will increase. These costs are relatively low at the present 
because of the newness of the hospital. As this equipment needs to be replaced, 
it will require additional funds. No funds of any consequence are being set aside 
in the primary fund allocation for such costs at the present time. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Central office 
publishes periodic statistical tables comparing all VA hospitals in numerous fields 
of activity. They are of some value if hospitals of approximately the same size are 
compared. Even then, other factors than size are often different enough to make 
the comparison invalid. These tables do give us a means of knowing what other 
VA hospitals are doing and are very valuable for that purpose. Comparisons 
with civil hospitals seem appropriate in some areas, inappropriate in others. A 
limited amount of such information is available through the American Hospital 
Association and similar organizations, as well as from central office. Civil hospi- 
tals have some problems we don"t have and vice versa. Responsible officials are 
aware of this situation. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.09. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.67. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel. Eight nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for reeruit- 
ment? Quarters on this station are inadequate for physicians with children. 
Where quarters are adeqate, they are an added attraction. Approximately 1% 
years ago, we were recruiting a director of professional services who was very well 
qualified for the position. He would have accepted a position at this hospital, 
but since the quarters were not adequate for his needs, he went elsewhere. For 
managers and directors of professional services who are subject to transfer more 
frequently than other chiefs of service, adequate quarters on the station are very 
important. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $11 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Rising costs of everything. Salaries, 
drugs, equipment, supplies, services, food, utilities, burials, and prosthetic ap- 
pliances are some of the items which have increased in cost. Expansion of the 
various professional programs, while contributing immeasurably to the quality of 
medical care, also results in increased costs of operation because these programs 
involve higher priced personnel and increased usage of expensive services and 
supplies. Payment of uniform allowances to certain employees and the direct 
charge to each hospital budget of the employer’s share of civil service retirement 
and insurance and social security benefits have increased costs significantly. 
The effect of this is that we must cut in other places with resulting loss of efficiency 
and we must defer essential maintenance and other new beneficial programs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralization of budget control to division and service level 
with each official made responsible for an accurate accounting of his funds. 
Improved communications regarding budget and fiscal matters. Frequent dis- 
cussion at staff conference of the problems involved. Dissemination to the ap- 
propriate staff members of information such as costs, status of funds, trends and 
other statistics and facts. The budget advisory board, composed of key staff 
members, meets regularly to advise the manager on these problems. A syste- 
matic review of all programs is conducted annually in accordance with central 
office directives. 
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10. Laundry service: 


(a), What was the utilization of laundry per patient-day during calendar year 
1958? 


Total Number per 
number patient-day 


1.6 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
, semper: memorandum accounts: Per piece, $0.0286; per pound, 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0534; per pound, $0.0692. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? We try very hard not to permit 
the status of the average daily patient load to be used as a basis for decisions 
regarding admission or discharge of patients. 

12. How many operating beds could be closed if we were not forced by the 
average. daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $22,120. 
(2) Visits to hospitals by patients on CBOC status: 3,860. 
(3) Cost per visit: $5.73. ; 


1X. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Specific delega- 
tions of authority. Cite examples: (1) Use of the primary fund allocation with 
responsibility to operate hospital within budget with a minimum of central 
office restrictions on funds; (2) elimination of numerical personnel ceilings; 
(3) decentralization of position classification; (4) considerable progress in the de- 
centralization of appointment authority for D.M. & 8S. personnel; (5) continuing 
liberalization of authority in such fields as procurement, construction, employee 
travel, and others; (6) encouragement to solve problems whenever possible at 
the local level. 

P ©), your hospital had an internal audit of its administrative opera- 
ions 0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Quality of patient care would be further improved. 
A carefully selected joint team composed of people thoroughly informed on VA 
as well as outside non-Government hospital activities could conduct the best audit. 

(d) The area medical director’s office is rega.ded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. In most instances, we receive good ideas and con- 
structive criticism from these visits. 
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(2) Of what value would you think these visits are to VACO? Probably 
quite valuable as this is one of the principal means of keeping central office 
informed of the operations of individual hospitals. 

(3) Would less frequent visits be more useful? No. The size of the St, 
Louis area now limits the interval between visits to 12 to 18 months. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the gees pemeee development program directed toward making good 
employees or good managers? he management development program at this 
station is designed to improve the employee on his present job and also to prepare 
him for more responsible positions—usually the responsible positions will be in 
the employee’s present line of work—not managers of hospitals, offices, etc. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 
Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Conversion of 4 passenger elevators to automatic control ee for fiscal year 1962) __- 76, 000 
Pulmonary function laboratory, rooms B-813, B-813a and B-810a_____..............-.....- 4, 400 
Air conditioning 8th floor north, 100 percent outside air '.____._.........-....-----------.-- 24, 000 
Gastro-enterology laboratory, rooms B-806 and B-807__-.............--..--..-.--------.--- 12, 300 
Cardiovascular laboratory, rooms B-814, B-8i4a, B-815 ..............-...-.---.-----.--..-. 8, 600 
Surgery, chemical and metabolic laboratories, B-829—B-831..................-.----..------ 15, 400 
Purchase of additional land for future expansion of parking facilities._....................-- 150, 000 


1 Critical areas which need immediate air conditioning. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. None. 
(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Resurface ambulance drive and install new curbs._................----..------------------- 1,700 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replacement of insect screens with louvered cool screens. = 
Cover concrete corridor floors with asphalt tile. .......... 1,000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Alterations to lethong, room and changes to administrative space in registrar division_____. $1, 800 


1 Critical areas which need immediate air conditioning. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Refrigerated ice cream cabinets.............-...-.-.-.-- 1, 950 
Replace grounding equipment in s ry 3, 915 
Film developing tank 7 feet by 24 inches by 54 inches_-_-.-_.............-.---.-.-.-.-...-.-- 1, 065 
Film developing tank 60 inches by 36 inches by 6 inches.._...........-.-.-.....-.....-.-.-- 1, 259 
Developing tanks: 1 20-gallon; 1 40-gallon tank-..............---...-.----.----.-.-.-------- 4, 194 
Film developing tank, 60 inches by 24 inches by 534 inches_-__..........-....-....-.-.-.-... 1,000 


3. What, in your opinion, are the most pressing needs in your installation? 
A. Maintenance items: 
1. Air condition entire hospital. 
2. Additional parking areas for patients, employees, volunteers, and 
visitors. 
B. Other needs: 
1. Increase of primary fund allocation by at least 10 percent. 
2. Employees in critical areas. We are badly in need of a full-time 
radiologist and a full-time psychiatrist. 


CAMP WHITE, OREG. 
I. General 


Name of hospital: Veterans’ Administration Domiciliary. 

City and State: Camp White, Oreg. 

Type of services: Domicile, yes; formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Henry C. Herzog. Appointment to Camp White effective 
December 14, 1958. Twenty years’ responsible administrative experience of 
which last 12 years were in hospital administration serving as assistant manager 
at Veterans’ Administration Consolidated Center, Wadsworth, Kans., which 
consisted of Wadsworth Division, 944 G.M. & S. beds and 1,080 domiciliary 
beds, and Excelsior Springs Division, 120 TB beds. Member of American 
College of Hospital Administrators, A.B. and M.A. degrees. 

(b) Assistant manager, Banks I. Paul. M.S. degree in hospital administra- 
tion, Columbia University. Administrative residency, Veterans’ Administration 
Hospital, Brooklyn, N.Y. administrative assistant, Veterans’ Administration 
Hospital, Brooklyn, N.Y., 1 year; administrative assistant, Veterans’ Adminis- 
tration Research Hospitai, hicago, 14 months; special assistant in office of 
manager, Veterans’ Administration Hospital (G.M. & S. consolidated), Pitts- 
burgh, 244 years prior to assignment at Camp White, Oreg., effective March 23, 
1958. _Member of American College of Hospital Administrators. 

(c) Director, professional services, A. S. Anderson, M.D. Nineteen years’ 
medical administrative experience. Last 114 years was chief of P.M. & R. 
service, Veterans’ Administration Hospital, Roseburg, Oreg. At intervals during 
this time was acting director professional services. Fourteen months prior to 
assignment at Veterans’ Administration domiciliary, Camp White, Oreg., effective 
apt 11, 1958, was clinical director of State hospital, North, Orofino, Idaho. 
B.S. and M.D., University of Kansas. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Pa a Neuro- | G.M. & 8. 
ic | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
1. Type ef bed not required bor curs | 
rent operating plan regardless of 
10. Average daily patient load for 12 
months ending Dec. 31, 1958......... 894 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 


14. Number of patients sent to trial visit during .- 
15. Number of patients on trial-visit status as of Dec. 


ya 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular discharge...............- 170 179 102 
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IV. Waiting lists 


1. Number of eligible applicants not by hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA/| Not yet 
hospitals {hospitalized 
2. Domiciliary care: Total applicants.. -.- 106 9 106 0 106 


2. pow many members are scheduled for admission subsequent to January 12, 
1959? 15. 

3. What system do you use for scheduling admissions from the waiting list? 
We follow priorities prescribed by VA Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None, unless State home members were considered 
potential admissions. 

5. Are members admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Service-connected cases 
and hospital transfers are not placed on waiting list. All others are when beds 
not available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 488; approved, 414; rejected, 74. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1 269. 4 1 247.0 —22.4 

2. Physicians, full- and part-time. -.............-..-.... 4.0 5.0 +1.0 

3. Physicians, residents and interns.__................- 0 ae 

4, Physicians, consultants and attendings.............. 4 2.6 +.2 

8. Therapists and technicians *_.....................--. 6.0 6.8 +.8 

10. Office of manager, personnel, and finance... 15.0 14.6 —.4 
12. Other food-service employees.......-...---- 59.0 55.0 —4.0 
13, Laundry (central linen room). 2.0 0 —2.0 
14. Engineering maintenance (excluding laundry) .--.--- 23.0 27.0 +4.0 
15. Engineering operations (excluding laundry) --.--.--.-- 39.0 31.0 —8.0 


! This figure includes 141 member positions which are considered 0.3 of full-time employee. 
? Includes 1 dental consultant and 10 medical consultants. 
‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 144; annual 
wage (average), $791. 

(6) What is the value of this program to the member and to the hospital? 
This program proves most valuable as a dual function: (1) It is most useful in the 
rehabilitation of domiciled veterans. In many cases it leads to rehabilitation 
and advanced training in a skill already qualified in by the member. In other 
cases where the veteran member had such a skill that due to a disability or ailment 
he can no longer perform it this program becomes invaluable in training the 
member in and allowing him to master a new trade or skill which he may be able 
to follow upon rehabilitation. (2) It also provides the domiciliary the privilege 
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of utilizing skills in carrying on certain functions of operation by the use of member 
employees which could not be accomplished because of the high cost if it were 
Syd that civil service employees perform the duties or carry out the functions. 
While it is not the intention to substitute member employees at the reduced 
member salaries for civil service personnel, the program becomes invaluable in 
allowing the station to ———- the civil servant with additional help through 
member employment at the reduced compensation. 
; 20. daa was number of guards on duty December 31, 1958? 4 civil service; 
member. 
24. For consultant and attending physicians, show below the required data, 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -__.......- 9 9 ll 
Average payment consultant or attending !___............ $49 $48 $49 
Total amount to all consultants and attendings !____..__- $9, 475 $9, 350 $10, 025 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultan 
attendings” 


VI. Research and education 


2. For — without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? Better understanding and improved care for geribtric- 


type veteran. 
VII. Eligibility and ability to pay 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar vear 1958? one. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? None as to cost; however, the 
significance of the addendum is explained. 

8. In your opinion are there abuses of non-service-connected care? We are not 
aware of any. 

9. Percentage of members as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load__........._- 823.0 822.0 859. 0 862.0 925.0 
(b) Full-time equivalent staff.............. 259. 2 256. 8 251.6 249.1 247.3 
(ce) $1, 491, 682 | $1, 652, 576 | $1, 667,879 | $1, 743,887 | $1, 824, 839 
a eee 905, 575 979, 883 | 1,000,689 1,120, 130 1, 170, 176 
4, 735 2, 716 4, 340 4, 147 6, 630 
Cg ON eee eee 5, 758 5, 378 5, 781 5,117 5, 318 
(9) Utilities (gas, coal, water, etc.)_.......- 104, 067 105, 509 108, 861 116, 597 121, 258 
247, 589 241, 413 245, 398 238, 233 259, 592 
(i) Drugs and medicines. .-...............- 13, 763 lo, 357 21, 813 23, 680 25, 450 
(j) Medical and dental ——e i tksnniwdaliices 4, 107 4, 855 8, 866 7, 657 10, 084 

(k) Asset acquisitions including equip- 
SRN Sb ediieknadcwecteadesbutengaad 45, 204 80, 297 60, 140 16, 788 15, 232 
160, 884 216, 168 211, 991 211, 538 211, 099 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the poo’, fund allocation is sufficient to provide an 
acceptable standard of medical care? If the revised primary fund allocation of 
November 12, 1958, is not reduced in any fashion and we do not incur any major 
unanticipated expenses, we can continue to provide an acceptable standard of 
medical care. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Our best compari- 
son is with the other two straight domiciliaries, Thomasville, Ga., and Clinton, 
Iowa. These statistics are studied and utilized as a guideline only since there are 
several known peculiarities at each station. We are not offered any comparisons 
with civilian or State institutions of asimilar nature. To a large extent this stems 
from the fact that we are unique in developing and pioneering a planned living 
program, 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.850. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.871. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All members receive the same ration with the exception of those requiring 
a modification of the diet due to a specific condition. The need for a modified diet 


is determined by a physician and ordered by him. 


6. (2) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 6 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters prove quite important in maintaining staff and for 
recruiting certain staff members. There are those categories of employees which 
fall into the critical staffing category, and are quite often difficult to secure. 
This station is classified as isolated and the operation of personnel quarters pro- 
vides a pool of employees to meet any situation. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? ‘ 

7. What, in your opinion, is the capital value of this installation (all buildings) 


based on a replacement cost? $6, 100,000. 

8. What factors have operated to change the costs of domiciliary operation? 
Please explain the effect of these factors. Increased cost of salaries. Replace- 
ment of obsolete and unserviceable equipment. Increase in cost of provisions, 
fuel, drugs, etc. Renovation, maintenance, and repair of station buildings and 
grounds required as a result of conversion of abandoned wartime military installa- 
tion into a permanent VA domiciliary. The general effect is that although the 


; 
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primary fund allocation has been increased from year to year such increases have 
not i pace with the increased costs as cited above. 

9. What internal 0. aoe have you developed to engender cost consciousness 
at your station? (1) Decentralized budgetary controls, allocation of funds to 
operating officials with responsibility for controls; (2) station budget committee; 
(3) constant program of education in economy in use of lights, heat, water, 
garbage disposal, and care of property. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pieces 544, 064 1.67 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum costs accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pur of making VA laundry opera- 
tions comparable with commercial laundries. N?P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.114; per pound, $0.151. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.115; per pound, $0.152. 

(c) If laundry service is furnished by commercial contract,* provide informa- 
tion as to, and evaluate such service according to, the items listed below. If 
such contract service has replaced VA laundry service, relate such information to 
your experience with VA laundry service, making pertinent comparisons. 

1) Quality: Very good. 
(2) Timeliness: Very good service. 
(3) Cost: Average $0.104 per piece. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? This 
station has had contractual services since activation. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? (1) Budget. The 
use of heat! fund allocation allows flexibility to meet operating needs. (2) 
M. & R. programs can be initiated and pursued at station level with far less 
restrictions than previously existed. (3) New manuals resulting from reorgani- 
zation were much shorter and omitted many detailed procedures and emphasized 
managerial discretion. 

1. (6) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair Me peer medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It could mean the actual developing of methods 
to improve and measure the quality and standards of patient and member care. 
A joint team which is unbiased and thoroughly objective in all their findings 
and recommendations. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are useful. They allow procedural, technical, and pro- 
fessional aspects of all programs to be reviewed. This stimulates and enables 
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station officials and management to reevaluate objectives, correct deficiencies, 
and to obtain information regarding latest developments or trends in the 
programs being surveyed. 

(2) Of what value would you think these visits are to VACO? They 
should provide VA central office with the general status of operation of all 
field stations. 

(3) Would less frequent visits be more useful? Our feeling is that these 
visits should be made not less than once each year. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Our understanding of the basic philosophy of the 
program is that it should produce better employees and better managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 

Not programed, or under consideration for fiscal year 1962: 1. Convert from 
coal to oil fuel for accomplishment in fiscal year 1962. 2. Automatic sprinkler 
system for warehouse and shops, building 223, arts and crafts; 225, supply ware- 
house; 226, supply warehouse; 227, bap. ec warehouse; 229, engineer offices, 
electricity, plumbing, and steamfitters shops; 230, carpenter shop; 233, garage; 
235, paint shop, to be considered for future program. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Installation of concrete porches and ramps __-.-.....-..-------------------+---------------- 4, 860 
onnect blower system in carpenter. ShOD. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
3. Replace fioor tile in 3 buildings, 208, 209, and 210.................---.-----...--.--------- 6, 433 
4. Replace lighting fixtures, buildings 216, 217, and 218_............--..---.-..----.-------- 6, 480 
& Replace lighting in 3, 500 
6. Repair to poles, power distribution systems ____............-..-..-.-------------------- 1, 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment). 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1, Renovation and modernization of domiciliary buildings _-.-.........-.-----.----------- $337, 912 
5. Surface parking lot east of building 201 (clinic) .............----.------------------------- 6,417 
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(b) Minor betterments costing less than $2,000, excluding equipment: Enlarge 
greenhouse 10 by 40 feet, $1,600. 
(c) Replacement and new fixed equipment costing over $1,000: 


i 


3. Dishwashing machine 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Renovation and modernization of domiciliary buildings; (2) repair af steam 
return lines; (3) fixed equipment, kitchen. 


PORTLAND, OREG. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Sam Jackson Park. 

City and State: Portland, Oreg. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; domicile, no; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 

(a) Manager: J. Gordon Spendlove, M.D., excepted appointment, permanent. 

(b) Assistant manager: Virgil I. McIntyre, A.B., career. 

(c) Director, professional services: Hardy A. Kemp, M.D., excepted appoint- 
ment, probational. 

II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Neuro- | G.M. & 
ric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 555 128 0 32 395 0 
555 128 0 32 395 0 
Beds not in use (unavailable): 
3. 0 0 0 0 0 0 
4. In process of activation...._._._._- 0 0 0 0 0 0 
5 0 0 0 0 0 0 
6. 8 not recruitable: Beds re- 
0 0 0 0 0 0 
7 Type of bed not required for cur- 
rent operating plan regardless of 
a Oat CEs 0 0 0 0 0 0 
8. 0 0 0 0 0 0 
9. Patients remaining...._.__..__.______- 508 124 5 45 334 0 
10. Average daily patient load for 12 
months ending Dec. 31, 1958______- 497 19 0 46 332 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or : 
'b) Percent of total patients re- 
maining (line 9)... 57.4 45.9 0 31.1 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 56.0 45.0 0 0 80.0 


1 Includes neurological patients. 


| 
Irre 
De: 
| si 
no 
ve 
ne 
| 
or 
al 
Oo} 
ve 
ef 
d 
fi 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1315 


II. Bed capacity and patient load—Continued 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year___ 13 19 10 22 
15, Number of patients on trial-visit status as of Dec. 31 - 6 9 2 ~ 


16. (a2) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
5, 016 4, 553 5, 139 


(b) If there are trends in any of the components above, 
significance and impact on the activities of your hospital. 


lease describe their 
0 significant trends 


noted above. However, it seems significant that these and subsequent age sur- 


veys may continue to reflect an increasing nursing workload in view of special 
needs of aging persons, physically and emotionally, and future planning may well 
require consideration and revision of staff patterns to withstand a greater impact 
on time available for a major patient group. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. TB beds were reduced from 138 to 128 
effective December 31, 1958. Total bed capacity reduced from 565 to 555. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 28.4 days (1957 
figure as reported by central office TWX). 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 
A 18 12.2 
Subtotal gastrectomy for duodenal ulcer_-.............---------------------- 21 28.9 
8 0 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) We have a vigorous and active affiliation program with the medical 
school which stimulates our residents to see as many patients as possible. (2) We 
have an active posthospital followup program. (3) Our social service depart- 
ment participates in discharge planning. (4) The subject is repeatedly discussed 
in medical staff meetings and the importance of shortening length of stay is 

(6) What improvements have you made since your last report to this com- 
mittee? We have increased activity in our affiliation program, particularly in 
the area of neurosurgery, urology, aud orthopedics. In addition we have em- 
ployed a full-time section chief in urology, a full-time section chief in gastro- 
enterology and a full-time assistant chief of surgery. By doing this we have 
stimulated and accelerated our treatment programs. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) igures maintained by social 
work service show that in 1956 57 patients required nursing home placement 
upon discharge. More than half of the men, 32 or 56 percent, were over 65 
and 7 were over 80 years of age. In 1958, 92 patients required nursing home 
placement upon discharge and 60.8 percent of these were over 65, 13 were over 
80. Delays incident to enlisting support and consent of relatives to nursin 
home placement contributed to prolonged length of stay after patients reach 
maximum hospital benefit. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Very little since 
this is being accomplished under the NBO program presently in use. Prehospital 
care and preparation would have an effect of reducing length of stay. 

(b) What effect would such a program have on your cost of operation? We 
are presently spending an estimated $43,971 per year on NBO program. To 
expand this further to include prehospital planning as mentioned in 4(a@) above 
would further increase expenditures. : 

5. What would you suggest to further reduce hospital stay without impairi 
care? A more de nitive NBO program including one with recognized financia 
support. 

® What is needed to improve turnover of patients? See 5 above. 


IV. Waiting lists 


1. Number of eligible applicants pat re hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total connected 
care 
Total Innon-VA}| Not yet 

hospitals |hospitalized 

0 0 127 0 127 
0 0 0 0 0 

0 0 127 0 127 

2. Domiciliary care: Total applicants._.__- 0 0 0 0 0 


Rg many patients are scheduled for admission subsequent to January 12, 
1 ine. 

3. What system do you use for scheduling from the waiting list? Applications 
are categorized by disease and bed allocation. Once weekly we review applica- 
tions, estimate vacant beds and select patients to report for hospitalization. 
Selection is based upon date of application (oldest first) and bed category 
availability. 

4. In addition to the persons reported in reply to — 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,’’ please describe the circumstances. Yes. The veteran requiring 
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admission for service-connected disability is never placed on waiting list. Emer- 
gency admissions are excluded from the waiting list. _ If no waiting list exists, 
weunn are admitted as soon as determination of medical and legal eligibility 
are made. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,742; approved, 2,776; rejected, 966. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 
Be 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 

Hospital staff on duty Increase (+) or 

decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1 | 1939 791 —148 
2. Physicians, full- and part-time. -_............-....--. 21 23 +7 
3. Physicians, residents and interns ____............--. 32 41 +9 
4. Physicians, consultants and attendings............_- 53 61 +8 
Oe 128 130 +2 
142 140 —2 
8. Therapists and technicians ?__..______.........-...-- 43 42 -1 
10. Office of manager, personnel, and finance-.---------- 135 20 —15 
12. Other food-service employees..___---......-.-------- 102 105 +3 
132 0 —32 
14. Engineering maintenance (excluding laundry) ------- 176 27 —49 
15. Engineering operations (excluding laundry) - - - ------ 1 66 20 —46 
18. 1161 137 —24 


! Dec. 31, 1956, figures showr include personnel of both Portland and Vancouver Divisions. Separate 
records were not maintained. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? Six. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
None. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... .....-.-- 57 69 69 
Average payment per consultant or attending !_............-.- $1, 500 $1, 200 $900 
to all consultants and attendings $86, $83, $63, bi 


' Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
A sound research and education program attributes to holding and attracting a 
superior staff from service chief to section chief, to residents, inclusive. Superior 
physicians render superior service. Thus, at their hands, the contribution to 
patient care is greatly enhanced. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools. pea 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and surgical 
and neurological 
All Tuber- With insurance ! 
Eligibility category patients | culosis a Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 


1 Any form of prepayment insurance. 


Nore.—If a patient for a non-service-connected be in more than 1 
of the categories in (c) above, him only in that category appearing in the 1 4 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 1. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection prosram to the hospital during calendar 

ear 1958.) (1) Obtain assignment; (2) notify insurance company of possible 
iability; (3) bill insurance company at end of 30 days or following discharge; 
(4) file hospital lien in a: plicable cases. 

4. Compare amounts billed to insurance companies, veterans, and employers 

and amounts collected: 


Calendar Calendar year 
1957 1958 


10, 150 4, 766 
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5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 11. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Applicants whose total assets 
equal or exceed $4,000 and/or whose monthly income exceeds $400 are counseled. 
Examining physician estimates length of stay and types of operations anticipated. 
The cost in a private hospital is then computed at $40 per day plus the operation 
as given in the Oregon State fee schedule. The veteran is then informed of this 
amount and requested to sign the oath. 

8. In your opinion are there abuses of non-service-connected care? Only in 
those instances reported under No. 6. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load--_-______._-- 499.0 501.0 500.0 497.0 500. 0 
(6) Full-time equivalent staff__.__........ 734. 5 719.3 686. 4 604. 4 693. 4 
2 $3, 845, 065 | $3, 866,885 | $3, 903, 637 | $4,349,604 | $4, 533,171 
(@) Salaries of staff 3_....................-- 3, 043,323 | 3,163,509 | 3,199,777 | 3, 637.455 3, 830, 325 

21, 324 24, 198 23, 124 31, 742 
ne 14, 913 16. 640 20, 859 18, 874 19, 115 
) Utilities (gas, coal, water, etc.) .._..._- (*) 21, 037 20, 799 21, 190 22, 300 
197, 778 197, 103 193, 746 204, 130 202, 967 
(i) Drugs and medicines................-. Q 88, 787 95, 183 101, 387 107, 264 
f Medical and dental supplies_._.._____- ‘ 95, 843 95, 173 96, 898 101, 199 

) Asset acquisitions including equip- 

126, 887 47, 798 66, 059 36, 200 1, 862 
451, 840 211, 970 188, 917 201, 728 215, 757 


‘Ad for common services: Show all costs to nearest dollar of actual cost. 
2 Includes $29,376 nonbudgeted costs and $19,812 nonbudgeted asset acquisition. These costs were not 
separated from budgeted costs until fiscal year 1956. 
Including all payroll —— accounts. 
‘ Nonbudgeted utilities included with budgeted utilities; therefore, no breakdown available. 


2. Do you believe that the primary fund allocation is sufficient to provide an 


. acceptable standard of medical care? Yes. For maintenance of an acceptable 


standard of medical care. It does not provide sufficient funds for the concom- 
mitant maintenance of physical plant and equipment and as a result we have been 
forced to reduce the amount of money for these areas while maintenance of an 
acceptable standard of medical care is accomplished. 

3. Does the allotment of funds on the basis of ~~ ¥ daily patient load increase 
or decrease the patient’s length of stay? How or why? No effect at this hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What inpeewensanin seem 


possible? Have they been discussed with responsible officials? Statistical com- 
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parisons with other VA hospitals are available. Comparisons with civil hospitals 
are not appropriate because of differences. The VA statistical analyses should be 
further refined to include more detailed breakdown of cost centers. This has 
been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.039. 

(b) What is the cost per served ration for all other food service activities trom 
July 1, 1958, through December 31, 1958? $2.389. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? VA regulations allow a 30-percent increase in certain food groups and 10 
percent in the remaining food groups for TB and paraplegic patients. A 10-per- 
cent increase is allowed for G.M. & S. patients over the ration allowance for 
psychotic patients which is the basic allowance. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel; None. 

(b) How important are these quarters in maintenaning staff and/or for recruit- 
ment? These quarters are absolutely necessary to provide a necessary incentive 
to key personnel and to provide that key employees be on the station in event of 
an emergency. 


(c) What additional quarters do you believe would add quality or stability to. 


your staff? None. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $13,750,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) The pressure of rising costs; (2) the 
age of the physical plant (all buildings are 25 to 30 years of age except building 25, 
oe fp in 1950); (3) the demand for more efficient but more costly equipment 
and drugs. 

9. What internal programs have you developed to engander cost conscious at 
our station? We have decentralized financial management to the operating 
evel utilizing the cost center method. Statistical analyses are distributed to 
operating people along with statistical comparisons with similar stations. We 
feel that our staff is quite cost conscious and are trying to give the best as econom- 
ically as possible. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


r 

(b) What was the cost of laundry service during the last 6 months of calenda 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0337; per pound, $0.0428. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0399; per pound, $0.0507. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? (1) It is axiomatic that the higher 
the turnover the greater the per diem per patient. Costs of hospitalization are 
greatest in the early acute phases. (2) At VA Hospital, Portland, average daily 

eer load financing has no effect on the admission of people who do not require 
ospitalization. Our problem is to find beds for those who do. 
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12. How many operating beds could be closed if we were not forced by the 
average a f patient load concept of financing just to maintain an —- daily 
patient load so funds would not be withdrawn? None. The demand for beds 
at this hospital is greater than the approved average daily patient load. The 
waiting list on January 13, 1959, was 127. Patients are not retained in the hos- 
pital to maintain an average daily patient load. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? It would have no effect on the number of oper- 
ating beds. If money were specifically allocated for CBOC it would improve in- 
patient funds to the extent of the amount allocated. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $43,971. 
(2) Visits to hospitals by patients on CBOC status: 5,386. 
(3) Cost per visit: $8.16. 


IX. Miscellaneous 


1. The department of medicine and surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite ex- 
amples. Decentralization of internal budget controls. More authority in local 
— We are unaware of any case where decentralization has been di- 
minished. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 


‘ (1) Was the team personally experienced with hospital operation? Un- 
nown. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Their interest was in good practical administration. The mem- 
bers of the audit team were most courteous. 

(3) How was the internal audit valuable to your hospital? The solution 
of some problems became evident. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A professional medical audit would probably be 
productive of good. It should be conducted by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are helpful in that we learn how other stations in our 
area handle problems similar to ours. It’s helpful to hear explanation and 
clarification of central office thinking and policy on a personal basis. 
sistance is ably provided. 

(2) Of what value would you think these visits are to VACO? The area 
office has been defined as the “legs and ears of central office.’”’ Accurate 
observation and reporting is invaluable. 

(3) Would less frequent visits be more useful? Visits by area office con- 
sultants appear to serve little purpose in an affiliated hospital. Visits made 
by full-time area office personnel probably should be made oftener. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? We are unaware of directives, etc., re- 
centralizing operational authority. 

2. Is the management development program directed toward making good 
employees or good managers? This program was designed to improve the per- 
formance of an employee in his present position and in so doing make him identi- 
fiable as a management candidate. Some of these would be potential managers. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal 
year 


1960 | Modernization program H. and D.F. $1, 250, 000 
1961 | Modernization program H. and D.F. project, 2d phase. ................-.-.-.-.-- 500, 000 


Not programed or under consideration for fiscal year 1962: Modernization 
program continued: (1) Triple deck parking structure; (2) new canteen building; 
(3) new laundry building: (4) alterations, buildings 4, 12, and 25; (5) new west 
entrance road; (6) addition to building 1 for regional office ‘consolidation; a approxi- 
mate total, $2, '200, 000. Items 1 and 6 were deleted from phase 2 of the moderniza- 
tion program. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Amount 
| Refrigeration and air conditioning..................---.-.--2..2.s2s.seeseceseeseereeeeee. 2, 000 
Steam distribution (deferred maintenance and repair) ---..-.-.......----------------------- 5, 000 
Maintenance and repair of buildings (includes painting, electric, etc.) ................------ 20, 000 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
DEFERRED MAINTENANCE AND REPAIR 

3. Heplacemei of wood with to buildings @ and 9,000 
4. Tuckpointing and grouting to exterior masonry. 175, 000 
5. Electrical wiring including panels, wire size, lighting. cade 50, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


Description Amount 
Note.—Total allocated fiscal year 1959 funds including maintenance items listed above are: 


oreo 


excluding cost of replacing or adding new fixed equipment: 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


Fiscal Descrivtion 
year 


Maintenance and repair of buildings (includes painting, electrical, ete.)........... 


Refrigeration and air conditioning. . 
Maintenance and repair of buildings (includes painting, plumbing, etc.) -_-------- 


Bowes 


Blom 
8| 222222) S| 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


1, Move photographic unit room 10 to room 101, building 1__.............--.-------.------- 
3. Remodel cardio-pulmonary room, building 1, for additional storage_-.................--.. 
4. Remodel surgical suite for folding door, building 1_---............-..--..---------.----... 
5. Remodel Ist floor, building 12 for supply office and storage._...................---------- 
6. Remodel room 302, building 6 for animal feed storage... ......................-----------. 
7. Remodel room 305, building 6 for locker room._..............---------------------------- 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


Water still, steam-connected, 10 gallons per hour- -..........--..-----.--------------------- 


3. What, in your opinion, are the most pressing needs in your installation? 


(1) Appropriation allotment sufficient to place the hospital mission within our 
capability. I define our mission as follows: (a) To take the best possible care of 
sick veterans within an authorized average daily patient load; (6) to achieve 
program and personnel balance through central office approved projects; (c) to 
effect the necessary equipment replacement and to overcome obsolescence; (d) to 
effect the necessary maintenance and repair. (2) Needs beyond station capabil- 
ities: (a) Modernization, maintaining the hospital’s responsibilities to the veteran, 
sick, legally entitled, and making application for care here. (6) The immediate 
n of the first phase are (1) construction of a ramp between buildings 5 and 


25, (2) elevators, and (3) parking lots. 


Amount 
0 
| 1961 
f 
Amount 
; $1, 650 
1, 990 
1,850 
1, 700 
1, 995 
800 
1, 800 
i] 
) 
) 
) 
) 
) 
) 
) 
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ROSEBURG, OREG. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Roseburg, Oreg. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of— 
(a) Manager: J. A. Doering, M.D.; diplomate, American Board of Psychiatry 
and Neurology; certified mental hospital administrator; 1 year. 

(b) Assistant manager: J. R. Donachie, B.S., M.S., M.A., hospital administra- 
tion; member, American College of Hospital Administrators; 1 year. 

(c) Director, professional services: (Acting Director) J. A. Doering, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 

TB Psy- Neure- | G.M. & 8. 

chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed 

Operating 

Beds not in use (unavailable): 
Total 


1. 
2. 
3. 
4. 
5. 
6. 
7. 


rent operat 
staff availa 
8. Other 


9. Patients remaining 
10. Average daily patient load for 12 
months ending Dec. 31, 1958 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 of age or older: 


(6) Percent of total patients re- 
maining (line 9) 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


14. Number of patients sent to trial visit uring, asa 
15. Number of patients on trial-visit status as o! 31. 


Ir 
D 
A 
si 

Domiciles 
d 

Staff not recruitable: Beds re- 1 

Type of bed not required for cur- . 

I 
AGE OF PATIENTS t 
recent of total patients re- 
USE OF TRIAL VISIT | 
Calendar year 

1955 1956 1957 1958 

52 69 134 $2 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The trend toward 
placing | ae oo on trial visit only when appropriate followup program can be 

rovided. Patients are placed on CBOC status in lieu of trial visit when hospital 
acilities are available to patient and/or medical-social followup is desirable. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A regularly established length of stay committee routinely reviews all 
records of discharged patients. In addition, the acting director, professional 
services repeatedly discusses discharge planning with the psychiatric ward teams. 

(6) What improvements have you made since your last report to this com- 
mittee? Review of 100 percent of case folders of discharged patients as compared 
to spot checking. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Yes. The increasing age and 
chronicity of illness in the NP population increases the problem of post-discharge 
planning because of difficulty in employment; changes in family status; scarcity 
of foster or nursing homes, any or all of which may prolong the period of pre- 
discharge exploration and planning. 

4. (a) What would be the effect on length of stay if you were able to provi e 
posthospital followup care, as needed, on an outpatient basis? Not apparei t <8 
this care is offered through trial visit nonbed occupancy or completion of pat.ent 
occupancy care. 

(b) What effect would such a program have on your cost of operation? An 
increase in local trial visit followup, foster home care, NBO, and CBOC all 
encroach on the time of the hospital professional staff and have a significant effect 
on the pharmacy activity and budget, particularly psychiatric patients requiring 
hospital-furnished tranquilizing drugs until they are financially able to supply 
them themselves. 

5. What would you suggest to further reduce hospital stay without impairing 
care? In our opinion, the major problem confronting psychiatric hospitals is the 
difficulty in recruiting and maintaining an adequate social service staff to imple- 
ment the various programs designed to assist the long-term psychiatric patient in 
adjusting to the community. 

6. What is needed to improve turnover of patients? See 5 above, plus increased 
numbers of professional staff (physicians, psychologists, social workers, nurses) 


1956 1957 1958 
| 
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to operate a program of smaller or individualized treatment units. This is an 
ideal as currently the source of supply in these categories is scarce and present 
funds are adequate for our recruitment possibilities. 


IV. Waiting lists 


1. Number of eligible applicants pet ye hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total Innon-VA| Not yet 
hospitals [hospitalized 
1, Tetel 83 0 83 67 15 


am — many patients are scheduled for admission subsequent to January 12, 
1959? 5. 

3. What system do you use for scheduling admissions from the waiting list? 
Chronologically from numerical priority groups (according to VA Circular 18, 
1958) 


4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances: Yes; service connected applicants 
and those who present a true psychiatric or medical emergency. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 234; approved, 121; rejected, 81. 


V. Hospital staff 


(Report full-time queens employment or both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 
1, 396. 3 401.7 +5. 4 
2. Physicians, full- and part-time. 6.0 8.0 +2.0 
3. Physicians, residents and 0 
4. Physicians, consultants and .8 .6 —.2 
8. Therapists and technicians '____._.._.__............ 230.3 25.9 —4.4 
ce of manager, , and —1. 

12. Other food-service employees... 43.5 45.4 +1.9 
14. Engineering maintenance (excluding laundry)... ___- 21.9 21.0 -.9 
15. Engineering operations (excluding laundry) - -__-_.._- 19.0 16.2 —2.8 


1In medicine, de , labor: , X-ray. 
3 Includes 6 psychologists. 


19. (a) Number of member employees as of January 12, 1959: 17. Annual 
(average), $762. 

(6) What is the value of this program to the member and to the hospital? The 
member-employee program as operated at this hospital has proved to be a very 
beneficial transition — for patients to develop work habits in a commercial- 

lish habits of community social life; to acquire small savings; 


like setting; to reesta 


N 
A 
7 


to 
m: 
or 
al 
gl 
pl 
di 
1 
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to assist them when returning to the community and to acquire a work record to 
present to future employers. Although the hospital has benefited from the 
member employees’ services, at a fairly reasonable cost, it is our policy that no 
organizational unit will operate on a basis expectant of member employee assist- 
ance. Member employment is prescribed for the patient’s benefit, not for the 
benefit of hospital operation. 
20. What was number of guards on duty December 31, 1958? 6 (4 chauffeur- 
guards, 2 guards). 
21. (a) ba of patients on January 12, 1959, who are in industrial therapy 
rogram : ‘ 
F (6) Number of oe ai discharged during past 3 months who were given in- 
dustrial therapy: 33. 
(c) Average days of hospitalization of patients reported in (6): 552. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service--_-_-...---- 7 6 6 
Average payment per consultant or attending !____..-.....__- $938 $1, 149 $1, 198 
Total amount paid to all consultants and attendings !__....___ $6, 565 $6, 891 $7, 188 


! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time —_-. 

a 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(a) Research: All research activities at this hospital are in the field of behavior 
and proposed to determine ways and means of improving the therapeutic program 
locally and of general interest to the profession; (b) the educational program is 
designed to improve the professional and/or administrative skills, knowledges, 
and techniques of hospital personnel, directly or indirectly, to improve patient care. 

Amount of available in fiscal year 1958: 


Foreducation 
Research! | and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post 6 Sa eS te 
3. Grants from other sources administered through affiliated medical schools. a ....... 


' Research program approved in fiscal year 1959. 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days. 


! Any form of prepayment insurance. 


NoTE.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


3. What action do you take to collect payment for hospitalization under insur- 
ance plans emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Follow through with procedure set forth in interim issues 10-424 and 
10-434. Have had no collection in 1957 or 1958 as reimbursement for mental 
treatment not included in most hospital insurance plans. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: None. 
be > Is the addendum filled in before or after the oath of inability to pay is signed? 

efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? one. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veteran is given an estimate 
pa prevailing cost in community hospital as well as indicated medical and surgical 
ees. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

73 27 100 
50 50 100 
29 71 100 

0 100 100 
76 24 100 
45 55 100 


(@) 

(0) 

(i) 

(k 

(n 

b 

World War 
, 
Spanish-American War- 

= 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load_.__.._____- (4) 631.0 630.0 629.0 575.0 
(6) Full-time equivalent staff. () 397.7 400. 3 399.4 400.0 
(c) $1, 879, 003 | $2,068, 546 | $2, 180,964 | $2,392,446 | $2, 454, 564 
(> Of 1, 443, 565 1, 596, 724 1, 680, 311 1, 866, 498 2, 001, 163 
912 1, 469 11 06 
(f) Communications...................... 6, 546 5, 995 7, 186 6, 996 7, 011 
) Utilities (gas, coal, water, etc.).....__. 65, 000 | 66, 614 70, 997 70, 200 70, 930 
213, 140 214, 194 211, 866 216, 908 204, 034 
(i) Drugs and medicines.............._.-- 8, 937 23, 719 32, 545 40, 431 40, 413 
(j) Medical and dental supplies__..______- 17, 500 18, 002 21, 590 22, 864 21, 236 
(k) Asset acquisitions including equip- 
33, 577 33, 986 50, 611 53, 622 10, 047 
@ 89, 826 107, 843 105, 289 114, 416 98, 663 
(m) Cost per discharged patient 4, 463 5, 807 8, 910 Oo | 


1 Not available. 

2 — for common services: Show all costs to nearest dollar of actual cost. 

3 Including all payroll analysis accounts. 

41955 and 1956 data are based on tabulations of 25-percent sample of discharge records and 1957 data is 
based on tabulations of 20-percent sample of discharge records. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of eyeree daily patient load increase 
or decrease the patient’s length of stay? How or why? Allotment of funds on 
the basis of average daily patient load, is not a factor affecting the professional 
judgment regarding patient’s length of stay. Remission of illness, social adapt- 
ability and plans for posthospital living are the major factors considered by the 
medical staff in determining discharge or trial visit. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? e have adequate 
comparison standards with other VA hospitals on monthly quarterly, and annual 
bases provided through VA central office. These are appropriate, particularly in 
instances where personal knowledge of comparable hospitals and pertinent diff- 
erences is known to the staff. Comparisons with civil hospitals is not appropriate 
because of differences in standards, methods of cost ree. staffing, etc. 
Classify hospitals in safety and accident statistical report according to type of 
hospital, i.ec., G.M. & NP. etc. 

5 (a). What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $C.914. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.907. 

(c) If all your patients are not on the same ration, what differences are there? 

hy? The ration is basically the same for all patients except for adjustments 
to supply nutrients during special phases of illness. Adjustments are in accord- 
ance with VA Manual M-2.3. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 14 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? We have no particular problem as it is only rarely that recruitment hinges 
upon the availability of quarters. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18 million (excluding fixed operating equipment). 

8. What factors have operated to change the costs of hospital operation? 
hee — the effect Boman factors. Increased use and high cost of tran- 
quilizing 


rugs; classified and wage board salary increases; increased maintenance 
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and repair of buildings due to aging hospital facilities; steady increase in medical 
supplies and subsistence items. The effect of the above-mentioned factors results 
in approximately 10 percent increase in per diem costs over 1958 and 40 percent 
increase over 1955 costs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? The establishment of a budget and personnel council with 
department heads as members of this group helps stimulate interest in budget and 
increases cost consciousness. Decentralization of departmental funds. Fre- 
quent discussions of costs of hospital operations at manager’s staff meetings. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number pationt-day 


885 4. 


1 
7 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0,037 ; per pound, $0.049. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? This concept does not affect 
the turnover rate of patients as that is a matter of professional judgment and 
patients are discharged when their condition warrants it. Patients are never 
admitted unless hospitalization is indicated. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. All veterans benefiting by 
CBOC are currently so handled at this hospital. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $57.26. 
a Visits to hospitals by patients on CBOC status: 7- 
3) Cost per visit: $8.18. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. ; 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. By the 
very nature and size of the VA certain authority must be centralized in the 
Department of Medicine and Surgery. However, field station managers have 
been given adequate operational authority commensurate with his responsibilities. 

(6) Has your hospital had an internal audit of its administrative operations? 


oO. 
(c) If a fair protensional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 


be conducted by a joint team? We believe that organized medicine has developed 
numerous yardsticks for a professional-medical audit and that local management, 
VA central office, and area office effectively utilize these in evaluating our hospital 
programs. 
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(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
In our experience, area office supervisory visits have been most helpful in 
bringing a fresh look and the experience and knowledge gained by visiting 
other hospitals and studying programs and operation. 

(2) Of what value would you think these visits are to VACO? very 
valuable as they present a firsthand and experienced report. 

(3) Would less frequent visits be more useful? No; from our experience 
at isolated stations, more frequent visits would be helpful. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? There have been no directives published 
that have recentralized operational authority to any great extent. 

2. Is the management development program directed toward making good 
employees or good managers? The primary purpose of management development 
is to improve hospital administration and develop the people who participate in the 
managing, thereby making good employees at all levels. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 

Not programed, or under consideration for fiscal year 1962: There is a definite 
need for the construction of an all-purpose recreational building; conversion of 
coal-fired boiler to gas or oil and complete modernization of boiler plant; auto- 
matic sprinklers for eight buildings; additional storm sewers; enclosed covered 
walkways between building No. 2 and building No. 1 and building No. 2 to 
building No. 17; replacement of a temporary quonset hut chapel by a modern 
structure. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacement of 200 existing window grills with detention screens_______________.---.------- $28, 000 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Replacement of 100 existing with detention screens (approved for 1960) ..........-----. $14, 000 

ing of roads and parking lots (approved for 1960)...............-......------------- 8, 000 

Enclose south porches, floors 1 and 3, building No. 2._..........-.------------------------- 13, 000 

placing existing grills with permanent partition in stairwells, building No. 2............. 7,000 
X-ray apparatus, radiographic and fluoroscopic (300 200 milliamperes, 120 


| 
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(c) Replacement and new fixed equipment costing over $1,000: 


Folder for fiatwork ironer (laundry) 
Replacement of air compressor for laundry 
Replacement of press, body, and bosom, semiautomatic 


3. What, in your opinion, are the most pressing needs in your installation? 
This NP hospital, located in a comparative isolated area, experiences difficulty 
in recruiting professional personnel, i.e., physicians, nurses, social workers, 
therapists, etc. However, during the past year with the assistance of special 
funds for the improvement of psychiatric treatment and care and through the 
efforts of rigorous recruitment our situation has improved materially. In addi- 
tion to the ever present professional shortage, this station is urgently in need of 
the following: 


Description 


Replacement of ge X-ray apparatus with modern radiographic and fiuroscopic machine- 

Enclosed covered to protect patients from walking outdoors in the elements 
when going to c activities ! 

Replacement of denta aby unit, 110 volts, 60 cycle, AC 

Replacement of 40-passenger b 

Electrical accounting machine oe fiseal division 

Complete modernization survey 


1 An average of 400 patients in building No. 2 go to building No. 1 for their meals. An average of 200 
patients from buildings No. 1 and No. 2 go to building No. 17 for PM & R activities daily. The aver- 
age rainfall for the past 3 years was 38.77. 


RAINFALL AND TEMPERATURE FOR CALENDAR YEAR 1957 


Total amount} 


As evident from the above table, the rain occurs during the coldest months of the year. It is felt 
for the proper care of patients this walkway should have top priority. 


Description Amount 
| 
ex 
asi 
Amount 
$16, 000 
76, 000 
720 
7,000 
9, 000 
4 
Month Days rained Average 
temperature 


City and State: Altoona, Pa. 


clinic, no. 


experience; 5 years. 
(b) Assistant manager: None. 


ALTOONA, PA. 


Name, qualifications, and tenure of— 
(a) Manager: Bernard E. Leighton; over 30 years medical administrative 


I. General 


Name of hospital: U.S. Veterans’ Administration Hospital. a 
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Type of services: Type of hospital: G.M. & S.; domicile, no; formal outpatient 


(c) Director, professional services: Dr. Luciue L. Powell, promoted from 
assistant chief, medical service, from another station; 1 year. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Total 


TB Psy- 


chiatric 


Domiciles 


Neuro- | G.M. & 8S. 


logical 


BED CAPACITY AND PATIENTS REMAINING 


1. Rated bed capacity. 

Beds not in use (unavailable): 


4 In process of activation..........-- 
5. 
6. Staff not recruitable: Beds re- 
qui 


Patients remaining.................... 
10. Average daily patient load for 12 
months ending Dec. 31, 1958 


PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

total patients 

remaing (line 9). .........--- 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(6) Percent of total patients 
remaining Jan. 10, 1957__-... 


USE OF TRIAL VISIT 


14. Number of patients sent to trial visit during visit-_. 
15. Number of patients on trial-visit status as of Dec. 31. 


0 
0 
0 
y 
f 
) 
) 
) 
rent operating plan regardless of : 
AGE 
Calendar year 
Item 
1955 1956 1957 1958 
| 
| 
i 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


1956 1957 1958 


1, 827 1, 705 1, 658 


47 61 58 
93 119 105 
1, 687 1, 525 1, 495 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1, Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8S. patients, 42 days. 

2. For G.M. & S. hospital only: Give the average number of days of hospitaliza- 
tion required for patients discharged during tne period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of pa- 
tients admitted for the surgery indicated. Exclude the experience of any patients 
with multiple-treated conditions.) 


Average 
length of 
stay 


Herniorrhaphy 
Hemorrhoidectomy 
Subtotal gastrectomy for duodenal ulcer 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A hospital stay committee comprising the director, professional services, 
chiefs of medical and surgical services, administrative officer and the registrar 
meets every other month to review 10 consecutive discharges of each of two 
physicians, a total of 20 clinical records. Each case is reviewed in the presence 
of the ward physician. The purpose of this review is to identify practices which 
tend to increase length of stay, and, if possible, make appropriate corrections. 

(b) What improvements have you made since your last report to this com- 
mittee? The method of selecting the cases for review has been changed. For- 
merly 50 consecutive discharges were reviewed three times a year. The present 
procedure is more timely and insures that the work of each physician is reviewed. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) There appears to be an increasing 
number of chronic cases requiring prolonged hospitalization When these patients 
finally attain maximum hospitalization benefit, they become disposition prob- 
lems. In many instances the veterans family is unable to provide custodial care, 
especially if the cost of such care exceeds his income. This type of case is difficult 
to manage and definitely affects length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
erg ge followup care, as needed, on an outpatient basis? The length of sta 
should decreased, however, probably not significantly, because the CBO 
program takes care of some of these cases. 

(b) What effect would such a program have on your cost of operation? Oper- 
ating costs should increase slightly, because there would be more returns to the 
hospital and most of the cases would require transportation at Government 
expense. 


c 
Type of discharge 
( 
I 
f 
i 
I 
Cases 
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5. What would you suggest to further reduce hospital stay without impairing 
care? Posthospital followup care on an outpatient basis for all patients. 

6. What is needed to improve turnover of patients? Shortening length of 
stay by providing posthospital followup care would improve turnover rate. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 


Type of care required 
In non-VA| Not yet 
hospitals {hospitalized 


1. Total applicants: G.M.& 8 12 12 


2. jiow many patients are scheduled for admission subsequent to January 12, 
1959? 4. 

3. What system do you use for scheduling admissions from the waiting list? 
Comply with VA Circular No. 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 51—11 scheduled for readmission, 22 scheduled to return 
from leave of absence, 18 applications pending eligibility. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,’’ please describe the circumstances. Yes. Emergency cases where 
refusal to admit would endanger their lives as well as certain types which require 
immediate treatment such as fractures. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,068; approved, 969; rejected, 99. 


V. Hospital staff 


eg full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 


. Physicians, full- and part-time 

. Physicians, residents and interns 

. Physicians, consultants and attendings 
. Dentists 

. Nurses 


— 


ng maintenance (excluding laundry) 
Engineering operations (excluding laundry) 
Supply 


Special services 
18. All other staff 


'In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 4. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 


: 
| | Service = 
| 
| 
SC Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 4S 
13.6 12.5 -1.1 
8. Therapists and technicians —1.0 
10. Office of manager, personnel, and -- 
12. Other food-service employees... EE: 
15 —1.0 
16 —1.0 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 ’ 


1958 


Number of different persons who provided service 19 
Average —— consultant or attending ' $882 $1, 009 
to all consultants and attendings ! : $19, a 


Total amount 
Total for trave 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Consultants, 
attendings 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and surgical 
and neurological 


With insurance ! 
Eligibility category 


Entitle- | Entitle- | insurance 
ment ex- 


(a) Total. 


(1) Patient has serv- 
ice-connected disability 


1 Any form of prepayment insurance. 


‘NoTE.—If a patient receiving care for a nonservice-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes sade since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) $3,410 estimated cost of collections. To collect payment we follow 
procedures outlined in VA interim issues 10-424 and 10—434. 


~ 


an 
1957 |_| 1959 
17 
$1, 059 An 
$18, 000 an 
0 
Be 
of 
le 
Category Full time Part time 
fa 
W 
Vv 
| A 
Without 
8 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- - 
nected condition -.................. 3 3 19 ( 
In receipt of VA pension. 1 2 7 
In hospital more than 30 days-- ee, a. 1 1 3 
| 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed $37, 154 $52, 090 
Amount collected 9, 822 9, 078 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? We follow the procedures out- 
lined in VA Circular 11, dated November 4, 1953, and Chief Medical Director’s 
letter No. 56-48. 

8. In your opinion are there abuses of non-service-connected care? I have no 

rsonal knowledge of any such instances. The one case referred to central office 
ast year was not investigated and was referred as only being suspected. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service Nonservice 
connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 


1955 1957 


Average daily patient load 178.0 177.0 181.0 
Full-time equivalent staff 261.8 260.7 262.1 


$1, 324, 387 | $1, 386,759 | $1, 414, 748 
1,115,519 | 1, 143, 167 
6, 482 6, 492 


5, 854 
Utilities (gas, coal, water, ete.)_......-- 39, 821 
Raw foods 74, 430 
Drugs and medicines 31, 831 
Medical and dental supplies ; 23, 763 
Asset acquisitions including equip- 

ment 23, 293 
All other. 66, 097 


739 


; Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 

ee ese standard of medical care? Primary fund allocation is sufficient for this 
seal year. 

3. Does the allotment of funds on the basis of average daily patient load increase 


the patient’s length of,stay? How or why? Does not affect length of 


33427—59——_86 


7 | 
) 
1958 1959 
(estimated) 
(a) 181.0 130.0 
(0) 263. 5 258. 2 
©) | | $1, 548, 204 | $1, 615, 788 
(d) Salari: | 1, 283, 882 1, 372, 271 
(e) Patio, 5, 341 5, 881 
6, 312 6, 244 
) 42, 350 43, 931 : 
(h) 76, 408 76, 179 
(i) 36, 929 36, 010 ’ 
% 24, 467 20, 737 
14, 011 5, 449 
58, 504 49, 086 
(m) Cost per discharged patient.........--.| 633 723 |_| | 912 885 
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4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We are furnished 
a variety of statistics by central office which are very helpful to us in evaluating 
our various programs. These statistics indicate out-of-line situations when 
compared with other VA hospitals of similar size and construction. These 
statistics then cause us to focus our attention to these situations or areas. How- 
ever, qualitative or quantitative standards cannot always be assumed from sta- 
tistics alone. These comparisons with other VA hospitals are considered adequate, 
Comparisons with non-VA hospitals would not be appropriate. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.12. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.10. 

(c) if all your patients are not on the same ration, what differences’ are there? 
Why? Approximately 50 percent of our patients are receiving a variety of special 
diets, because of their individual medical conditions. Also, approximately 10 
percent of our patients receive special nourishment. These factors increase 
dietetic costs. 

6. (a) As of December 31, 1958, give the number of vacant quarters for 
personnel: 5 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? They have proven to be important for recruiting purposes. 

(c) What additional quarters do you believe would ond. quality or stability to 
your staff? None required. Five quarters seem sufficient. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $7 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The largest single factor can be related 
to salary increases. Most other commodities used in the hospital have also 
increased in cost, such as, coal, and medical supplies. 

9. What internal programs have you eveloped to engender cost consciousness 
at your station? Various hospital costs and the primary fund allocation are 
discussed at each staff meeting which is held every other week. A _ budget 
advisory committee meets weekly and follows an agenda in which the total 
operating costs of selected sections are discussed with a view to recommending 
decreases wherever possible. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? . 


Total Number 
number patient 


Pieces. 692, 754 
Pounds 508, 790 7.6 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (Ail stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, 30.046: per pound, $0.063. — 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.062; per pound, $0.085. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load py © of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? It is not believed that this would 
affect the number of operating beds. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,577. 
(2) Visits to hospitals by patients on CBOC status: 553. 
(3) Cost per visit: $6.47. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? More increased. By what methods? Cite 
examples. The most outstanding example would be the use of the primary fund 
allocation and the removal of personnel ceilings. 

(b) Has vour hospital had an internal audit of its administrative operations? 
Yes. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Believe audit team equally interested in good practical adminis- 
tration as well as conforming with central office prescribed procedures. 

(3) How was the internal audit valuable to your hospital? The audit dis- 
covered some discrepancies in various areas and made sound recommendations 
for improvement. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit conld be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? An impartial survey could point out those areas 
where improvement is necessary. This could best be accomplished by a joint 
team. 

(d) The area medical director’s office is regarded as part of ‘he central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Verv beneficial. 

(2) Of what value would you think these visits are to VACO? These 
visits provide a liaison between hospital and central office which otherwise 
would not exist. 

(3) Would less frequent visits be more useful? The frequency seems to be 
satisfactory. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? ood employees. 


Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Automatic sprinklers, areas of buildings 1 and 3. ..........----..-----.--2----...- $12, 000 


Not programed, or under consideration for fiscal year 1962: None. 


| 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. Re- 
place coal elevator housings, boilers 2 and 3, $1,500. 

(b) In addition, list those items deferred due to lack of funds which, in your 
— will result in further deterioration of property because of such deferral, 

one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Miscellaneous curb replacement, approximately 1,800 linear feet.............--....-----...- 8, 000 
Miscellaneous bituminous walk replacement, approximately 1,500 square feet_...........__- 1, 000 
Resurface roads and parking lot, 14,620 square yards__.............-..-.----.---..----.----. 14, 000 
Paint exterior windows 3d through 9th floors, contract --_.....-.-....-.-------------------. 2, 000 
Replacement sedan, 5-passenger, 1, 600 
Replacement furniture 3, 000 
Overhaul kitchen and central supply dumbwaiters and install cables_...........-....-2..-. 1,800 
Replacement of elevator cables P-2 and F-5 elevators. .......... aed 1, 200 


(6) Minor betterments costing less than $2,000, excluding equipment: Convert 
from 50-ampere to 100-ampere service to each residence of duplex quarters, 
buildings 5 and 6, $1,200. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Replacement dishwasher, Champion model, 60 D.A. or equal.........-...-.....-.-..------ $2, 600 
Replacement 75-ton evaporative air conditioning coils for operating suite..................- 2, 800 
Replace tur ntables and tuners on central radio system-.--....-....---.---.-- 1, 200 


3. What, in bra opinion, are the most pressing needs in your installation? 
Replacement of furniture throughout the station which has been in use for 10 
years. Also the replacement of a five-passenger sedan and a 4-ton pickup truck. 


BUTLER, PA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Butler, Pa. 

Type of services: Type of hospital, TB; domicile, no; formal outpatient clinic, 
no. 

Name, qualifications, and tenure of— 

(a) Manager: R. W. Hipsley, M.D. (9 years with VA; 7 years as manager; 
tenure here, 6 months). 

(b) Assistant manager: A. T. Greenwald (38 years with VA; 2 years assistant 
manager trainee; tenure here, 1 year). 

(c) Director, professional services: G. Lerner, M.D. (21 years with VA; 2 years 
as director of professional services and tenure here). 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 500 439 0 0 61 0 
2. Operating beds... 500 439 0 0 61 0 
Beds not in use (unavailable): 
0 0 0 0 0 0 
4, In process of activation.......__--- 0 0 0 0 0 0 
5. 0 0 0 0 0 0 
6. Staff not recruitable: Beds re- 
0 0 0 0 0 0 
7. Type of bed not required for cur- 
rent operating plan regardless of 
staff availability --..........---- 0 0 0 0 0 0 
8. 0 0 0 0 0 0 
9. Patients remaining.._._._._._-__-.----- 446 394 0 0 52 0 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_._------ 457 413 0 0 44 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number___.- 200 160 0 40 0 
(0) Percent of total patients re- 
maining (line 9). ........._-- 45 40 0 77 0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
169 139 0 0 30 0 
(6) Percent of total patients re- 
maining Jan. 10, 1957__------ 37 30 0 0 91 0 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year _- 0 0 0 0 
15. Number of patients on trial-visit status as of Dec, 31- 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 


1956 1957 1958 
571 638 719 
225 230 191 
47 48 63 
299 360 465 


_ (b) If there are trends in any of the components above, 
everest and impact on the activities of your hospital. 
TB patients is decreasing and our volume of discharges has been gradually 
increasing thereby increasing our turnover rate and cost per patient treated. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 


plan? None. 


lease describe their 
he length of stay of 


(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 


one. 


| 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(6) TB hospitals: Average stay for TB patients, 257 days. 

3. (a) What system of control do you have to insure a minimum stay in hospital? 
All patients are periodically reviewed by a therapy board composed of the medical 
staff and consultants, progress of each case is determined, changes in treatment 
prescribed where indicated, and determinations made as to when the patient has 
achieved maximum hospital benefit and should be discharged. Also a hospital 
la committee functions continuously to insure minimum stay in 

ospital. 

(b) What improvements have you made since your last report to this committee? 
A length of stay committee has been appointed and reviews and checks on all 
matters pertaining to length of stay. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) e have had an increase in 
chronic pulmonary non-TB intermediate type cases which require prolonged 
hospitalization. The average age of our patients has increased and will continue 
to increase requiring more and longer periods of hospitalization. With the 
treatment drugs of today, the number of residual treatment failure cases tend to 
accumulate in the hospitals thus increasing prolonged hospitalization. These 
factors should increase in the future. 

4. (a) What would be the effect on length of stay if you were able to provide 
pene followup care, as needed, on an outpatient basis? No effect at this 

nate in view of statewide distribution of discharged patients. 
Ps, ) What effect would such a program have on your cost of operation? No 
effect. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Increased research in the fields of tuberculosis and geriatrics. 

6. What is needed to improve turnover of patients? See 5 above. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
sooner 12, 1959, and not yet scheduled for admission and not VA patients: 

one. 
oer many patients are scheduled for admission subsequent to January 12, 

18. 

3. What system do you use for scheduling admissions from the waiting list? 
VA policy on priorities for hospital care outlined in VA central office circular No. 
18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 4. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances. Yes. We have no waiting 
list at the present time. Emergency cases are admitted without regard to a 
waiting list, if and when we have one. 

6. Number of applications for admission from July 1 through December 31, 
1958: ‘lotal, 251; approved, 239; rejected, 12. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

493. 8 480. 4 —13.4 
2. Physicians, full- and part-time. -.............--.---- 13.0 14.0 +10 
4. Physicians, consultants and attendings_............. 1.7 2.6 +.9 
8. Therapists and technicians !_ - ..........-.......-... 28.0 23.0 —5.0 
10. Office of manager, personnel, and finance... -....... 17.0 16.0 
12, Other food-service 83. 5 88.0 
14, Engineering maintenance (excluding laundry) 33.0 
15. Engineering operations (excluding laundry) 14.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, i958? 8 (dual function 
as firefighters also). ; 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: 11. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 8. 

(c) Average days of hospitalization of patients reported in (b): 446. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service--_______._- 17 16 18 
Average payment Ved consultant or attending !___...._..____- $1, 282 $1, 394 $1, 421 
Total amount to all consultants and attendings !__._____- $24, 504 $24, 680 $28, 364 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


| 
| 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? The 
research on therapeutic agents used in TB increases the knowledge of the staff 
concerning the effectiveness of the drugs used and the most efficient combination 
of drugs—thus improving care of patients and reducing length of stay. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post Nome |... 
3. Grants from other sources administered through affiliated medical schools. } 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA 4 1 
‘3 = hospital more than 30 days 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) A statement of charges is prepared and forwarded to the insurance com- 

os — Estimated cost of the collection program during calendar year 

4. Compare amounts billed to insurance companies, veterans, and employers 

and amounts collected: 


Calendar Year | Calendar Year 
1957 1958 


Am ted 459 
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5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? None. We do not have any 
direct admissions requiring G.M. & S. care. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


Spanish-American War. = 0 100 100 


VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
® Average daily patient load___......--. 463 463 465 461 460 
(6) Full-time equivalent staff_.........._- 1517 500 495 491 480 
$2, 609, 366 | $2,625,918 | $2,647,082 | $2,919,589 | $3, 054,734 
2,076,084 | 2,147,420 | 2,165,245 | 2,445, 160 2, 563, 940 
ee eae ae 8, 564 10, 155 10, 097 10, 211 10, 300 
) Utilities (gas, coal, water, ete........_- 59, 348 75, 695 75, 999 80, 069 80, 911 
@) Raw 234, 979 218, 897 224, 742 234, 483 225, 295 
(i) Drugs and medicines... _.........-... 47, 686 50, 629 61, 104 62, 268 62, 441 
(j) Medical and dental supplies. ___...__- 30, 945 54, 108 51, 162 50, 600 54, 505 

(k) Asset acquisitions including equip- 
15, 904 30, 971 30, 048 18, 163 27, 841 
@ Bei 4. Ee, 147, 614 119, 262 108, 416 96, 799 108, 379 
(m) Cost per discharged patient.._......_- 4, 747 4, 188 4, 476 4, 919 4, 847 

1 Estimated. 


2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of tnedionl Gare? The primary fund allocation of fiscal year 
1959 is sufficient to provide an acceptable standard of medical care. Medical 
care standards would be the last ones in a hospital to be lowered. However, re- 
ductions in primary fund allocation will ultimately result in deterioration of ad- 
junct and ancillary services which cannot help but adversely affect the standard 
of medical care. 

3. Does the allotment of funds on the basis of average — patient load in- 
crease or decrease the patient’s length of stay? How or why? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
rent Have they been discussed with responsible officials? Yes, with other 

A hospitals if supplemented with particular details which are inherent and unique 
to particular individual hospital setups. Civil hospitals would not really give 
— riate comparisons as their setup is not comparable to VA hospitals. 

a ta) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.193. 
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(6) What is the cost pee served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.086. 

(c) if all your patients are not on the same ration, what differences are there? 

hy? 1. TB patients are on an increased caloric diet over the basic ration diet 
(TB patients 10 and 30 percent increase). 2. G.M. & S. patients are on the basic 
ration diet (G.M. & 8. patients 10 percent increase over basic ration diet). 3, 
Some patients are on special restricted diets such as bland, ete., as ordered by 
the physician in charge. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 41 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Due to location of hospital and lack of housing facilities in this area, 
it has been an important factor in recruitment and retention of essential scarce 
category personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Modernization of present quarters and building of three class A 
quarters. 

(d) Could cost of such quarters be a lucrative investment? Yes. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $20,887,500. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Increased costs of all supplies, 
including drugs and equipment; (2) increased costs of personal services; (3) in- 
creased fringe benefits toemployees. The effect of the above factors on the overall 
operation has been an increase in per diem cost and delay of maintenance projects 
and the replacement of equipment. 

9. What internal programs have you developed to engener cost consciousness at 
your station? Decentralization of expenditures and cost control to operating 
department heads and institution of periodic reviews of all costs and expenditures. 
And a central budget committee which oversees all allocation of funds and ex- 
penditures. Periodic meetings, at least twice quarterly, of all staff members 
controlling expenditures of funds in their departments with management. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total | Number 


number 
Pieces 1, 563, 160 9.4 


(b) What was the cost of laundry service during the last 6 months of calendar 
ear 1958? (All stations other than NP hospitals will report costs separately to 
Inelude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
only costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.599; per pound, $0.0828. 
Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.0704; per pound, $0.0973. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load aay of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 


13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of spsreenng neds required to meet the needs of veterans 
actually needing hospitalization? 


one, 


ti 


| 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1347 


(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: No cost because there were no patient visits during fiscal 
year 1958. 
(2) Visits to hospitals by patients on CBOC status: None. 
(3) Cost per visit: None. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Changes to policy 
manuals. Cite examples. (1) Local authority to classify positions; (2) local 
authority to change organizational level below division oe service level; (3) 
elimination of allotment restrictions within programs; (4) reduction in the number 
of items requiring central office approval prior to procurement; and (5) modifica- 
tion of control on minor alterations to buildings and facilities. 

(b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? To a 
substantial degree. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest was in practical administration. 

(3) How was the internal audit valuable to your hospital? It brought to 
light several areas which required study and correction and future review. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 
be conducted by a joint team? (1) Safeguarding of standards of medical care. 
(2) A representative team made up from VA field station professional personnel 
would be our choice. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Very helpful. Enables the hospital to obtain up-to-date information on 
developments and comparison with methods and procedures of other hospitals. 

(2) Of what value would you think these visits are to VACO? Should 
enable VA central office to obtain objective, firsthand knowledge of the 
hospital and its needs. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? The local management development program 
includes and is directed at both making good employees and giving supervisory 
training in all areas. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 

Not programed, or under consideration for fiscal year 1962: (1) Automatic fire 
sprinklers for basement, building 2, buildings 7, 8, 9, 10, 41, 46 (units 1, 2, 3), 
51, 66, and parts of building 1 (now programed for fiscal year 1961); (2) boundary 
fence; (3) construction of three housekeeping quarters; (4) conversion of refrigera- 
tion plant from ammonia to freon; (5) installation of vacuum-cleaning system for 
powerplant; (6) repointing brickwork on buildings 1 and 2, including resetting of 
capstones; (7) installation of bedlights throughout ward areas; (8) installation of 
necessary equipment for smoke control; (9) renovation of operating room (in- 
stallation of permanent glass brick windows to obviate fly infestations). 


1348 OPPRATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
4. Replace wood guttering and downspouts (partial). ............-.-...-----.-------------- 900 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
(1) road and sidewalk repairs; (2) repairs to parking lots; (3) roof repairs which 
have not been scheduled for fiscal year 1960; (4) completion of weather stripping 
of windows, buildings 1 and 2; (5) completion of repairs to electrical distribution 
system; (6) repairs to boiler plant; (7) replacement of worn floors. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1, Replace roof on main building and warehouse (now programed for fiscal year 1960) _...._- $18, 700 
-2. Replace a portion of condensate line to boiler plant (now programed for fiscal year 1960) - - 1, 900 


NOTE.—Does not include normal routine maintenance, 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1. Modernization of building 22 (patients’ recreation hall) _..................--..--....--.-- $1, 100 
2. Installation of concrete floor in coal storage bin (partial). ...............-..--....-------- 1, 600 
3. Construction of concrete storage bins for sand and gravel-_.............-.---.------------ 1, 600 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


1. Steam cooker (dietetics) (now programed for fiscal year 1960).............-.-.---------- 
2. Bacteriological 


4. Griddles for serving units (dietetics) _............-.....-.--------.--- 


5. Sterilizer for operating room. 

6. Extractors for laundry, 1 at $3,500, 2 at $7,000 

9, for sewage 
2 coffee urns and pressure water boiler anid 

13. Air conditioner for central 

14, Sterilizer for central service. 


pores 


>. 


3. What, in your opinion, are the most pressing needs in your installation? 
% Repairs to roofs; (2) boiler plant repairs; (3) repointing of brickwork; 
4) replacement of laundry extractors. 
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COATESVILLE, PA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Coatesville, Pa. 

Type of services: Type of hospital, NP; TB, yes; domicile, no; formal outpa- 
tient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: E. P. Brannon, M.D., manager since 1953. 

(b) Assistant manager: W. H. Funk, assistant manager since 1954. 

(c) Director, professional services: M.P. Rosenblum, M.D., director profes- 
sional services since 1957. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity................... 1, 602 110 1, 410 
2. Operating 1, 606 110 1,414 
Beds not in use (unavailable): 
4, In process of activation ........- _ 
6. Staff not recruitable: Beds _re- 
7. Type of bed not required for cur- 
rent —— plan regardless of 
10. Average eee patient load for 12 
months ending Dee. 31, 1958_........ 1, 527 102 1, 364 61 |. ititewss 4 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(ey 650 65 563 22 j 
(0) Percent of total patients re- 
maining (line 9).........._.. 41 61 41 28 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: j 
b) Percent of total patients re- i 
maining Jan. 10, 48 64 47 { 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year... 120 155 155 199 i 
15. Number of patients on trial-visit status as of Dec 31_- 95 119 116 164 j 


1 Neurological service not activated. 


| 
| 
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16. (a) What is the number of patients disc ed from your hospital duri 
the past 3 calendar years? harg y P uring 


Type of discharge 1956 1957 1958 
Total. ais 308 543 462 
Irregular discharge 5 24 
Death... 46 54 
All other 257 465 350 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Admissions to psy- 
chiatric service are restricted to service-connected applicants. More beds would 
be required to accommodate any non-service-connected applicants. More of the 
patients being admitted are suffering from chronic conditions. 

17. (a) What is the number of TB beds (rated capacity) which were unavyail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? Full utilization of leave of absence and trial visit as patient improves 
to the extent that he may be granted these privileges. Continual screening by 
the medical staff assures discharge from any treatment area at the earliest pos- 
sible date. A plan for placing of patients in foster homes is being developed. 

(b) What improvements have you made since your last report to this com- 
mittee? Length-of-stay committee has been established, and a foster-home 
program is being developed. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Increasing age factors and 4 
greater number of geriatric-type patients who require more care and longer or 
more indefinite stay in the hospital. Changes in family structure as patients 
grow older, accompanied by a lessening of interest in the patients by relatives. 

4. (a) What would be the effect on length of stay if you were able to provide 
pare getter: followup care, as needed, on an outpatient basis? Such a program 

not considered feasible. Trial visits, etc., are now granted when indicated. 

5. What would you suggest to further reduce hospital stay without impairing 
care? More adequate staffing. 

6. What is needed to improve turnover of patients? Improved staffing 
particularly more trained psychiatrists and more social workers. This would 
permit greater concentration of effort on those patients who have the greatest 
possibility of getting well. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 135] 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA/| Not yet 
hospitals {hospitalized 
|... 546 415 181 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 14; 7 male (NP), 1 male (TB-NP), 5 male (neuro), 1 female (NP). 

3. What system do you use for scheduling admission from the waiting list? 
VA circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to ——- 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 47; 45 transfers from other VA hospitals; 2 VA bene- 
ficiaries in non-VA hospitals. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. Service-connected NP 
patients admitted direct when regional office or personal physician indicates 
immediate hospitalization required. No waiting list on neurological service. 
Eligible applicants are scheduled immediately. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 278; approved, 258; rejected, 20. 


V. Hospital staff 
yor ge full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time. ...............-...-- 23.0 26.9 +3.9 
4. Physicians, consultants and attendings__.......-..-- 9 4.8 3.9 
8. Therapists and technicians !_................--.--.--- 30.0 35.0 +5.0 
10. Office of manager, personnel, and 28.0 
12, Other food-service employees... 165.0 143.0 —22.0 
14, Engineering maintenance (excluding laundry) --.--.-- 76.0 56.0 —20.0 
15. Engineering operations (excluding laundry). -.-....- 18.0 42.0 +24.0 


1 In physical medicine, dentistry, laborotary, X-ray. 


) 
| | 
| 
¥ 
} 
] 
| 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 527. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 19. : 

(c) Average days of hospitalization of patients reported in (b): 2,082.2 

22. Number of patients in day hospitalization: 2 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 


Number of different persons who provided service 
Average payment per consultant or attending ! $1, 

‘otal amount paid to all consultants and attendings ! $63, 
Total for trave: 


1 Exclusive of travel. 


25. What categoriesfof employees would be recruited if the primary fund 
allotment were increased? 


Full time Part time | Consultants, 
attendings 


x. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research and education programs are of inestimable value to patient care in 
out hospital. These tend to increase interest and knowledge in recent develop- 
ments in medical science among the staff and increase their efficiency in diagnoses 
and treatment. We are able to attract a higher caliber of professional personnel. 
In general, the entire atmosphere permeating the hospital is that of hopefulness 
and optimism toward improving the morale of hospital personnel and patients. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 


1, VA appropriation 
Gifts and donations deposited in general t fund 
3. Grants from other sources administered through affiliated medical schools. 


1957 1958 1959 
(estimate) 
43 45 49 
484 $1, 464 $1, 500 
S44 $68, 875 $73, 500 
0 0 0 
Category 
Research and train- 
ing (pro- 
gram 8300) 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
and 


With insurance ! 


All 
Eligibility category patients 


Entitle- | Entitle- 
ment ex- ment 


(0) For treatment of a service-connected 
condition 

(c) For treatment of a non-service- 
connected condition 


(1) Patient has compensable serv- 
ice connected disability 
@ In receipt of VA pension 
(3) In hospital more than 30 days 
1 yes; 1 no) 
(4) Other 


iar form of prepayment insurance. 
0. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Contact plan to determine if policy applies to VA hospital if this 
fact is unknown. Costs, negligible. 

Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: None. 

5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veteran is advised by examining 
physician as to estimated length of stay. Veteran is also advised that the com- 
parable cost would be approximately $15 per day multiplied by the number of 
days’ care estimated plus physician’s fees. Veteran is then asked if he can afford 
to defray the cost of hospital treatment. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


83427—59 


Tuber- | Psychi- | 
culosis 
Without 
hausted | not ex- 
hausted 
War Service Nonservice Total / 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
@ Average daily patient load __..-......- 1, 815.0 1, 724.0 1, 671.0 1, 531.0 1, 540.0 
(6) Full-time equivalent staff __-.........- 1, 232.0 1, 187.0 1, 126.8 1, 044. 6 1, 049.0 
(c) PEONOOE Fi tidndchenddinnscénwde $5, 590, 404 | $5, 866,399 | $5, 894,574 | $6,096,849 | $6, 259, 914 
of 4, 505,339 | 4,663,872 | 4,736,321 | 4,960, 309 5, 260, 440 
2, 948 608 9, 356 1, 422 2, 108 
NS ESS ee 10, 992 11, 421 12, 814 13, 405 13, 722 
) Utilities (gas, coal, water, etc.) ........- 154, 293 129, 260 142, 444 152, 476 149, 141 
662, 612 565, 799 551, 344 531, 889 534, 708 
(i) Drugs and medicines. ---...........--- 42, 235 71, 898 114, 496 104, 241 104, 581 
) Medical and dental supplies. ---.--...- 31, 195 58, 152 55, 573 42, 935 51, 649 
‘ ) Asset acquisitions including equipment. 58, 638 142, 624 114, 005 53, 604 28, 261 
2) All other (less quarters, subsistence, 
122. 152 222, 765 158, 221 236, 568 115, 304 
(m) Cost per discharged patient 3_......... 12, 5¥5 14,773 11, 181 11, 534 13, 897 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


31955 and 1956 data based on 25 percent sample of discharged records. 1957 data based on 20 percent of 
discharged records. “ 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. Due to the rising cost of drugs, 
salaries, etc., and also the increasing age factors, the cost of medical care is rising. 
Maintenance and equipment costs are also rising steadily. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? It does not affect 
this type of hospital as it would a G.M. & S. hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? There are ade- 
quate comparisons, but due to the fact that this is an NP-TB hospital they do not 
always or a true picture. Suggest the need for the development of better 
standards and classifications of hospitals. The development of appropriate 
standards is under consideration in VA at the present time. A 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.911. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.129. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? We have categories of patients who are allowed increases to the basic 
ration allowance, i.e., psychotic patients with TB, other psychiatric, and neuro- 
logical patients, 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 19 nonhousekeeping. , 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Vital to recruitment of qualified medical personnel. 3 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. The existing 28 housekeeping units and 136 nonhousekeeping 
units are sufficient to meet present requirements. 

(d) Could cost of such quarters be a lucrative investment? It is estimated 
that quarters constructed in 1929-31 have returned their initial costs in profits 
on rentals, but due to increased costs it is doubtful that additional quarters 
constructed at present prices would be an economical investment. Er. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $40 million. : 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increase of salaries as well as the 
gradual increase in cost of food, medicines, supplies and equipment. The develop- 
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ment and use of newer and higher priced drugs has been a most important factor. 
The increase in the number of geriatric-type cases as well as the patient age factor 
which have changed the type of care required have also been important influences 
in increasing costs. These additional cost factors make it increasingly difficult 
to provide the desired type of care as well as maintain the hospital plant and 
equipment at the desired level. 

9. What internal programs have you developed to engender cost consciousness at 
your station? A budget advisory committee has been established which meets 
frequently. Minutes of the meetings are distributed to staff members. Costs 
and cost consciousness are discussed at staff meetings at all levels. The question 
as to how personnel may be made more cost conscious has been brainstormed, 
and some of the better ideas will be used. Fiscal officer and manager, with the 
respective division chief, visit with employee groups and explain budget and en- 
courage cost consciousness. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


3, 536, 376 7.11 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the a of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs sppmontie to Federal laundries, 
excluding memorandum accounts: Per piece, $0.030; per pound, $0.037. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, estimate $0.06; per pound, estimate $0.074. 

11. What import does the average daily patient-load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient-load 
concept of financing does not have any material import on the above factors at 
this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? This station does not have the CBOC program. 
It is doubtful that such a program would change the situation in this hospital due 
to its geographical location. 

IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite examples: 
The most noteworthy example is the change to a primary fund allocation and 
the flexibility it has permitted. 

(b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? It is believed it would be beneficial in an objective 
evaluation of patient care. A joint team would be considered best. 


(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? They have assisted management in a number of way, the most 
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noteworthy of which is that of providing assistance and guidance based on 

experience and practices observed at other similar or comparable stations. 
(2) Of what value would you think these visits are to VACO? It is 

believed they should provide VACO with invaluable information on the 


operations of the individual stations. 


(3) Would less frequent visits be more useful? The present schedule of 


visits seems quite satisfactory. 


(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. The directives are generally beneficial. 

2. Is the management development program directed toward making good 
employees or good managers? It is primarily directed toward making good 


employees, some of whom may become good managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1960 | Alterations to meat refrigerator for frozen food storage. _._.._........-.--.-----.-- $8, 000 
Physical medicine rehabilitation building. 
e 


1961 | Non 


1 Not known, 


Not programed, or under consideration for fiscal year 1962: cafeteria service 
for patients, building No. 3; chapel; new laundry; conversion present laundry to 


utility shops; addition to garage. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Amount 


Seal welding steam tubes, boilers No. 1 and 2. 
Retaining wall and part paving coal stockpile 
Replace dishwasher s, basement, building No. 58 
Replace guide shoes, elevator, building No. 58. 
Replace floor covering, portion building No. 10 

weeding steam tabes, Dollers Nos, Sand. 4. 
Replacement incadescent lighting fixtures with fluorescent 
Urn, coffee, 6-gallon, employees’ cafeteria 
Roofing, gutter, and downspout repairs 


wos 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replace dispensers, water, building No. 2 (2 each)_.._.._........-.-..-------.----------- ee 600 


2. Future plans: In the following three categories, list all items 


for which 


there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


I 
I 
I 
I 
] 
\ 
I 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1357 


Description Amount 
Reroofing and waterproofing tower, building No. 1...-...-.....-...----..---.-------------- , 000 
Lightning protection system, additions and repairs on 48 buildings. ............--.----.-.-- 4, 700 
Elevator, passenger, building No. 1, fiscal year 1960..........--....-.-.--...--------.---.-- 35, 000 
Floor covering replacement: 
Building No. 10, 6,500 square feet_........_- 1,950 
Replacing floor and wall tile, service kitchens, wards 1-A, 1-B, and 1-C 3, 200° 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Hood for serving kitchen: 
Building No. 3-A.. ohne $1, 200 
Air-conditioning conference room, building No. 8.........-......----.-----------------.---- 1, 800 
Acoustical treatment corridor, basement, building No. 2......-.....--..----.--------------- 1, 500 
Improving ventilation, canteen, cafeteria, building No. 16..........-..----...-------------- 1, 500 
Ventilation improvements for mortuary room..................--..--.--.--.--------.----.- 1, 200 
Heating system, building No. 29, conversion of_............-.---.----------------------see- 1, 500 
Lowering bridge walls and rebaffling boilers Nos. 1 and 2.........--.---.-----------------.- 1, 500 
Stage exterior Gull, NG. 1, 500 
Lavatory, pedal-operated, isolation section, Ward 1-C_.....-.....--.----.-.-------------- ad 100 
Cabinets for kitchens, housekeeping quarters, 19S, 19N, 27S. and 27N......-.-..----.--.--- 600 
Storm windows, apartment house, building 1,990 
Storm doors, living room doors, quarters 19, 26, 27, and 28.........----.--.-------.---.----- 1, 950 
Floor covering for corridors., buildings 2-3, 2-9, basement 9............-.-.-.--.-----.----.. 1, 768 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Pot and pan washing sink, replacement for.......--.-----.---------------..--------+----- nel $1, 500 
Steam kettle, 50-gallon, C.R.S., 2 each, at $000... 1, 200 
Controls, heating for buildings 1, 2, 4, 7, 8, 9, 16, 38, and 39... ......---------.-------------- 20, 000 
Dispensers, water, buildings Nos. 58 and 50, 6 each, at $300__....-..-.-..------------------- 1, 800 
Lift, motor vehicle, hydraulic, building No. 12_.....-.------------------------------------- 1, 200 
Soot blowers, replacement of boilers Nos. 1 and 2..........-------.------------------------- 3, 000 
Fluorescent lighting fixtures, replacement for incandescent: 
3, 000 


| 
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3. What, in your opinion, are the most pressing needs in your installation? 
Replacement of wornout and obsolete equipment throughout the hospital, 
particularly in the dental clinic, nonhousekeeping quarters, administrative offices, 
and medical equipment. This replacement will require approximately $140,000. 
This equipment for the most part has been in use for approximately 28 years 
and is in urgent need of replacement. Need to bring station up to 100 percent 
state of maintenance. Additional funds to permit increase in staffing in engineer- 
ing and housekeeping divisions. Additional trained psychiatrists. 


ERIE, PA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 135 East 38th Street Boulevard. 

City and State: Erie, Pa. 

Type of services: Type of hospital, G.M. & 8S. 

Name, qualifications, and tenure of— 

(a) Manager: L. C. Davis, Md., March 1957. 

(b) Assistant manager: V. J. Parrish, graduate in hospital administration, 
member American College of Hospital Administrators, April 1958. 

(c) Director, professional services: Same as manager. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & S. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed not required forcur-| | ##| | 
rent operating regardless of 
9. Patients 187 2 6 14 
10. Average daily patient load for 12 
months ending Dee. 31, 163 8 17 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 9) 56 50 67 57 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year... 2 2 1 4 
15. Number of patients on trial-visit status as of Dec. 31. 


| |B. 


| Bye 
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16. (a2) What is the number of patients discharged from your hospital during the 
past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 256 1, 196 1, 247 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Although our average 
daily patient load has increased over the past year, we find that we are receiving 
the older type of patient who requires more extensive nursing care, greater use of 
medical supplies, and their response to treatment is not as rapid as the younger 
individual, thereby requiring longer hospitalization. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 39 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


Average 
Cases length of 
stay 


Appendectomy 
Hemorrhoidectomy 
Subtotal gastrectomy for duodenal ulcer_-_-.............---..--------------- 
Prostatectomy: 

Perineal___._- 


' 
‘ 
‘ 
‘ 
' 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? This hospital has a length-of-stay committee who review clinical folders 
on a sample basis to evaluate factors affecting hospitalization. Findings of this 
committee are reviewed with the medical staff and efforts are always being made 
to apotiie the pstient’s discharge. In addition, statistical data are furnished 
mont iy to the manager reflecting any trends in length of stay. 

(b) What improvements have you made since your last report to this committee? 
The committee is functioning more actively and clinical folders are reviewed at 
the weekly medical meeting. Through these combined efforts our length of stay 
has dropped by five patient-days from previous year. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasin of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Hospitalization of veterans with 
degenerate diseases of the older age group. are constantly increasing. This type 
of patient does not respond as readily to medical care as the younger patient, 
therefore length of hospitalization will be increased. Also, there is an increase 
in the number of chronic or intermediate-type patient in whom the discharge po- 
tential is very limited. 

4. (a) What would be the effect on length of stay if you were able to provide 
ere ga followup care, as needed, on an outpatient basis? Allowing post- 

ospital followup care on an outpatient basis would mean earlier discharge of 
patients and would free hospital beds for additional patients. 
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(b) What effect would such a program have on your cost of operation? Hos- 
pitalization of more beneficiaries would naturally increase the hospital operating 
costs, especially in the areas of laboratory, X-ray, and specialty consultant costs, 

5. What would you suggest to further reduce hospital stay without impairing 
care? Diagnostic workup including examination, laboratory and X-ray 
examinations done on an outpatient basis prior to hospitalization would decrease 
the length of stay. 

6. What is needed to improve turnover of patients? First, a change in the 
usual practice of treating every condition that the veteran has which is amenable 
to treatment, and treat only what he was hospitalized for or complains of. Second, 
a reduction in the examinations, particularly specialty examinations of service- 
connected veterans for adjudication purposes. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA| Not yet 
hospitals {hospitalized 
1. Total applicants: G.M. & S____-....--- 12 0 12 | a SS 12 


be oa ~— patients are scheduled for admission subsequent to January 

3. What system do you use for scheduling admissions from the waiting list? 
Patients are scheduled under each priority category. Under each category the 
patients are scheduled by date of receipt unless indicated by the admitting 

hysician that they be marked urgent; in this case they are then scheduled as 
eds become available. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,” please describe the circumstances. Yes; first if they are service con- 
nected and, second, if they require emergency treatment. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 792; approved, 661; rejected, 131. 


V. Hospital staff 
bo see full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and 10 
4. Physicians, consultants and attendings___...-...-..- 3 4.2 +1.2 
8. Therapists and technicians 13 11.0 —2.0 
10. Office of manager, personne], and finance_____.-....- 12 11.0 —1.0 
12. Other food-service 30 29.0 
14. Engineering maintenance (excluding laundry) -._---.- 7 9.0 +2.0 
15. Engineering operations (excluding laundry) --_------ 23 19.0 —4.0 
40 42.0 +2.0 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 ! 
Number of different persons who provided service -___-.------ 31 28 29 
Average payment per consultant or attending ?___......-...-- $1, 060 $1, 283 $589 
at ap mm aid to all consultants and attendings ?__._.-_-- $32, 875 $35, 925 $17, 101 


1 Data for 1st 6 months of fiscal year 1959. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


tists 
Physical therapist 
Secretarial. .........- 


Neurosurgery 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research, and (2) training programs such as medical, paramedical, or 
hospital administrative trainees? Research and educational training programs 
would increase the quality of patient care. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(c) For treatment of a non service-con- 
(1) Patient has compensable 
(2) In receipt of VA pension.---... 5 
(3) In hospital more than 30 days. 1 4 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (e) above, show him only in that category appearing first in the listing. 


| | 
| | 
| 
| | | | | 
| 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 

és) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect a gee for hospitalization under 
insurance plans, emphasizing any changes made since January 1957; (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Insurance companies are billed for supplies and services furnished 
their beneficiary. If the company refuses payment, and their policy does not 
—_ the traditional waiver clause, the case is referred to the chief attorney. 

his is the same policy as followed a year ago. During calendar year 1958 our 
cost of collection was $1,060. 

4. Compare amounts billed to insurance companies, veterans and, employers 
and amounts collected: 


Calendar year | Calendar 
1958 


1957 
16, 528. 00 6, 781. 56 


ao Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calandar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & 8. care required before oath is signed? The admitting physician indicates 
to the veteran probable length of stay in the hospital; type of Yn if re- 
quired; and cost per VA Manual M-1, part I, appendix A; probable expense for 
medical patients currently estimated at $25 per day; surgical costs currently 
estimated at $20 per day; plus estimated number of days of stay. 

8. In your opinion are there abuses of non-service-connected care? None. 
The vay d two borderline cases we thought were possibly able to pay were referred 
to the chief attorney for action. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

100 100 

World War II... 7 93 100 
eacetime._. 40 60 100 
All patients 6 04 100 


a 
a 
a 
I 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
ltem 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load. -_.......-. 145 147.0 146. 0 161.0 168.0 
(b) Full-time equivalent staff_-.....-....- 242 241.6 240. 6 245. 4 245.4 
(c) $1, 243, 214 | $1,318, 563 | $1,309,750 | $1,480,810 | $1, 552, 121 
of 1, 005, 547 1, 071, 511 1, 096, 514 1, 230, 531 1, 310, 257 
OT 4,175 4, 880 4, 696 5, 086 5, 132 

f) Commiunications.......-........-+---- 6, 377 5, 849 5, 318 5, 084 5, 
) Utilities (gas, coal, water, etc.) .......- 46, 930 49, 572 47,924 52, 358 51,349 
62, 505 64, 813 66, 937 73, 905 78, 007 
i) Drugs and medicines_-_-.-...........-. 27, 546 25, 712 30, 699 33, 628 35, 152 
) Medical and dental supplies_...._...-- 18, 481 16, 854 17, 258 18, 815 19, 113 

(k) Asset acquisitions including equip- 

22, 100 5, 979 3, 065 14, 460 6, 989 
49, 553 73, 393 37, 339 46, 943 40, 828 
(m) Cost per discharged patient. -.......... 770 867 1, 029 932 940 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. Moneys should be provided to 
absorb periodic wage increases, plus rising costs of medical supplies and materials, 
and replacement of old equipment. Too often, the primary fund allocation 
remains fairly constant from year to year and the station has to absorb these 
additional costs with some sacrifice to patient care and treatment. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? ile the mana- 
ger has informed the medical staff that no patients should be held past normal 
discharge time in order to increase our average daily patient load, the entire staff 
knows that our primary fund allocation is based on average daily patient load 
and consciously or unconsciously may try to protect the hospital from losing 
funds through reduced average daily patient load. As manager, I’m quite 
certain that a primary fund allocation not based on average daily patient load 
would decrease length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards are available with other VA hospitals of like size, but so often too 
many intangibles are present to be able to make a valid comparison. Cost 
factors are reviewed by the manager and assistant manager with operating officials 
in a continued effort to effect economies without sacrificing efficiency. Better 
standardization of comparison ratios would be an improvement. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.16. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.37. 

(c) If all your patients are not on the same ration, what differences are there? 

? All our patients except those designated by the medical staff to partake of 
modified diets are fed the same basic ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very instrumental in securing key personnel. Adequate and reasonably 
priced housing is not always available and these quarters do aid in that respect. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 

- What, in your opinion, is the — value of this installation (all buildings) 
based on a replacement cost? $5,500,000. 


| 
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8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Our personnel costs are rising due to 
the long tenure of our employees. Turnover is minimal, and consequently our 
periodic wage increases average $12,000 to $15,000 which we must absorb within 
our primary fund allocation. Also, due to our location, food costs are high as 
well as other supplies and materials, because of the transportation involved. 
Then, too, in the shortage category eae: (physicians, physical therapists, 
mee sete it is necessary to pay the highest possible salary in order to recruit 
these people. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Budget control has been decentralized to the operating official. 
They are required to plan for their year’s needs and must live within that alloca- 
tion. Cost figures are reviewed monthly with all concerned officials and efforts 
made to reduce expenditures whenever possible. Training programs in costing 
and control procedures are held. Comparison of expenditures versus plan are 
made at the staff level and evaluation discussions held to improve our operational 

icture. Cost control is a continuing program and all operating officials are 
involved. An overall budget committee is functioning whereby the total hos- 
pital operating program is outlined and reviewed. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.03; per pound, $0.04. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.05; per pound, $0.07. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? Although the manager has 
informed the medical staff that no patient should be held past normal discharge 
time, they are well aware that our primary fund allocation is based on average 
daily patient load and may try to protect the hospital from losing funds because 
of a reduced average daily patient load. In addition, when beds are available 
and the average daily patient load is low, the staff would tend to relax their 
criteria for the need of hospital care. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? We could still maintain our 
present average daily patient load with the closing of four to eight beds. We 
feel an average occupancy of 86 to 92 percent is sufficient to meet our needs. 
Other than that, all our beds are needed to handle peakloads during the year. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? From our experience with the CBOC 
program we feel that it would not reduce any operating beds at this hospital. 
Our costs are minimal and of the patients participating in this program, 50 percent 
of them were referred because of dental conditions. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $7,604.52. 
(2) Visits to hospitals by patients on CBOC status: 786. 
(3) Cost per visit: $9.67. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? es. By what methods? Cite examples. 
The manager has been allowed more freedom in planning station needs. He 
now has the opportunity of outlining the station’s actual operating needs to 
area and central office personnel, and also to spend the funds in the cost areas 
where most needed. There is now more flexibility to the station operating budget 
than in previous years. 

(b) Has your hospital had an internal audit of its administrative operations? 


(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Although we had no internal audit, we did have an extensive 
8-week audit by General Accounting Office. Only two members of their 
five-man team had prior experience in auditing hospitals, but we feel the 
group as a whole gave us a thorough going over in the fundamentals of good 
hospital administration and in the application of existing VA rules and 
regulations. The entire staff agreed that the audit was worthwhile to the 
station because it served as a checklist of our total hospital operational 
program. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Because of existing rules and regulations, com- 
mon only to VA, I feel that an audit team from the VA family, either central 
office or the field, would be most beneficial. (GAO team did have some difficulty 
in interpreting VA regulations.) 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits of area office personnel are invaluable. They give us sug- 
gestions which have proved acceptable at other VA stations. Their attitude 
is entirely one of help and assistance in maintaining good patient care rather 
than finding fault. 

(2) Of what value would you think these visits are to VACO? I think 
that the direct personal contacts of the area medical director with central 
office can present the problems of the field hospital much better than can be 
accomplished by reports or correspondence. 

(3) Would less frequent visits be more useful? No; the specialized per- 
sonnel of the area office visit now only on a per annum basis. I believe 
biannual visits would have added value to the field stations. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No; the trend has been toward decen- 
tralization rather than recentralization. 

2. Is the management development program directed toward making good 
employees or good managers? Both. I believe the program as practiced at 

resent is in the line of improving employees for advancement to better positions. 
he Central Office Institute for Hospital Administrators was invaluable training 
for all managers. 
X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.1.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 


1960 | Project 37-5320, isolating transformers for operating room--.-_-..........--...----.-- 
1961 | Project 37-5343, automatic controls for elevators, building No.1 -.......-.-..----- 
oe number not yet assigned.) Individual room temperature controls, building 
(Project number not yet assigned.) Relocate electric transformer-__.-............. 


eR 
$33 


No. 
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Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Deep-freeze conversion in dietetic department ..................----..----.----------------- $4, 500 
Rearrange dietetic department (central cooking area) ..............--...---.-------.---.---. 5, 000 


XI. Maintenance 


1. (a) List by description and amount of money inovlved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Repair autoclaves and sterilizers, surgery 800 
Install storm windows, 7th floor............-....-- 750 
Replace temperature-regulating valves 350 
Repairs to pharmacy dumbwaiter -.._...........-- 300 
Repair macadam 1,400 


These items have been considered most urgent by engineering service, D.M. & §., 
central office and have received tentative approval for implementation during the 
last quarter of fiscal year 1959, provided funds are available. 

(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacement of tuners, central radio system ..................------------------.----------- 560 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment 
excluding cost of replacing or adding new fixed equipment: Refractory repairs 
to furnaces in boiler room, $2,800. 

(6) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Magic door to facilitate entrance of patients and litters to operating suite. _................. $1, 350 
Install additional toilet facilities in personnel quarters_..................-......-.-.-------- 1, 200 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Replacement of electronic with mechanical folder in laundry. .- 2, 500 
ew electrop an equipmen: r 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1367 


3. What, in your opinion, are the most pressing needs in your installation? 
Our most urgent need would be for an increase in our primary fund allocation to 
absorb the periodic wage increases and the higher cost of supplies and materials. 
Then we need additional funds for the replacement of existing equipment and 


also for the procurement of new equipment items. For example: 


Description Amount 
Dictating equipment 4, 800 


LEBANON, PA. 
I. General 


Name of hospital: Veterans’ AdmlInistration Hospital. 
Street address: Route 1. 
City and State: Lebanon, Pa. 


Type of services: Type of hospital, NP; G. M. & S., yes; domicile, no; forma 


outpatient clinic, no. 
Name, qualifications, and tenure of — 
(a) Manager: Lester J. Kantor, M.D.; appointed June 10, 1957. 


(b) Assistant manager: Frank A. Conlin, B.S. (business administration); 


appointed July 22, 1951. 


(c) Director, professional services: Albert E. Harris, M.D.; appointed June 12, 


1958. 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Ttem (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining.................... 777 34 
10. Average daily patient load for 12 
months ending Dec. 31, 773 33 


! 

| 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


AGE OF PATIENTS 


12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(b) Percent of total patients re- 
maining (line 9) 20 29 


13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


6) Percent of total patients re- 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during year__- 101 178 120 173 
15. Number of patients on trial-visit status as of Dec. 31. 46 105 76 118 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital? Patient discharges 
dropped considerably during the past year. We feel this is due in part to the 
advancing age of the patients and the chronicity of the disease pattern. Shortage 
of professional staff also played an important role in this respect. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 
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III. Length of stay 


1. Length of stay: Azenngs stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients 
10 years and over-- 113 11.4 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
We still have the hospital stay committee referred to in last year’s report. In 
addition, we have appointed a functional committee to which problem discharge 
cases are referred. Individual services hold meetings within their own groups to 
discuss discharge methods. 

(b) What improvements have you made since your last report to this com- 
mittee? We make it a practice to notify each service chief when a patient reaches 
his 45th day of hospitalization. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Patients are getting older and their 
diseases are becoming more chronic in nature. 

4. (a) What would be the effect on length of stay if you were able to provide 
—— followup care, as needed, on an outpatient basis? Very little at this 

ospital. The trial visit and CBOC programs pretty well satisfy our needs. 
: @ What effect would such a program have on your cost of operation? Negli- 
e. 
. 5. What would you suggest to further reduce hospital stay without impairing 
care? To recruit and retain a professional staff of high caliber. If we were 
permitted to advertise in professional magazines for psychologists, social workers, 
and other therapists, it would be a tremendous help in our recruiting efforts. 

6. What is needed to improve turnover of patients? More intensive and indi- 
vidualized attention to psychiatric patients. More foster homes should be made 
available and we should b be able to finance nursing home care, especially for non- 
service-connected cases. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled. for admission and not VA patients: 


Nonservice connected 
Type of care required ' Total connected 
Total j|Innon-VA| Not yet 

hospitals |hospitalized 
1, Total applicants. fy 422 289 133 

TB 
NP 418 289 129 
G.M. & 8 -- —- 14 

1 Neurological, 


10807 ot many patients are scheduled for admission subsequent to January 12, 


3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled chronologically from predetermined priority groups as 


33427—59—__88 


4 
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appropriate beds become available. On services where turnover rates are higher, 
mam, is based on anticipated discharges. 

4. In addition to the persons reported in reply to qpeatipas 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 

5. Are patients admitted without placement on the waiting lists? If the answer 


is ‘‘Yes,’”’ please describe the circumstances: Yes. Emergency cases and those: 


walk-ins obviously in need of-immediate treatment. 


6.. Number of applications for admission from July 1 through December 31, 


1958: Total, 1,046; approved, 974; rejected 72. 
V. Hospital staff 
rt full-time equivalent employment for both full- and part-time ae 


as * ecember 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
2, full- and part-time. 23 26 +3 
4, Physicians, consultants and attendings.............. 4 
6, Nurses-_-- 107 102 
8. Therapists and techmicians !__..-.......-2-.,.------- 36 46 +10 
9. Social 4 6 +2 
10, Office of manager, personnel, and fi bie] 24 23 =k 
15 -3 
i. maintenance (excluding 43 44 +1 
15. Engineering operations (excluding laundry) .-.---.-- 31 29 -2 
17.8 services. Lif 15 13 -2 
other st ores 134 120 


physical medicine, dentistry, laboratory, X-ray. 


. 19. (a2) Number of member omployers as of January 12, 1959: 3; annual wage 
(average) $725. i 

(b) What is the value of this program to the. member and to the hospital? 
This permits us to determine his ability in a work situation and to evaluate his 
sense of responsibility. It is also a step forward in an effort to restore his dignity 
as a wage earner. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 334. 

(b) Number of patients discharged during past 3 months who were om indus- 
trial therapy: 33. 

(c) Average days of hospitalization of patients reported in (b): 763. 

_ 22. Number of patients in day hospitalization: 1. 

x Number of patients in night hospitalization: 4. 
For consultant and attending physicians, show be the somnieeal one 


Total (fiscal years)...» 
From July 1 through June 30 ears) letoT 
verage payment r cons tan or 
for d to all consultants and attendings !__......- $28, 200 $33, 225] hoo 
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- 25. ‘What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 
Social worker - - -; 1 


VI. Research and education 


1. For hospitals with approved research and education activities: How do thé 
research and education programs contribute to patient care in your hospital? 
We have just been approved for a research program, effective January 1, 1959. 
We think this will aid in recruiting competent professional staff and add tone and 
quality to the medical program presently existing. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research and train- 

ing (pro- 

gram 8300 
2. Gifts and donations deposited in general post fund _-..._......--..-------- OS Jvideckisbtetes 
3. Grants from other sources administered through affiliated medical schools -. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension... 1 7 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) There is no-change in the mode of collection since the January 1957 
report. We have in the meantime become familiar with most of the insurance 
companies that refuse to pay for VA hospitalization. In these cases we no longer 
notify the chief attorney or even bother to bill. We make every effort to see that 
the veteran knows his insurance does not cover care in a VA hospital. Cost of 
the collection program for calendar year 1958 is estimated at $672.37. 


| 
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4. Compare amounts billed to insurance companies, veterans, and employer 
and amounts collected: 


Calendar year | Calendar 
1957 1958 — 


Amount billed... 643 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the mpeg oi of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 4. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & 8. care required before oath is signed? At time of admission applicant is 
apprised of approximate cost of hospitalization based on rates established for 
comparable in the community. When signed applications are 
received by mail, veteran is asked to reaffirm his inability to pay at the time of 
reporting for admission. 

8. In your opinion are there abuses of non-service-connected care? Occasion- 


all 
2. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

Korean_. 88.6 11.4 100 
World War II--. 61.8 38.2 100 
World Wor 24.7 ‘ae 
Spanish-American War 

Peacetime--. 87.0 13.0 100 
All patients. 58.3 41.7 100 

VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1950 
verage daily patient load. -..........- 966. 0 966. 0 985.0 981.0 980.0 
Full-time equivalent 832. 8 831.9 829. 1 824.6 $24.5 
() ENCES cnadcunabapacmenameh $3, 929, 096 | $4, 148,922 | $4,225,058 | $4,644,275 | $4, 896, 628 
of staff ?__.. 182, 451 370 507, 985 91 127, 546 
¢) Patient travel 7, 675 > 8, 734 
11,184 11,147 11, 343 
Utilities (gas, coal, water, etc.) ........ 264 103, 981 , 729 114, 211 118, 
) Ey dbktinetebelicastsdwnsnsnsess 343, 350 322, 291 661 339, 488 
and medicines 63, 650 60, 27 71, 514 74, 178 70, 028 
M and dental a gee a 68, 176 70, 804 81, 244 74, 502 62, 931 
) Asset acquisitions uding equip- 
ment 35, 504 45, 824 26, 970 13,778 
115, 642 101, 261 79, 083 82, 891 143, 434 
(m) Cost per discharged patient........... 986 1,071 1, 257 1, 874 1, 836 
1A xd for common services: Show all costs to nearest dollar of actual cost. 
a all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Under ordinary circumstances, the primary 
fund allocation is sufficient except for major equipment purchases, unanticipated 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1373 


price increases, arbitrary holiday determinations, and additional funds for normal 
and preventive maintenance programs. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? o effect. Be- 
cause we are predominantly a neuropsychiatric hospital, with many chronic and 
geriatric patients, our length of stay is normally high. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons age neem What improvements seem 
possible? Have they been discussed with responsible officials? Comparative 
standards, as adequate as can feasibly be prepared, are furnished by the central 
office. Data are furnished by t: of hospital, N P, G.M. & 8., and TB. Our 
operation, classified as straight NP in these statistical releases, is not truly com- 

able with other VA hospitals since we have 270 G.M. & 8. beds and 795 NP 

ds. Interpolation of data furnished has been used to some advantage. True 
comparisons cannot be made unless comparing identical hospitals with identical 
type of operation. No comparative data is available from civil hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.92. 

(b) What is the cost per served ration for all other food service activites from 
July 1, 1958, through December 31, 1958? $1.19. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? One menu is used for NP patients and G.M. & 8. patients on regular diets. 
A modified diet menu is used for patients who must have modification of the 
regular menu due to their illness and dietary prescription. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 18 nonhousekeeping rooms. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Highly valuable in this area. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? 6 additional bungalows. 

(b) Could cost of such quarters be a lucrative investment? They would be 
self-sustaining. 

7. What, in your opinion is the capital value of this installation (all buildings) 
based on a replacement cost? $35 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors, Inflationary trends in cost of supplies 
and services and increased use of tranquilizers in the treatment of mental illness 
have increased the cost of hospital operation. The price of coal increased $0.40 
per ton in the contract effective April 1958 and will probably increase again 
in the new contract for deliveries beginning April 1, 1959. ater rates were 
increased 30 percent during the past year and gas rates were also increased. The 
cost of most other supplies and services has increased from 2 to 5 percent. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Individual department and service supervisors participate in 
the preparation and operation of the station budget. Periodic reports comparing 
planned costs against actual pears assist these individuals in analyzing 
their operations. Meetings are held periodically throughout the year to discuss 
current budgeted operations, trends in operating expenses, and anticipated future 
requirements. Budget participation, analysis of unit operations, and our budget 
pres. ai developed cost consciousness in all departments and services of 

e hospital. 

10. Laundry service: 

Loge was the utilization of laundry per patient per day during calendar 
year 


Pieces. 912 5. 87 
Pounds... 863 4.45 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
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tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.029; per pound, $0.039. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient-load ee of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13..(a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $630. 
. (2) Visits to hospitals by patients on CBOC status: 149. 
(3) Cost per visit: $4.23. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Generalized as 
opposed to specific directives. 
¥ tb) Has your hospital had an internal audit of its administrative operations? 
es 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Interested primarily in good practical administration. 

(3) How was the internal audit valuable to your hospital? Showed us 
how we could economize and eliminate personnel. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 

changes as a result? No. 
(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be’ conducted by a joint team? Would recommend joint team with majority of 
members from outside Government. 

(d). The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits are helpful most of the time depending upon the individual. 

(2) Of what. value would you think these visits are to VACO? They 
become aware of undercurrents in hospitals and are able to transmit on-the- 

» ground observations with interpretation to central office. In turn they 

interpret central office policies to the hospital officials. 
(3) Would less frequent visits be more useful? We are not so concerned 
less frequent as with less lengthy visits. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Very little recentralization; no dramatic 
effect on hospital operation. 

2. Is the management development program directed toward making good 
employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


. 1959. | Additional fire eauipesent—preiaet No. 37-5286 $90, 000 
eli Alterations, buildings 2 and 17, for dining facilities, project No. 37-5290. ........-- 200. 000 
. 1961: | Chapel building, project No. 37-5345. 150, 000 
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Not programed, or under consideration for fiscal year 1962: Ladders and cat- 
walks for elevated water tank; and independent station owned water supply 


system. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. The 
following charges represent supplies and materials exclusive of salary costs to pro- 
vide normal annual maintenance and are scheduled for 1959: 


Description Amount 
Electrical facilities $2, 687 
Plumbing, heating, painting, buildings, grounds. x 23, 452 
Refrigeration, 3 1,917 


1 This amount is available in primary fund. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


(2) Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and ‘cacebaiinie 
excluding cost of replacing or adding new fixed equipment: 


Fiscal | Description Amount 
year |. 


1960 | The normal paintennnce charges itemized in maintenance costs of 1959 will again 
(These eid a are normally available in the primary fund allocation. ) 


Painting assistance will be required, either contractual services or purchase and 


hire, for interior and exterior painting of several buildings "16,000 
(These should be provided as additional funds.) 

1961 | The normal maintenance charges itemized for 1959 will again be required. _.-_ ..--.- 45, 000 

(These funds are normally available in the primary fund allocation.) 
Contract painting of the elevated water tamk_..---.._--.-------.----------------- 5 2, 500 
Painting assistance for several buildings, both interior and exterior > 6, 000 
Maintenance treatment of 25 percent of the roads__.2--...~-..-.--~--.+-----.----- 1,600 


.(These funds hould he rovided a supplement to the fund 
floeation } § P as pp primary 


| 
| 
| 
| 
qf 
{ 
| 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 


1960 | Installation of an electronic precipitator to replace filters in operating room air- 


Installation of 2 air conditioners in the locked ward dayrooms of sme we Biel cet 

1961 conditioners in the neurological ward and the locked medical ‘ads 


(ce) Replacement and new fixed equipment costing over $1,000: 


Fiscal year Description Amount 
Replacements: 
Mixer, vertical, 100 quart capacity, heavy-duty- -..............-...-.--... 1,500 
Tank, X-ray, film processing: 
New 
Full body hydrotherapy tank (Hubbard) 8,775 
Nourishment kitchen units (3) 2,700 
Electronic pitator for o room. 1, 600 
2 air conditioners for locked wards, building 17-...............-----.--.--- 2, 000 
Replacements: 
Vegetable steamer: 
hot top, for diet won 
-ray apparatus, ic fluoroscopic. as 
Dryine tambien: 42 inch by 120 inch 9, 000 
New eq t: 2 air conditioners for neurological ward and locked medical 


(3) What, in your opinion, are the most pressing needs in your installation? 
Acquisition of highly qualified physicians and particularly h hly qualified 
psychiatrists which will improve patient care and provide earlier release of a. 
tients. Me also have difficulty recruiting psychologists and some others of 
therapeutic arts. 


PHILADELPHIA, PA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: University and Woodland Avenues. 

City and State: Philadelphia, Pa. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 
(a) George F. Swanson, M.D., 30 years’ hospital administration, 

st 31, : 

(6) Assistant manager: J. P. Kelley, 11 years’ hospital administration, 
January 12, 1957. 

(c) Director, professional services: George R. Clammer, M.D., 4 years’ 
hospital administration, March 23, 1958. 
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II. Bed capacity and patient load 


' Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domietles 
Total | TB PP Neuro- | G.M. & 8S. 
ic | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity. 488 10 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
rent operating plan regar 
10. Average daily patient load for 12 
months ending Dec. 31, 1958.....--. 451 10 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
) Percent of total patients re- 
maining (line 41.3 60.0 RES 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
Percent of total patients re- 
maining Jan. 10, 1957_..._.- 47.1 20.0 B74 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit — Phe None None None None 
15. Number of patients on trial-visit status as 31. None None None None 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular discharge. 102 117 138 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. one. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on ——- 12, 1959, because they were not required for fiscal year 1959 operating 

n one. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


_| 
| 
q 
q 
| 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 32 days. 

2. For G.M. &8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of- 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple-treated conditions) : . 


AV 
Cases length of , 
Stay 
Subtotal gastrectomy for duodenal 5 51 
tectomy: ‘ 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? <A length-of-stay committee makes repeated surveys to insure that dis-- 
charges are being expedited. fy 

(b) What improvements have you made since your last report to this committee? 
(1) More prompt answering of consultations by outside consultants; (2) Initial 
laboratory and X-ray studies are completed and reported more promptly. 

(c) Are there any identifiable administrative practices or policies that may: 
contribute to increasing length of stay? (If so, describe.) More adequate 
planning for patients’ discharge may be a contributing factor. Present method of 
procurement of prosthetics. 

_(d) Are there any identifiable differences in the characteristics of patients, or. 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, deseribe.) ‘ No differences at present. Differ- 
ences which may be of importance in the future would include an increasing num- 
ber of the so-called long-term or intermediate patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? This would 
probably effect some improvement. However, the CBOC program seems to-be 
providing for a considerable number of patients. “Apt 

(b) What effect would such a program have on your cost of operation? Any 
factor which would increase the turnover rate would increase the cost of operation... 
There would probably be some increase in operational cost of X-ray, laboratory, 
and pharmacy. 2 

5. What would you oer to further reduce hospital stay without impairi 
care? A budget that would provide for an increase in the number of personnel. 

6. What is needed to improve turnover of patients? See 5 above. 


IV. Waiting lists 


1. Number of eligible applicants not f he hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required _ | otal | connected 
Total In Not 
hospitals {hospi 
1. Total applicants 27 3 
G.M.&8 27 3 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? 63 patients. 

3. What system do you use for scheduling admissions from the waiting list? 
The waiting list is continually reviewed by the professional and administrative 
staff. Veterans are scheduled for admission according to the priority of medical 
care required, facilities available, and the date of receipt of the veteran’s 
application. 

4. In addition to the persons reported in reply to question 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 5 veterans who telephoned regarding their medical condi- 
tions. The veterans were informed to report here for medical evaluation to 
determine their need for hospitalization. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Approximately 65 
percent of our daily admissions apply directly for hospitalization as emergent 
eases or referred here by ambulance, by civilian physicians after telephone con- 
versations with our medical staff, or are transported here by the Police Depart- 
ment of Philadelphia and surrounding areas as emergency cases. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 5,182; approved, 3,789; rejected, 1,393. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time em- 
ployees as of December 31, 1956,! and 1958. Distribute common service employ- 
ment to provide best estimate of staff providing service to hospital patients.) ~ 


Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 ' to 1958 
2. Physicians, full- and part-time................-...... 16.0 18.5 +2.5 
3. Physicians, residents and interns 20. 5 23.8 3.3 
4. Physicians, consultants and attendings-_-._...__..__- 7.3 8.1 +.8 
8. Therapists and technicians ?_..............-.-------. 42.0 31.0 —11.0 
9. Social workers............ 3.0 3.0 0 
10. Office of manager, personnel, and finance.._......-.- 20. 0 22.0 +2.0 
12, Other food-service 76.0 69.0 —7.90 
ngineering maintenance (excluding laundry) 
18. other staff___- 125. 4 123.1 —2.3 


1 These figures include 22.9 and 2.8 employees engaged in consolidated su and engineering activities 
respectively for the Philadelphia rexonal and district offices. we 
2 In physical medicine, dentistry, laboratory, X-ray. 


19, (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 5. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 
_ (6) Number of patients discharged during past 3 months who were given 
industrial None. 
(c) Average days of hospitalization of patients reported in (b): None. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 


= 
| | q 
| 
q 
q 
{ 
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24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 4 
Number of different persons who provided service. -........-- 174 171 117 
Average payment per consultant or attending: ? 
amount paid to all consultants and attendings ?_..__.._- $75, 750 $76, 475 $31, 050 
16 months. 
Exclusive of travel. 


25. What a of employees would be recruited if the primary fund allot- 


ment were inc 


Category Full time Part time | Consultants, 
attendings 
Nursing. ...- BD 
Paramedical 5}. 
Maintenance. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
By attracting and holding full-time physicians and scientists of high caliber; by 
enhancing the recruitment of residents; and by increasing the interest of con- 


sultants and attendings. 


3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research 

gram 3300) 
1. VA appropriation... $121, 000 950 
2. Gifts and donations deposited in general post fund........-...-.--------.- Otvcec-we roar 
3. Grants from other sources administered through affiliated medical schools... [YS a4 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neuro! 
All Tuber- Psychi- With insurance ! 
Eligibility category patients | culosis atric wi 
Entitle- | Entitle- | insurance 
ment ex- ment 
not 
(a) Total. |-.......-- 20 88 
For treatment of a service-connected 
(©) For treatment of a non-service-con- 
1) Pat compensab! 
3) In hospital more than 30 days- | 4 15 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be yg in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 10. 

b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Immediately after admission of a patient, his administrative record is 
reviewed by an insurance clerk as to the patient having any kind of prepaid hos- 

ital care insurance coverage and an assignment has been executed in favor of the 

eterans’ Administration. The insurance carrier is notified by form letter of the 
insuree’s admission. Daily discharges are checked and as indicated a statement 
of charges and assignment are mailed to the carrier. Questionable cases are 
referred to the regional office’s chief attorney for review, as provided for by current 
Veterans’ Administration directives. The estimated cost of the collection pro- 
gram during calendar year 1958 was $2,800. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year year 


1967 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the nae of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 9. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? When hospitalization is 
indicated, following physical examination or evaluation, the approximate cost of 
hospitalization in a civilian institution is noted on the application by the examining 
physician. The veteran is then requested to complete the addendum. After 
review by the admitting clerk, the veteran’s ability to pay this sum is diseussed 
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prior to the veteran signing the oath of inability to pay on the application. This 
counseling occasionally causes the veteran to cancel his application and seek 
hospitalization at a civilian hospital. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment 
of service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
35.5 64.5 
21.3 78.7 io 
All patients = 16.9 84.0 100 


VIII. Costs 


. 1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
$ “Average daily patient load___._._._.... 433 439.0 443.0 450.0 450.0 
) Full-time equivalent staff.............. 677 645.8 681.1 650. 8 646.8 
{c) _ Total cost !- .-| $3, 254, 385 | $3, 484,608 | $3, 404,848 | $3, 833,638 | $4, 065, 551 
d) Salaries of staff ? 2, 546,043 | 2,785,385 | 2,811,803 | 3,145, 154 3, 340, 013 
1, 089 425 2, 359 3, 086 3, 210 
(f) Communications...................... 13, 078 14, 068 14, 526 16, 833 16, 034 
> 4 Utilities (gas, coal, water, etc.) _........ 70, 338 62, 233 77, 679 78, 795 84, 252 
188, 589 185, 254 190, 051 194, 114 199, 899 
pre and medicines. ................. 112, 102 122, 062 104, 721 114, 398 123, 129 
) Medical and dental supplies. _......... 97, 227 96, 176 98, 323 102, 947 109, 621 

({k) Asset acquisitions equip- 
: ment... 61, 061 69, 185 29, 400 10, 460 11, 640 
@_ All other 164, 858 147, 820 165, 986 167, 851 177, 753 
(m) Cost per discharged patient........... 679 695 700 736 778 

1 Ad for common services: Show all costs to nearest dollar of actual cost. 
2 all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
‘acceptable standard of medical care? No. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? o effect. 
_ 4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Do you have 
adequate comparison standards with other VA hospitals? Yes. Civil hospitals? 
-Yes. Are such comparisons appropriate? What improvements seem ible? 
Local factors vary which are not reflected in statistical data. Have they been 
discussed with responsible officials? Yes. 
6 (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.074. ' 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958; through December 31, 1958? $2.043. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
‘sonnel: 3 nonhousekeeping. 

ray How important are these quarters in maintaining staff and/or for recruit- 
ment? No significance. 

-(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 
_ 4d). Could cost of such quarters be a lucrative investment?.,, No. 
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7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $9 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. | See tabulation in section VIII, question 
1. Progressive dilution of patient care and steady increase in backlogs of essential 
maintenance and repair work and equipment requiring replacement, 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) Established budget committee of staff officials; (2) com- 
mittee meetings to inform involved persons of status of station funds; (3) assign- 
ment of funds to operating officials for their control; (4) a good communication 
program regarding cost. ; 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, ete., as mikes personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.037; per pound, $0.05. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.059; per pound, $0.079. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.?. Provides no incentive for rapid 
turnover. No patients are admitted who do not require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? , ese 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $24,357. 
(2) Visits to hospitals by patients on CBOC status: 4,100. 
(3) Cost per visit: $5.94. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. No sig- 
nificant change. 

N (6) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Benefits resulting would be an increase in per diem 
for those hospitals having rapid turnover of patients, intensive teaching program 
and an active research program. Believe the joint team approach would be 
most desirable. 
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(d) The area medical director’s office is regarded as part of the central office, 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. 
(2) Of what value would you think these visits are to VACO? Would 
imagine they are very helpful. 
(3) Would less frequent visits be more useful? No. 

(e) Have directives, cireulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Toward making good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1961. | Air cooling for clinical laboratory .....-........--.--...---.- 42,000 
Modernize air-conditioning system for operating suite_-__.........-..-..----.---.- 70, 000 
Enlarge frozen food storage space... 6, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


Ammonia compressor and motor drive. $5, 
Modernize 4 passenger elevators %, 


XI. Maintenance 


1. (a) List by description and amount of evra | involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


(b) In addition, list those items deferred due to lack of funds which in your 
a will result in further deterioration of property because of such deferral. 
(1) Heating and plumbing systems; (2) electric motors and controls; (3) laundry 
machinery; (4) radio head sets; (5) pneumatic message tube system; (6) dietetics, 
fixed equipment; (7) housekeeping, floor buffers and scrubbers; (8) fixed equip- 
ment, laboratories; (9) portable and electric technical equipment and appliances; 
(10) oxygen equipment and appliances; (11) roads and walks. 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


1. Dishwashing machine, flight type, Hobart, model FT-15_-.......-.........------------.- $10, 000. 

3. Hardening and holding cabinet, ice cream, 80-gallon capacity. -.-...........-.----------- 2, 000 

5. Convert automatic sheet folder to manually operated __.........-..-.--.---------. ..-.-- 3, 200 

6. Automatic ice makers for 3 wards-__--.......----.-- 4, 500 

8. Lighting improvement, parking lot areas. 4,000 

9. Ranges and deep fat fryers, 8.S..........-......-..--.. 4, 000 

12. Salvajor carbage dis 1,100 
13. Curtains, stage, back and sides, fireproof asbestos__._....... 3, 000 
14. Station radio multichannel 4 new tuners.._.........-...-.----2---.---22-----+---------- 1,000 
3. What, in your opinion, are the most pressing needs in your installation? As 


rtains to maintenance, currently there are no pressing needs at this hospital 
hat are not being adequately met tins the assistance of the area medical 
director, Trenton, N.J., and central office, Washington, D.C. 


PITTSBURGH, PA. 
(Leech Farm Rd.) 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Leech Farm Road. 

City and State: Pittsburgh, Pa. 

Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of— 

(a) Manager: E. R. Bennett, M.D., appointed April 21, 1957; 22 years’ experi- 
ence. 

(6) Assistant manager: R. H. Wallace, appointed September 1954; 13 years” 
experience. 

(ce) Director, —— services: T. A. March, M.D., appointed February 6, 
1956; 12 years’ VA experience. 


33427---59— —89 


&. Clean air ducts end ventilating systems. . 8, 000- 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 

TB Psy- Neuro- | G.M. & 8. 

chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed capacity 
Operating 


1. 
2. 
3. 
4. In process of activation. 
5. Construction 

6. 

7. 


8. 
9. Patients remaining 


10. Average daily patient load for 12 
months ending Dec. 31, 1958. 


AGE OF 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(a) Number 66 

(6) Percent of total patients re- 

maining (line 9) 7.2% 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 

(a) Number 22 22 

(6) Percent of total patients 

maining Jan. 10, 1957 2.37 2.37 


USE OF TRIAL VISIT 


Item 


1955 1958 


14. Number of patients sent to trial visit during year__- 198 209 180 
15. Number of patients on trial-visit status as of Dee. 31. 164 / 147 


16. (a) What. is.the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 


94 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The character of 
mental disorders in patients being admitted has been changing. During 1956 
and 1957 many patients were admitted for recently developed illnesses. These 
patients responded much better to treatment and, therefore, more patients were 
placed on trial visit and discharged during this period. During 1958 and 1959 
many admissions were for long-term chronic conditions which affects turnover. 


le) : 
rent operating plan regardless of 
PATIENTS 
| 
22 
2.42 
0 
Calendar year 

‘ 
1956 «1987 1958, 
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17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 


operating plan? None. 
f(b) During the past 12 months, how many TB beds (rated capacity) were 


converted to other than TB use? None. 


ITI. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of tine since admission Number of | Percent of 
patients patients 


. 00 
1 year and less than 115 12. 66 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? The entire staff of the hospital is oriented and trained to make use of all 
psychiatric and neurologic therapies that will expedite patient recovery and 
discharge. The very nature of the illnesses (neuropsychiatric) predispose to 
moderate or long periods of hospitalization. However, all patients are discharged 
as soon as the medical staff approves. MHN. LOA. V, member-employee, 
foster-home-care programs are all used to insure minimum hospital stay. 

(b) What improvements have you made since your last report to this committee? 
Member-employee program has been accelerated; foster-home program is being 
implemented; utilization of night care for selected patients; DPS working directly 
with AITS and CTS staffs; training classes for staff physicians whose training 
has not been in psychiatric speciality; appointment of assistant director, pro- 
fessional services for research and education. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The patients admitted to the 

sychiatric services are Principally those having chronic psychiatric disorders. 

hey have often received either inpatient or outpatient treatment for a period 
of years. These cases do not readily recover. Therefore, we are gradually 
building up an increasing number of long-term chronic type population. This 
situation creates the following problems that adversely affect turnover:: (1) 
So-called institutionalization with the resulting reluctance on the part of the 
patient to leave the hospital or ability to adjust if discharged; (2) reluctance on 
the part of relatives to accept the patient in their homes; (3) loss of homes for 
patients because of death to members of immediate family; (4) inability of im- 
mediate family to accept the patient due to advancing years. 

These factors make the placing of patients in homes outside the hospital very 
difficult and the situation will become worse in the ensuing years. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It is felt that 
length of stay could be decreased if outpatient care were the responsibility of the 
hospital. There exists too great a gap between hospital and regional office care 
of patients. Mental-hygiene clinics are understaffed and cannot furnish adequate 
care to patients on TV. The hospital staff is more conscious of the need to return 
the patient to his family and community as early as possible, and if adequate 
followup care under their supervision could be furnished, it is felt that the length 
of stay could be reduced. 

(b) What effect would such a program have on your cost of operation? An 
active, well staffed outpatient department would immediately increase the cost 
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of operation of this hospital. To be effective, the OP staff would have to include 
psychiatrists, neurologists, psychiatric social workers, psychologists, and psy- 
chiatric nursing personnel. Present staffing pattern of the hospital is such that 
there could be no shift of assignment of needed personnel from inpatient to 
outpatient service. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Typical of psychiatric hospitals we are critically short of psychiatrists. 
Adequate staffing would tend to reduce hospital stay. (There is a nationwide 
shortage of ge rca for hospital practice; therefore, no relief in sight.) Out- 
patient facilities within the hospital would tend to lead to earlier discharge of 

tients since supportative therapy could be given in the readjustment period 
rom hospital to community. 

6. What is needed to improve turnover of patients? See paragraphs 4(b) and 


5 above. 
IV. Waiting lists 


1. Number of eligible applicants pot ye hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
i of required Total connected 
Total |Innon-VA] Not yet 
hospitals {hospitalized 
1. Total applicants 520 0 520 214 306 
NP 469 0 469 214 306 
Neurologic. 51 51 


wanen many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 
Waiting list is maintained in accordance with existing instructions (VA Circular 
No. 18, 1958). No deviation from this instruction is permitted and admissions 
are scheduled for this waiting list according to priority. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 

tential admissions? ‘There’are approximately 150 patients presently in other 

A hospitals who wish to be transferred here so as to be nearer their homes. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. The only patients admitted 


without placement on the waiting list are those neurological cases considered to 
be a medical emergency. The exception would be the service-connected patients 
requiring hospitalization for his service-connected condition. We have been able 
to admit these patients immediately without placing them on the waiting list. 
Ifa "gg not available at this hospital, a bed has been secured at an appropriate 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dee. 31, 1956! | Dec. 31, 1958 to 1958 

1, 977 922 —55 

2. Physicians, full- and part-time. 20 19 -1 

3. residents and 3 2 -1 

4. Physicians, consultants and attendings_...........-.- | 5 6 +1 

6. Dentists... 3 4 +1 

6. Nurses__... 89 97 +8 

7. Hospital aids 304 291 -—13 

8. Therapists and technicians 2 36 38 +2 

9. Social workers_.......... 15 14 -1 

10. Office of manager, persoz:nel, and fi 25 25 0 
11, 8 6 
12. Other food-service employees 104 99 —5 
03. 22 2 0 
14. Engineering maintenance (excluding laundry) -_._...- 69 67 -—2 
15, Engineering operations (excluding laundry) -........ 35 29 -6 
16. Supply._-.--- 22 18 —4 
17. 8 services 18 15 -3 
18, other staff. 199 170 —-29 


1 Correction was made in Dec. 31, 1956, figures. Lines 4 and 18 were reported incorrectly on past sub- 
1In physical medicine, dentistry, laboratory, X-ray. 
19. (a2) Number of member employees as of January 12, 1959: 7; annual wage 


(average) $854. 
(b) at is the value of this program to the member and to the hospital? 
The treatment of emotionally ill persons is not completed with the alleviation of 
their more dramatic symptoms. equently, patients require an extended period 
of convalescence and rehabilitation because they have not recovered sufficiently 
to leave the hospital and meet the complex and difficult demands of community 
life. Such patients are often able to meet certain aspects of social living if given 
therapeutic support and an opportunity to increase their stability by actual 
experience in limited social situations. These patients, unable to exist inde- 
pendently of the hospital are quite able to exercise much independence within 
the hospital. They are sufficiently recovered from their emotional illness to be 
roductive workers and to care for their immediate personal and social needs. 
ithin a limited social environment, it is often only a matter of time before these 
patients are strong enough to accept full responsibility for their needs and to leave 
the hospital. 
20. at was number of guards on duty December 31, 1958? 8. 
21. (a) a of patients on January 12, 1959, who are in industrial therapy 
program: ‘ 
(b) Number of patients discharged during past 3 months who were given 
industrial 9. 
(c) Average days of hospitalization of patients je, in (b): 74. 
22. Number of patients in day hospitalization: 908. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 : ; 
1957 1958 1959 1 
Number of different persons who provided service. .....-.-..- 28 32 27 
Average payment p= consultant or attending ?__............. $1, 709 $1, 705 $1, 978 
Total amount we to all consultants and attendings ?_.......- $47, 857 $54, 555 $53, 400 
Total for travel. las 0 0 0 


1 Actual through Dee. 31, 1 5 
: sea alow , 1958, and estimated for remainder of fiscal year 1959. 
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25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category 


Part time | Consultants, 


Psychiatrists _ 
Psychologists. 
Social workers. 


‘ds 

Medical records (assistant) -_.....-- 
Recreational leader - - -- 
Occupational 
Educational therapist ......-.-.- 
Industrial therapy aid. 
Dietitian 


Nursing assistants. 
Cleri 


' 
‘ 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the: 
research and education programs contribute to patient care in your hospital? 
(a) Research stimulates academic interest of the staff. This is reflected in better 
patient treatment. (b) Research and education programs keep the hospital staff 
aware of the latest methods of treatment for disease entities. (c) Research and 
education programs afford staff an opportunity for contact with outside medical 
authorities, allowing for an interchange of ideas regarding various kinds of thera- 
pies which are useful in the management of our patients. (d) Without such pro- 
eens. pranenerens of psychiatric illnesses particularly becomes sterile and 
stagna 

3. Peels of funds available in fiscal year 1958: 


VA $145, 562 009: 
Gifts end Bomation onations deposited in general post fund 16, 000 


attendings 
Librarian: | tar te 
Housekeeping 
Foreducation 
Research train- 
; gram 8300) 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted 


not ex- 
hausted 
(}) For treatment of a service-connected 
(c) For treatment of a non-service-con- . 


(1) Patient has compensable 

(2) In receipt of VA pension. 
(3) In hospital more than 30 days... | 1 


‘ 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of 'the:categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or iob-connected iniury: None. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
iniury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Patients admitted under VA regulation 6047 (c) or (d) havin 
potential entitlement under insurance plans are required to sign a power o 
attorney. FL 10-98: Notice of Hospitalization is then forwarded to the party 
or parties concerned. If the party or parties disclaim responsibility either as a 
result of the FL 10—98 or the billing which is submitted, the case is referred to 
chief attorney for his advice. Charges are based on the hospital per diem rate 
multiplied by the number of days of hospitalization. The estimated cost of the 
collection program to the hospital for calendar year 1958 is $73.89. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year ieee year 


1957 
Amount billed __ $17, 443 $13, 439 
Amount collected __ 2, 409 2, 038 


_ 5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Non-service-connected neu- 
rological patients are advised of the probable length of hospitalization and the 
approximate cost of hospitalization in a private hospital. The prevailing rate 
for ward care in local hospitals is used as a basis for arriving at the estimated cost. 
Psychiatric admissions are restricted to service-connected cases. 
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8. In your opinion are there abuses of non-service-connected care? No. 
9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


1955 


(®) Average daily patient load 665 
Full-time equivalent staff 773 


(©) Total cost ! $3, 619, 298 
f Salaries of staff 2 2, 832, 045 
035 


Patient travel 4, 
) Communications 11,174 
Utilities (gas, coal, water, etc.).......-. 302 
Raw foods Lf 249, 662 
i) Drugs and medicines 52, 603 
Medical and dental supplies. 54, 270 

Asset acquisitions ud. 

ment. 177, 907 
200, 451 
(m) Cost per discharged patient 1,897 


commen Show all costs to nearest dollar of actual cost. 
a ding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The primary fund allocation under 
which we operate allows only a basic minimum standard. The present ratio of 
one employee per patient is not adequate and does not permit the full utilization 
of modern psychiatric applications and techniques. Rising cost of salary, sup- 
plies and the replacement of old equipment which the primary fund has to absorb 
requires a constant tightening of funds allocated to operating areas. In order to 
live within available funds this hospital has had to reduce approximately 35 posi- 
tions each of the last 3 fiscal years. 

3. Does the allotment of funds on the basis of average nS gee load increase 
or decrease the patient’s length of stay? How or why? e more restrictions 

aced on an organization of any type makes the operation more difficult and less 

exible, especially in meeting emergency situations. The care, treatment, and 
rehabilitation of patients come first with average daily patient load consideration 
as secondary. At times with a critical shortage of psychiatrists it is very difficult 
to hold to the —— ae daily patient load and furnish high caliber care’ 
and treatment. ere should be a little give in the average daily patient load 
financing formula to meet critical situations in the NP hospitals. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with ry oe officials? Comparison 
standards with other VA hospitals are available, but frequently do not aid mate- 
rially in local situations since each hospital has its own individual characteristics. 
If out-of-line situations appear upon comparison, review pe oe are made at 
once. Recently several studies have been done by central office showing compari- 


War Service Nonservice Total 
connected connected 
&8. 50 11. 50 100 
Fiscal year— 
Item 
|| 1956 1957 1958 1959 
(estimated) 
894 902 896 900 
1,000 993 930 920 
$4, 896, O08 | $4, 784,353 | $5,156,249 | $5, 446.818 
; 4,053,042 | 4,062,874 | 4,356, 222 4, 657, 685 
8, 874 3, 920 3.019 3, 668 
12, 966 14, 942 15, 761 16, 000 
| 99, 433 94,449 | 103, 783 116, 255 
318, 846 342, 037 329, 782 337, 829 
60, 852 72, 422 90, 286 87, 572 
40, 342 53, 790 66, 316 59, 083. 
: 113, 287 29, 003 43, 604 1, 009 
244, 960 167, 315 205, 147 203, 883. 
| 
2, 847 4, 089 4, 695 5, 228 
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son between VA, Federal, and community hospitals. For NP hospitals very few 
standards have been established, and those established cannot be met because of 
monetary restrictions and impossibility of obtaining trained personnel in the 
speciality fields. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.967. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.247. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All of our patients, except neurology and paraplegic, are provided the 
same ration. Approximately 115 neurology and paraplegic patients are given an 
increase of 10 to 30 percent. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 5 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? House a quarters are a definite recruitment aid for physicians 
(psychiatrists). In the past 2 years a number of physicians have turned down 
appointment here because quarters were not available. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? A minimum of five additional rental housekeeping quarters would 
add much stability to hospital staff; if these were available, several doctors could 
be recruited. 

(d) Could cost of such quarters be a lucrative investment? Since the hospi- 
talized veteran’s care, treatment, and rehabilitation depend on available staff 
and quality of staff, it would seem that cost of additional quarters would be a 
very lucrative investment. The rental income is generally sufficient to keep up 
maintenance and recurring costs. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $21 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The spiraling costs without com- 
pensating increase in allocated funds have adversely affected hospital operations. 
Cost-of-living increases for personal services and the increased costs for food, 
supplies, and equipment have continued to foree a reduction in personnel in each 
of the past 3 years. The changes in treatment concepts have not only increased 
the need for more personnel, but have affected adjunct services such as need for 
drugs and medicines. This latter item having materially increased the past 3 
years. Even though the current treatment concepts require more personnel, 
we have had to reduce our employment because of inadequate funds. The 
hospital was activated November 1953. As the buildings have grown older, the 
maintenance and repair needs have increased. Although an active preventative 
maintenance program is pursued, too often our results are predetermined by the 
amount of funds we can set aside within a totally inadequate station allocation. 
Likewise our equipment program will require stepping up since, based on the 
ona period, the first major replacement period will occur within the next. 

years. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Funds are allocated to 27 operating areas of the hospital. 
Monthly cost is furnished to these areas for comparison with records maintained 
in the operating area. Quarterly visits are made by fiscal officer with reference 
to budget discussion. At administrative staff meetings weekly), time is devoted 
to fund utilization and budget discussion. 

10, Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


patient-day 


Pieces 8.0 
Pounds. 6.4 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
inelude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
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plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.025; per pound, $0.034. 

11. What import does the average daily patient load concept of financing hospi- 
tal operations have on the turnover of patients, the admission of patients w 
actually do not require hospitalization, ete.? No particular import on the NP 
hospitals since majority of beds are occupied (93 to 100 percent of operating beds). 
-Demand for beds is primarily for the service-connected veteran. large waiting 
list prevails for non-service-connected veterans. Veterans who actually do not 
require hospital care are not admitted. At times with a critical shortage of 
psychiatrists it is very difficult to hold. to the required average daily patient load 
and furnish high caliber care and treatment. There should be a little give in the 
average daily patient load financing formula to meet critical situations in the 
NP hospitals. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None at VA hospital, 
Pittsburgh, Pa. (NP). 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None at this hospital (unless a number 
of patients now on trial visit were placed on CBOC status). Such a plan would 
increase hospital costs but actually free few beds for veterans needing hospitaliza- 
tion. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $592.09. 
(2) Visits to hospitals by patients on CBOC status: 48. 
(3) Cost per visit: $12,33. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Possibly 
more decentralization has taken place through liberalization of policies. The 
trend has been for central office to make continuing effort to place more operational 
responsibility on field stations; however, the field stations operate upon a very 
rigid, fixed budget (average daily patient load funds formula) that gives no leeway 
from quarter to quarter, but more specifically from fiscal year to fiscal year. 
With the rising cost of employment, supplies, food, etc., the per diem has increased 
but not enough to apport the necessary full-time equivalent. There hasn been 
a continuing drop in the number of employees from the opening of the hospital to 
the present although greater and greater percentage of allocated funds is set 
aside for the purpose of employing needed people. 

(b) Has your hospital had an internal audit of its administrative operations? 
NO. 
- (ec) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or 
be conducted by a joint team? Similarly to any proven audit, the result should 
reveal out-of-line situations. Audits, if utilized, should be conducted by VA 
personnel who are fully acquainted with VA operations, policies, and objectives. 

(d) The area medical director’s office is regarded as part of the central office. 

' (1) How helpful to the cay oy are supervisory visits of the area office staff? 

Being in a position where they can evaluate what is going on in the entire 
area and also having close liaison with central office, visits from area office 
are of a very helpful nature. However, to operate effectively, sufficient staff 
is required. 

- (2) Of what-value would-you think these visits are to VACO? Services 
required and problems encountered in geographic areas will vary widely. 
Having a field office which is alert to these localized conditions should be of 
high value in assisting central office. 

(3) Would less frequent visits be more useful? No, not as long as visits are 
of helpful nature. 
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(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great.extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good em- 
ployees or good managers? _In the past, limited funds apparently had to be chan- 
neled to selective few which resulted in program not benefiting all employees. 
Under current legislation, and providing adequate funds are appropriated, this 
should be reversed. At field level the program is directed toward helping many 
employees in improving their management abilities. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1000° | Animal quarters: Research.........-................ $54, 000 
1960 | Water sprinkler fire protection BA) 28, 000 


Not programed, or under consideration for fiscal years 1962: 


Description Amount 
Boundary fence...........<----.-4---- $23, 389 
‘Therapeutic pool, disturbed building 5. mi 30, 000 
Automatic pinsetters, bowling. 40, 000 
Jalousie windows, recreation building 8 pts, 8, 000 
Additional water main connection to city (in preliminary design stage) ..-.........-...-.--- 3, 500 


XI. Matntenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Boiler plant 

Electrical distribution 

Water, sewer, steam, and gas distribution systems... .....-...---. 4 

Buildings, interior and 
8, walks, and grounds. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 

ork should be accomplished in fiscal year 1959-or 1960 at the latest and funds 
are not available at station level for such work: (1) New 5-ply built-up roof over 
2-inch Celotex insulation, The roof of infirmary; building 6 has been in almost 
constant need of repair. While not strictly a deferred maintenance project, it is 
developing into a serious and expensive maintenance problem. 

_2. Leaks in the ceilings of patient-occupied dayrooms have occurred in 6 
different places. Since the place where leaks show may be far from the source 
of the leak, they have been difficult and costly to correct. 

_ 8. All roofs are unbonded. They are 5-ply built-up roofs over 2-inch Fiberglas 
insulation on a concrete roof slab. Although only 8 years old, they break open 
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due to the brittle Fiberglas insulation. Building 6 has had more traffic than the 
other roofs and, therefore, will be the first one to need replacement. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Relocate tubs and repair floors in 5 shower-tub room areas of building 1....-.........-..._- $1, 650 
Replace inadequate nonventilated obsolete incandescent light fixtures which cannot be 

Repair and modernize NP toilet stalls for privacy, sanitation and convenience (21 rooms, 

Roof repairs and protective enclosure, building 1 !_..................--.---.---------.---.-- 3, 800 

1 Central office recently advised that funds in amounts listed will be made available to the hospital for 


these 3 projects within the next 6 months. 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Water tower bypass and auxiliary feed. Essential to bypass tank and tower when mainte- 
nance and repair of valves is accomplished --.--...-.....-...------------------------------ $1, 100 
Barbershop relocation, basement to 2d floor, neurology patients benefited onan pecan $ae 640 
Boilerhouse grat and stairs at sides of boilers; a safety feature to avoid vertical climbs---- 760 
Excavate and finish basement, building 6, to provide P.M. & R. area...........-..----..-- 1,800 
storage, basement, building 720 
eeping quarters utility basements, 3 each, at $1,200. -...--....----....-------------- 600 
(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Retrigeration machinery, meat $9, 870 
Pot washer, main kitchen (none ever provided) _.-....-.--..--...--------------------------- 4, 900 
10 ton air conditioning unit, m conference room, building 1..........------------ 1, 980 
74-ton air conditioning unit, insulin clinic, building 2...............--.---.-.-------------- 1, 300 
en! ‘ine , drinking 1,580 

3. What, in your opinion, are the most pressing needs in your installation? 
, ny Pp 

Description Amount 
210 Refrigeration machinery-meat deep freeze 9, 870 
2(a) Repair floors and relocate tubs, building 1...............--.--.------.-------.---------- 1,650 
Replace damaged incandescent light fixtures. 9, 900 
30} Water tower bypass and auxiliary feed..........--.----.------------------------------ 1,100 
2(a) Replace insulation, refrigerator boxes !.__.--..-.......-.-------------------.---------- 8, 400 
Roof repair and protective enclosure, building 1 !............-..--..--------.---------- 3, 800 
Repairs to roads and parking lots !........-..-. F 2, 928 


1 Central office advised that funds for this project would be made available within 6 months. 
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PITTSBURGH, PA. 
(University Drive) 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: University Drive. 

City and State: Pittsburgh, Pa. 

Type of services: Type of hospital, G.M. & 8.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Horace D. Smith, M.D. assigned May 18, 1958. 

(b) Assistant manager: Thomas R. Kellett, fellow, American College of Hos- 
pital Administrators, assigned April 4, 1954. 

(c) Director, professional services: Donald V. Cooney, M.D., assigned March 


23, 1958. 
II. Bed capacity and patient load 
Hospitals—T ype of tien 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 

4 In process of 2 


0! 
Staff not recruitable: Beds re- 
fred 


10. Average daily patient load for 12 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


6) Percent of total patients re- 


13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


6) Percent of total patients re- 


Item 


14. Number of patients sent to trial visit during year___ 
15. Number of patients on trial-visit status as of Son 31. 


ou 
o 
nN 


Type of bed not required for cur- 
rent operating plan regardless of 
( 
( 
USE OF TRIAL VISIT 
7 
1058 1957 | 1088 
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16. (4) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge : 1956 1957 1958 
Total... 6, 262 6, 997 8, 276. 
Irregular discharge... 195 198 212 
Death... 534 598 628 
5, 533 6, 201 7, 436. 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: There has been a 9-per- 
cent increase in our discharge rate for 1958 which would tend to result in a better 
turnover rate. 

17. (a) What is the number of TB beds (rated capacity) which were unavailalbe 
= ey 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 35 days. 

(c) NP hospitals: What is the length of time in hospital since admission of those 
goon — on item 9 in category II (total column) as in hospital on January 


Length of time since admission Number of | Percent of 
' patients patients 


2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation 2 for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


A 
Cases length of 
stay 

Hemorrhoidectomy._.. 34-4 17 
Subtotal gastrectomy for duodenal 6 34 
Prostatectomy: 

Perineal. .... 


} 
\ 
] 
I 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Laboratory, X-ray and diagnostic study are done prior to admission 
whenever possible. Admissions are scheduled on the basis of availability of beds 
and services in the specialized categories. Periodic studies are made by our hos- 
pital length-of-stay committee; records are reviewed by the medical record li- 
brarian and members of the hospital stay committee. 

(b) What improvements have you made since your last report to this committee? 
A medical record librarian service has been established and will result in a much 
more accurate review of the records. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to inereasing length of stay? None to our knowledge. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future? (If so, deseribe.) Length of stay will be increased as 
the average age of World’ War I veteran increases. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would be deereased if posthospital followup care could be provided on an out- 
patient basis, 

' (b) What effect would such a program have on your cost of operation? Cost of 
operation would increase. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Reducing hospital stay in those cases who could receive outpatient elinic 
treatment would not be an impairment to care. In the chronie long-term and 
terminal cases, there could be no reduction of hospital stay without impairing 
care. 

6. What is needed to improve turnover of patients? Complete acceleration of 
the entire program which would necessitate a substantial increase in personnel. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959,,.and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required ’ Total connected 
Total In non-VA| Not yet 

hospitals hospitalized 
1. sacs 79 0 79 3 76 
38 0 38 0 38 
41 0 41 3 38 
2. Domiciliary care: Total applicants... _-- 0 0 0 0 0 


ot sae many patients are scheduled for admission subsequent to January 12; 
19597 91. 

3. What system do you use for scheduling admissions from the waiting list? 
Patients are scheduled from our waiting list in accordance with the priorities 
established under Veterans’ Administration Circular No. 18, dated September 8, 
1958. Patients are classified in proper priority groups and as beds become available 
they are offered to the persous who are listed first in the highest priority group. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 8. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’”’ please describe the circumstances. Yes. Emergency cases are ad- 
mitted immediately without placement on the waiting list. Urgent and routine 
cases are admitted directly when there is no waiting list and beds are available. 

6. Number of applications for admission from July 1 through December 3). 
1958: Total, 3,964; approved, 3,294; rejected, 587. 
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V. Hospital staff 


(Report full-time equivalent for both full- and part-time employees as of De- 
cember 31, 1956, and 1958. Distribute common service employment to provide 
best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 


Dec. 31, 1956 | Dec. 31, 1958 

Total_ 1, 246.9 1,172.7 —74.2 
2. Physicians, full- and part-time _- 43.7 38.5 —5.2 

3. Physicians, residents‘and interns 22.0 22.0 0 
4. Physicians, consultants and attendings._...........- 14.4 9.6 —4.8 
Mate. 207.5 190. 6 —16.9 
8. Therapists and technicians 70.0 57.0 —13.0 
9. 10.0 5.0 ~-5.0 

10. Office of manager, personnel, and finance__.........- 30.0 30.0 0 
12. Other food-service employees _...............-.-.-.-- 159. 5 153.0 —6.5 
14. Engineering maintenance (excluding laundry) _.....- 44.0 50.0 +6.0 
15. Engineering operations (excluding laundry) -.......- 96.0 76.0 —20.0 
16. Supply-..... 25.0 29.0 +4.0 
14.0 10.0 —4.0 
18. All other staff. 225.8 237.0 +112 


‘In physical medicine, dentistry, laboratory, X-ray. 


program: 49. 
dustrial therapy: 15. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


Number of patients discharged during past 3 months who were given in- 


(c) Average days of hospitalization of patients reported in (6): 41.6, 
24. For consultant and attending physicians, show below the required data. 


10. 


From July 1 through June 30 


Total (fiscal years) 


Average payment per consultant or attending:? 
Consultants 


1 To Dec. 31, 1958. 
2 Exclusive of travel. 


ment were inc 


25. What eademoriee of employees would be recruited if the primary fund allot- 


Full time 


Part time 


Consultants, 
attendings 


Increase (+-) or 
from 19 
= 
Number of different persons who provided service: 
$1, 238. 57 $1, 232. 89 $657. 57 
Total ome pee to all consultants and attendings ?_........ $102, 550 $94, 250 $39, 350 
0 0 0 
Category 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Many laboratory studies, such as blood re serum protein determinations, 
uric acid, etc., which are done in the research laboratory, on an investigational 
basis, contribute to a proper clinical evaluation of the patient; (2) many proce- 
dures, such as catheterization, determination of the wedge pressures of the liver, 
pulmonary measurements, contribute to a better evaluation of the patient’s 
clinical problem and thus contributes to his proper diagnosis, care, and manage- 
ment; (3) many competent in the clinical field are attracted to the institution 
because research facilities are available; and (4) clinical investigations stimulate 
them to careful observation in the followup of the patients. 

3. Amount of funds available in fiscal year 1958: 


For education 


2. Gifts and donations deposited in general post fund 
3. Grants from other sources administered t 


ough affiliated medical schools. 10, 000 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Psychi- | With insurance! 
Eligibility category patients atric 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 


155 
(0) For treatment of a service-connected 


(c) For treatment of a non-service-con- 
134 1 0 0 20 113 


(1) Patient has compensable serv- 

ice-connected bility 22 
In of VA pension. 41 
3) In hospital more than 30 days. 28 
43 


ecco 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 11. 

és) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect paren’ for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Patients who are treated primarily for non-service-connected con- 
ditions and who are provided hospitalization benefits under insurance plans are 
required to sign a waiver of reimbursable benefits on admission. A notice of 
hospitalization is forwarded to the appropriate insurance company on admission. 
Statements of charges are prepared on discharge of patient or at the end of 30 
days’ hospitalization, whichever occurs first. timated cost of the collection 


33427—59——_90 


Research and train- 
ing (pro- 
gram 8300) 
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rogram at this hospital during the calendar year 1958, including the time spent 
in preparing insurance forms, statement of hospitalization etc., was approximately 
$10,313. 
ry Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 al 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. — 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 4. ; 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Patient is advised as to the 
probable length of hospitalization and he is given an estimated cost of hospitaliza- 
tion in the community hospital. Insurance plans and other benefits which he 
may be entitled to as part of his employment are interpreted and discussed with 
him, 

8. In your opinion are there abuses of non-service-connected care? 10—-P-10a 
addendums are reviewed continuously. There were only four cases during 1958 
worthy of referral to central office. Based on our own experience since the in- 
ception of the 10-P-10a addendum, apparent abuse of non-service-connected 
care seems to be negligible. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected conn 
World War IT__-- 23 77 100 
Spanish-American War Fe 14 86 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load__..-......- 874.0 877.0 943. 0 993. 0 990. 0 
(6) Full-time equivalent staff_._........-. 1, 146.9 1, 224.8 1, 231.1 1, 198.0 1, 189.1 
(c) $6, 058,777 | $6,623,331 | $6,728,634 | $7,411,723 | $7,784,043 
(d) Salaries of staff ?...........-..----.-..- 4, 688,566 | 5,273,240 | 5,530,727 | 6,069, 677 6, 337, 632 
32, 544 28, 729 30, 088 29, 582 41, 120 
(f) Communications. .....-...-....-.-..- 19, 842 S 27, 26, 286 26, 800 
) .Utilities (gas, coal, water, etc.) .....--. 59, 628 127, 895 147, 950 139, 394 146, 653 
(h) Raw f 304, 222 373, 937 418, 473 450, 172 472, 922 
(i) Drugs and medicines. _.-..---..--.-... 202, 643 175, 865 185, i 213, 147 
(j) Medical and dental supplies. --.----..- 232, 242 141, 604 164, 586 153, 830 156, 659 

(k) Asset acquisitions including equip- 
198, 319 55, 608 109, 739 104, 969 88, 170 
320, 771 422, 988 114, 613 194, 693 300, 940 
(m) Cost per discharged patient-_--.-...---- 715 591 494 696, 733 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


| 
| 
| 
1 
‘ 
I 
I 
I 
c 
il 
0 
t 
a 
d 
h 
fi 
ri 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medieal care? The existing primary fund allocation is 
adequate in providing an acceptable standard of medical care at the expense of 
defraying essential maintenance and repair projects, replacement of antiquated 
and obsolete equipment, and other important nonmedical objectives existing 
throughout the installation. The present system of deferred maintenance and 
repair financing has served to alleviate our maintenance and repair requirements 
at the Pittsburgh Hospital Division, but, because of the advanced age of our 
Aspinwall Hospital Division, it has not been adequate in our attempts to prevent 
further deterioration of the physical plant and property. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? This hospital, 
because of its favorable and strategic location, lying within the metropolitan area 
of over 1 million population, has such a heavy demand for hospitalization require- 
ments, that our patients’ length of stay has never been influenced by funding 


arrangements based on average daily patient load, which has prevailed during the, 


past several years. 


4. Do you have any adequate comparison standards with other VA hospitals? 


Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Until a short 
time ago, we were being furnished fairly adequate comparison tables for other VA 
hospitals of comparable size. However, for the past several months these tables 
have not been published, and it has been necessary to obtain our comparison of 
operational areas by direct communication with other neighboring sister hospitals. 
Insofar as civil my eo comparison is concerned, we are furnished the various 
American Hospital Association publications indicating comparable studies sim ilar 
to those in existence at this hospital. However, there are many shortcomings 
involved in attempting to compare operational cost of an installation of this size, 
and complexity, with civil hospitals. Comparison tables and charts are most 
helpful provided they indicate the various factors involved in arriving at the 
depicted: employment cost, or whatever criterion is being re“ected... Without a 
more detailed explanation we find it difficult to obtain a comprehensive knowledge. 
Standards are often discussed with supervisory officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.173. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.125. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration with the exception of those patients 
requiring modified diets. As a matter of information, selected menus have been 
used with great success for our regular-diet patients. 

6. (a) As of December 31, 1958, give the number of vacant. quarters for per- 
sonnel: 37 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters are necessary and are considered to be a great help in 
maintaining the staff. Housekeeping quarters are a great help toward recruit- 
ment of key D.M. & 8. personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $26,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. he following factors have influenced 
change in cost of our hospital operation: Increased cost of personal services; 
increased cost of materials and supplies; increased cost of equipment. The effect 
of these increased costs has been to decrease the number of available employees 
to be utilized in providing patient care. 

9. What internal programs have you developed to engender cost consciousness 
at your station? A very simplified fund control recordation program has been 
developed and installed at this hospital to insure cost consciousness on the part 
of all operating elements. This system of internal control has enabled this 
hospital to meet and achieve its mission within practically the same primary 
fund allocations for the past several fiscal years, even with the ever-spiraling 
costs of materials and supplies. This program of fund control has brought a 
spirit of cooperation on the part of the various consumer centers, and has mate- 


rially assisted management in its objective of securing a team spirit of cost con- 
sciousness. 


| 
| 
| 
| 
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10. Laundry service: 


(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
inelude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.028; per pound, $0.036 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.036; per pound, $0.045. 

(ec) If eigen! service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons: Not furnished. 

“11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients, 
who actually do not require hospitalization, etc.? None at this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None at this hospital. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? The operating beds would be unaffected at 
this station. 

‘(b) What was ‘your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $89,146. ' 
(2) Visits to hospitais by patients on CBOC status: 5,310. 
(3) Cost per visit: $16.788. 


IX. Miscellaneous 


1: The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. By what methods? Cite examples. 
Decentralization operation authority given to the hospital manager in 1953 has 
remained essentially the same. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? Yes. 
(2) Was it apparent whether paramount interest was in good practical 
. administration or in how well central office minutiae of procedures were 
followed? It was apparent that their interest was in good administration, 
however, considerable time was spent in checking how well central office 
a ures were followed. 
' (3) How was the internal audit valuable to your hospital? It disclosed a 
number of deficiencies in our operating program which were corrected. 
(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 
(ec) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or be 
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conducted by a joint team? If a fair professional medical audit could be devised 
it would result in better operational efficiency and better patient care. It should 
be conducted by a joint team of VA central office and non-Government sources. 


(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? Supervisory visits are very helpful in reviewing and interpreting 


procedures and exchanging ideas. 


(2) Of what value would you think these visits are to VACO? In general 


they act as liaison between the station and central office. 
(3) Would less frequent visits be more useful? No. 


(e) Have directives, circulars, manuals, etc., recentralized operational authority 


to any great extent? State how by citing examples. 
beneficial to the hospital’s operation? No. 


Have such always been 


2. Is the management development program directed toward making good 


employees or good managers? Both. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 a 


scheduled at this station? 


Fiscal Description Amount 
year 
Aspinwall: New tank and tower No. 45 with connections and rustproofing____-.-- 75, 955 
1960 | Aspinwall: 
Modernize dayrooms and recreation areas __..........-.-..--.---.------------ 10, 000 
1961 | Pittsburgh: 
Convert dairy refrigerator to deep-freeze_.............-..--.-----..----------- 10, 000 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
1962 or later: 
Pittsburgh: 
Convert elevators to automatic $50, 


Communication system for dag room 
Housekeeping quarters, building No. 4, additional storage.. 
Animal quarters 


Install Kathabar system for operating room air conditioning. .__.....-.....--...--.- 


Aspinwall: 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Maintenance and repair of boiler plant, refrigeration and air-conditioning plants. ___....._- $72, 065 
aintenance of elevators and firefighting equipment_-__...........-.--.---.----.----------- 30, 062 
Maintenance and repair of electric lines and electrical equipment in hospital buildings... ____- 64, 000 
Maintenance and repair of all plumbing 40, 000 
Maintenance and repair of all heating, ventilating, air conditioning and refrigeration... __._- 88, 000 
Maintenance and repair of building structures. __..............-.------------.------.------ 128, 342 
aintenance and repair of roads, walks, and grounds. _..........-.-.--..-.-..----------.-- 42, 449 
Maintenance and repair of construction, medical, dietetic equipment... _..........--..---- 22, 820 


| 
50, 000 
65, 000 
1, 400 
| 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


Amount 


Pittsburgh hospital division (G.M. & S.): Interior painting buildings..................---. 
Aspinwall hospital division (G.M. & 8.): Interior painting, ee 1, 3, 4, 6, 8, 10, 11, 13, 
15, 16, 17, 20, and 21 
Renew hot- and cold-water lines, buildings 1, 2.2, One 
Renew electric wiring throughout all buildings ’ 30 to 35 years old__ 
Renewal of steam and return lines 
Replace old battleship linoleum with asphalt tile and replace mastic floor with asphalt yeaa 
Replace old roofing materials on buildings 
Tuck pointing and repair brickwork, buildings 3, 4, and 7 
Replace unserviceable screen for sanitary reasons, Buildings land 17 


8 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1 (6) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Pittsburgh hospital division: 
Aspinwall hospital division: 
Renovation of ward.1—A bathing facilities. 24, 500 
Renew steam and return lines “| boiler plant, building Nos. 4 through 5, to present 

Renew hot- and cold-water lines in ‘alidings 10, 11, 13, “3 20, mr and 29, officers’ quar- 

ters, and buildings 6, 8, 22, and 23, nonhousekeeping 12, 500 
Increase size of transformer in building No. 8, supply office seo qquaneeaei from 25 to 50 kilo- 

Renew old street-light cables and renovate complete system__-__...-..-.-....---------- 25, 000 
Renew Zeolite in all water softeners with synthetic material at Pittsburgh and Aspin- 

Resurface roads and parking lots at Pittsburgh and Aspinwall divisions__-__..-.-...--- 12, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Pave the earth floor in both pneumatic-tank rooms at the Pittsburgh hospital division. --_- 
Install ship stairs from sidewalk on south side of boilerhouse to boilerroom feed-water tank 
Install new drain system in mechanical area (none provided on original installation), Pitts- 
Install new unloading chute to laundry for dirty linen, Pittsburgh hospital division_.-__.-. 
Install new sewage meter and recorder to meter sewage at Aspinwall! hospital division for 
Consolidate engineering shops at Aspinwall. Relocate maintenance and repair units, 
utility shops, electric, plumbin , Steamfitting, refrigeration, air-conditioning and me- 
chanics in the basement of building No, 1. Relocate carpenters, painters, and roofers, 
Additiona) lig iting over medicine cabinets at 20 nurses’ stations._....-.----.--------------- 


| 
P 
Amount 
$1, 800 
1, 900 
1, 900 
1.500 
1, 800 
1, 200 
1, 990 
° 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Aspinwall hospital division: 

Replace 10 window-type air coolers % tolton -..--.....----------.------------------- 2, 
Disposal units, garbage, 5, with tables and rinse spray- ---- - -------------------.-- 4, 
Steam-jacketed kettle (15-gallon capacity) 2 each. .........-.-...-----.-----------.----- 1, 
Bain-inerie (with warming closet) ene... ....... 3, 


Pittsburgh hospital division: 
Food-waste disposal (heavy-duty type) 2 each....-...-....-..----..-------------------- 
Dish machine (main dish room) double tank, 1 each. -.._-_....--...-.----.------------ 


SSSSSSSSEE 


3. What, in your opinion, are the most pressing needs in your installation? 
New boiler project at Aspinwall Hospital Division and section No. 5 of steam 
and return lines (scheduled for fiscal year 1960). Refrigeration conversion to 
Freon for Aspinwall Hospital Division (scheduled for fiscal year 1961). Install 
Kathabar system for operating room air-condition to provide bacteria-free air 
for all operating rooms (not scheduled). 


WILKES-BARRE, PA. 


I. General 


Name of hospital: Veterans’ Administration hopsital. 

Street address: East End Boulevard. 

City and State: Wilkes-Barre, Pa. 

aoaee of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, yes. 

Name, qualifications, and tenure of— 

(a) Manager: Walter S. Pugh, (doctor of medicine degree from Syracuse 
University Medical College, 1921). 

Experience: 18 years in private practice of medicine. 

Joined the Veterans’ Administration in 1946, appointments as follows: 1946— 
50, chief medical officer, VA regional office, Syracuse, N.Y.; 1950-52, U.S. Army, 
colonel, Army hospital, Japan; 1952-53, chief, professional service, VA Hospital, 
Providence, R.I.; 1953-57, manager-chief of professional services, VA Hospital, 
Erie, Pa., 1957—present, manager, VA Hospital, Wilkes-Barre, Pa. 

Service in Armed Forces: 6 years, World War II (1940-46) 18 months in 
Mediterranean theater. Recalled to active duty September 1950 (Korean con- 
hag 32 as commanding officer of the 343d General Hospital—1,000 beds; 17 months 
in Japan. 

Organized and trained 3 hospital units while in the Army, ranging from 100 to 
1,000 beds. Also served as executive officer in 1,200-bed general hospital during 
its transition from a station to a geveral hospital. 

Membership in professional societies: American Medical Association, Penn- 
sylvania Medical Society, American College of General Practice (1948-55), 
American Hospital Association, American College of Hospital Administrators, ’ 
Hospital Association of Pennsylvania, Northeastern Regional Hospital Association 
of Pennsylvania. 

(b) Assistant manager: Walter B. Rice (general education and business 
administration from private instructors, 1921—26). 

Fxperience: 1922-28, U.S. Public Health Service, Dawson Springs, Ky; 
1924-28, U.S. post office, Dawson Springs, Ky.; 1928-32, VA Hospital, Outwood, 
Ky.; 1932-1939, VA Hospital, Hot Springs, 8. Dak.; 1939-40, VA Hospital, Hines, 


Ill.; 1940-48, VA Hospital, Montgomery, Ala. (supply officer); 1943-46, VA 
cer); 1946-48, VA Hospital, Aspinwall, Pa. 


Hospital, Aspinwall, Pa. (supply o 
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(executive officer); 1948-50, VA Hospital, Wilmington, Del. (executive officer); 
1950—present, VA Hospital, Wilkes-Barre, Pa. (assistant manager). 

(In the above periods, in various capacities, assisted in the opening of four VA 
hospitals and the closing of two.) 

Sorvies in Armed Forces: 1916-20, quartermaster sergeant, Company A, 28th 
Infantry, Ist Division (company supply sergeant). 

Membership in civic and fraternal organizations: Executive board, American 
Red Cross, Veterans of Foreign Wars, American Legion, Northeastern Regional 
Hospital Association of Pennsylvania. 

(c) Director, professional services: ag Sa C. Jones (doctor of medicine 
degree from University of Pennsylvania Medical School, 1921). 

xperience: 1923 to May 1949, private practice of medicine; medical inspector 
for city of Philadelphia Board of Health. 

Joined the Veterans’ Administration in May 1949—assigned as follows: May 
1949 to October 1953, ward physician, VA Hospital, Butler, Pa.; October 1953 
to October 1955, chief, medical service, VA Hospital, Coatesville, Pa.; October 
1955 to present, director, professional services, VA Hospital, Wilkes-Barre, Pa. 

Service in Armed Forces: October 1918 to December 1918, service in the 
8.A.T.C., as private while in University of Pennsylavania Medical School. 

Membership in professional societies: American Medical Association; Pennsyl- 
vania Trudeau Society; American Trudeau Society; American College of Chest 


Physicians. 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan, 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity ---.....-.-.-....-. 500 38 149 36 277 None 
2. Opetating beds... . 500 38 149 36 277 None 
Beds not in use (unavailable): 
3. 0 0 0 0 
4. In process of activation............ 0 0 0 0 G4 slates 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
staff availability 0 0 0 0 
9. Patients 481 39 114 68 
10. Average daily patient load for 12 
months ending Dec. 31, 466 40 109 69 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
&) Percent of total patients re- 
maining (line 49 39 38 lun 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
@ 208 15 1 §1 (4) MB 
(b) Percent of total patients re- 
maining Jan. 10, 1957__.._..- 43 35 27 (4) 


1 Report of Feb. 1, 1957, did not provide neurological breakdown. 


1 
t 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during year--- 32 35 48 42 
15. Number of patients on trial-visit status as of Dec. 31. 10 8 7 5 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 465 2, 474 2, 104 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. No trend of significance 
in above components. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 

lan? None. 
(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 43 days. 

2. For G.M. & §. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases length of 
stay 
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Roster of Operations 


HERNIORRHAPHY 
Number of 
Diagnosis Date of birth | inpatient 
days 

Hernia, inguinal, indirect, right, recurrent. _......................-......--.. Feb, 15, 1927 14 

HEMORRHOIDECTOMY 

Hemorrhoids, internal and external, prolapsed Aug. 28,1 10 
Feb. 12,1914 15 

Hemorrhoids, internal and external, prolapsed. -_.--.......-...----......-... ar. 27, 1916 10 
internal, prolagsing. cscs Oct. 15, 1922 12 

SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER 
Duodenal ulcer, chronic, with hemorrhage... Jan. 19,1922 66 
Duodenal ulcer, chronic, with bleeding, retention, and intractibility____.__. July 10, 1898 65 
Jan. 17,1917 27 
Duodenal ulcer with hemiorrnegs. Aug. 29, 1925 38 
Recurrent duodenal ulcer with perforation. ._........_....-.----...----.---- Sept. 30, 1932 21 
PROSTATECTOMY, TRANSURETHRAL 

Papillary carcinoma of bladder, transurethral cell_..............-.---------. Oct. 13, 1890 48 
Papillary carcinoma of posterior urethra, grade I__.............--.---------- Sept. 24,1897 | °* 7 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? This Soe has a committee on length of stay which is active. 
There are regular meetings and frequent analyses of charts to insure earliest dis- 
charge consistent with good medical practice. The importance of length of stay 
is emphasized in staff meetings and in ward rounds. There is an active program, 
“Planning for the patient’s discharge,” by which the veteran is returned to the 
community as soon as his condition warrants discharge. Maximum use is also 
made of the provisions for aid and attendance under Public Law 85-857, section 
521(a) (3). ach month, the director of professional services, chiefs of clinical 
services, and ward physicians are notified by memorandums by the chief, registrar 
division, which lists patients by name, register number, and date of admission, 
who have been hospitalized for a period of 30 days or more, in order to assist the 
professional staff in reducing the length of stay. 

(b) What improvements have you made since your last report to this com- 
mittee? None. The present system of reducing length of stay as stated in the 
above paragraph has proven very satisfactory. 


1 
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(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, deseribe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Yes. A large percentage of our 
older patients admitted to the medical service are treated for chronic conditions 
such as heart disease, pulmonary emphysema, pneumoconiosis, ete., which 
require their being hospitalized longer than the cases admitted with acute 
conditions. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? The length of 
stay would be reduced considerably due to the fact that the non-service-connected 
cases would be discharged at an earlier date and followed up through the out- 
patient service. In each such case, the discharge would release a bed for admission 
of another patient from the waiting list. 

The bulk of our patient load which tends to increase length of stay consists of 
veterans who are receiving part III benefits and are financially unable to pay for 
treatment through the physician in the community. As a result, he does not 
receive required treatment and eventually he requires hospitalization. 

(b) What effect would such a program have on your cost of operation? If 
outpatient treatment was provided the non-service-connected veterans with travel 
at obermuben expense, it would result in a sharp increase in cost of operation. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Outpatient treatment for non-service-connected cases. Irerease in aid 
and attendance benefits to enable veterans who no longer require active treatment, 
as distinguished from nursing care, to be financially able to enter nursing homes. 

6. What is needed to improve turnover of patients? We cannot suggest any 
additional needs to improve patient turnover as everything possible is being done 
at this hospital to reduce the length of patient stay to an absolute minimum. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA/| Not yet 
hospitals |hospit: 

1 Total applicants. ................. 141 18 123 
6 3 3 


vane os many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 
(1) Service-connected. (2) Urgent cases in respective priority groups. (3) 
Routine cases in respective priority groups. Cases in lower priority group are not 
scheduled when there are applications pending in a higher priority group. Service- 
connected cases are scheduled within 5 days of establishment of eligibility. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? Five telephonic requests from private physicians. 

5. Are patients admitted without placement on the waiting lists? If the 

Yes—service-con nected 


answer is ‘‘Yes,’’ please describe the circumstances. 
cases and emergencies. Service-connected cases are scheduled for admission 


without referring the applications to the waiting list. Emergency admissions are 
effected without referral to the waiting list when their physician calls the hospital, 
or when the medical certificate indicates an emergent condition. 

6. Number of applications for admission from July 1 through December 31, 
1958. Total, 2,642; approved, 1949; rejected, 693. 
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V. Hospital staff 
CEepect full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+-) or 
decrease (— 
from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 
1. 595.9 585. 4 —10.5 
2. Physicians, full- and part-time. 24.6 22.1 —2.5 
3. Physicians, residents and interms____................ 0 2.0 +2.0 
4. Physicians, consultants and attendings.............. 3.2 3.0 —.2 
146.0 147.0 +1.0 
8. Therapists and technicians !___...................... 29.0 31.0 +2.0 
10. Office of manager, personnel, and finance... .._....-- 7.5 10.0 +2.5 
12. Other food-service 77.0 
14, Engineering maintenance (excluding laundry) 30.0 
15. Engineering operations (excluding laundry) 30.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
None. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. __._._._._- 31 30 35 
Average payment per consultant or attending !.__..._.._.._-- $818 $813 $727 
Total amount paid to all consultants and attendings !_.._____- $25, 365 $24, 495 2 $26, 514 


1 Exclusive of travel. 
2 Estimated. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? one. Scarce category personnel desired, not 
recruitable. 

VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to Le at care in your hospital? 
The research program has contributed to our fund of medical knowledge in that 


it has developed new facts of value in the treatment of patients. Also, we are 
conducting a research program aimed at improving the methods of treatment of 
‘“miners’ asthma’”’ a very common condition in the anthracite region. The lecture 
program is used to keep our staff informed of newer developments, procedures 
and current medical thinking from the medical centers. This is greatly aided by 
our physician-in-residence program, and by sending members of our own staff on 
detail to other hospitals and centers for further training in specialized subjects. 


1 
2 
3 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1413 


3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research 

ng (pro- 

gram 8300) 
3. Grants from other sources administered through affiliated medical schools- 

1 Lecture only. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
— With insurance ! 
Eligibility categor patien c 
Without 
Entitie- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 39 1 6 0 4 28 
(o) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition 38 1 5 0 4 23 
(1) Patient has compensable serv- 
ice-connected disability -_ - -- 12 1 3 0 2 6 
(2) In receipt of VA pension. --_-_- 12 0 1 0 1 10 
(3) In hospital more than 30 days. 5 0 0 0 0 5 


1 Any form of prepayment insurance. 


Norts.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

is) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an ney hy of the cost of the collection program to the hospital during calendar 
year 

In the event a veteran is admitted as the result of an industrial accident or 
occupational disease, his employer is contacted to determine whether the veteran 
is entitled to hospital treatment under the respective State workmen’s compensa- 
tion statutes. In the event coverage is available, the veteran is confronted with 
this information and he is asked to reconsider his answer on VA form 10—P—10 
relative to his ability to defray the cost of hospitalization. If he states he is 
able to defray the cost of hospitalization, arrangements are made to have him 
admitted to a private or community hospital, and the insurance claim is filed for 
services rendered at this hospital. In the event he states he is still unable to 
defray the cost of hospitalization after being furnished the information supplied 
by his employer, the chief attorney is furnished a complete report of the case 
and the case is referred to the Administrator of Veterans’ Affairs, through the 
Chief Medical Director. We then bill the compensation insurance carrier for 
services rendered. 

The following procedure pertains to non-service-connected cases admitted for 


Gestmens of a condition not the result of an industrial aecident or occupational 
ase. 
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Upon admission, if VA form 10-P-—10 indicates that the veteran is covered 
under an insurance plan regarding hospitalization benefits or, subsequent to dis- 
charge if information indicates coverage, the insurance carrier is notified directly 
or through the patient’s employer and statements of charges are forwarded cover- 
ing each 30-day period of hospitalization, or earlier if patient is discharged within 
a 30-day period. All accident cases which may result in third party action are 
referred to the chief attorney and if the third party is known, an attempt is made 
to obtain the name of their insurance carrier, with the carrier being notified and 
presented with statement of charges through the finance division. In any case 
where the carrier denies liability, the case is referred to the chief attorney for a 
legal opinion. In all cases where the admission authority indicates treatment of 
a non-service-connected condition and the patient answers ‘‘ Yes’’ to item 27 on 
VA form 10-P-—10, the information for item 27A of VA form 10—P-10 is obtained 
from the patient and the patient is requested to execute VA form 10-2381, 
“Power of attorney and agreement.’’ In cases where the patient refuses to 
execute the power of attorney and agreement, the veteran is advised that he will 
be billed for the cost of such hospitalization and payment therefor will be ex- 
pected equal to the amount for which third parties are, or will become, liable. 

Estimated cost of collection program at this hospital during calendar year 
1958 was $1,502. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


- Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 5. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? All community hospitals in 
the area of the hospital are contacted periodi:ally and the average per diem cost 
in patient care is o ‘tained. As a result of the information o>tained, an average 
daily cost is arrived at for the community hospitals. When a veteran reports for 
admission, VA forms 10—-P-10 and 10—-P-—10a are completed, except the veteran 
does not sign the 10—-P—10 or 10—P-—10a or answer item 28, “ability to defray ex- 
pense of hospital care,’’ until he has heen examined by a physician. Upon com- 
pletion of the examination and hospitalization is indicated, the examining physi- 
cian advises the eligi>ility clerk of the proba'le length of stay and whether or not 
surgical procedure is anti*ipated. The eligi‘ility clerk then computes the ap- 
proximate cost of hospitalization in a community hospital, plus the cost of the 
anticipated surgical procedure. The veteran is then advised of the estimated 
or approximate cost of hospitalization in a community hospital. The veteran’s 
attention is also called to the insurance coverage reported in item 27A. of VA form 
10—-P-10. In the event the veteran then decides that he is financially unable to 
defray the cost of hospitalization in a community hospital, he is requested to 
sign VA form 10—P-10a (his attention is called to the statement above the sig- 
nature block on VA form 10—P-—10a and the ‘‘warning’’ appearing two blocks be- 
low his signature). The veteran then completes item 28 on VA form 10—P-10, 
“Are you financially able to pay necessary expense of hospital or domiciliary 
care?” and signs VA form 10-P-10. Prior to signing VA form 10-P-10, the 
“warning” appearing in the block below the signature block is read to the veteran. 
In cases where the veteran answers ‘‘no’’ to item 28 on VA form 10—P-—10, A’ ility 
To Defray Cost of Hospitalization, and the information on VA form 10-P—10a 
indicates that the veteran can afford to pay for hospitalization in a community 
hospital inasmuch as he has insurance coverage in addition to ready assets, then 
the veteran is advised that his case will be forwarded to the Administrator of 
Veterans’ Affairs through the Chief Medical Director for necessary action, in 
accordance with D.M. & 8. interim issue 10-209, dated June 14, 1955. 

8. In your opinion are there abuses of non-service-conne*ted care? No. This 
hospital is located in an economically distressed area. We feel that the majority 
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of the veterans who apply are honest in their statements on the application for 
hospital care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Spanish-American War -- 0 100 100 
All patients ....-.--..-.-.------------------------------------- 21 79 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load _--._..-..- 428 465.0 465.0 465.0 465.0 
6) Full-time equivalent staff __..-.._---- 602 599. 3 591.5 580. 4 591.8 
(c) $2, 945, 646 | $3, 157,783 | $3, 180, 885 | $3,487,073 | $3, 645, 365 
2, 483,480 | 2,668,695 | 2,676,839 | 2,973, 109 3, 116, 725 
6, 294 5, 295 , 664 3, 5 4, 024 
OB eee 8, 835 9, 380 9, 944 10, 214 10, 564 
(g) Utilities (gas, coal, water, etc.) -_---- 83, 281 82, 651 77, 848 84, 973 84, 850 
182, 257 186, 933 182, 544 190, 026 190, 226 
(i) Drugs and medicines __--..........-.-- 54, 624 63, 985 56, 332 , 273 65, 318 
(j) Medical and dental supplies -_.------- , 929 48, 356 52, 390 57, 868 66, 197 

(k) Asset acquisitions including equip- 
11, 325 12, 201 21, 020 17, 287 4, 465 
78, 621 80, 287 99, 304 83, 724 102, 996 
(m) Cost per discharged patient -.....--.- 979 863 981 1, 178 1, 279 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. ’ 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. Primary fund allocation is not suffi- 
cient to provide an acceptable standard of medical care except by delay of essential 
maintenance. Current primary fund allocation did not include 10 percent in- 
' crease in salary. It is presumed this will be adjusted. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? Howorwhy? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possi>le? Have they been discussed with responsi le officials? Certain statistical 
reports of central office and others in hospital journals provide limited com- 
parison. Do not believe complete factual comparison can be made because of 
variance in type, size, location, and other circumstances. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.032. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.938. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Ration allowances are established to supply necessary nutrients for the 
acutely ill, the convalescent, and for the rehabilitative phase of medical care, and 
are used to determine subsistence requirements. These adjustments are made 


as follows: Basic allowances—psychotic patients and nonpatient group (112 
P. & N. beds); 10 percent increase in all food groups—medicine and surgery (350 
G.M. & 8. beds); 30 percent increase (meat, milk, butter) and 10 percent increase 
in other four food groups—tuberculosis patients (38 TB beds). 
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6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 6 nonhousekeeping units. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters are important in maintaining staff. Nonhouse- 
keeping units are utilized in housing nurses and next of kin of seriously ill patients, 
and are considered essential. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Increased cost of utilities, coal, electricity, 
water. For example, in 1951 coal cost $5.62 per ton; in 1958, $7.68, or about 
percent increase. Consumption in 1951 was 6,149 tons ($34,557); in 1958, 5,063 
tons ($38,883). Despite this reduction of nearly 1,100 tons, costs in 1958 were 
higher by $4,300. Increased cost of contractual services—for example, elevator 
servicing contract was $600 per month in 1952, and is now $694 per month. 
Equipment becomes obsolete and is not replaced. When repair parts are required 
they have to be specially made and cost a great deal more than similar standard 
stock items. Without increase in our funds to overcome these, and many other 
increased costs, there is less money available for our vital preventive maintenance 
peogrem of buildings, grounds, utility systems, equipment repair and replacement. 

aintenance costs, which will result from continued postponement of preventive 
maintenance measure, will be increased. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Budget preparation and control is decentralized to using services 
and divisions. This directs attention of all to cost and the necessity for economy. 

10. Laundry service: 
és {c) What was the utilization of laundry per patient per day during calendar year 


Total Number per 
number patient-day 


Pieces 1, 883, 325 11.1 
1, 391, 584 8.2 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries, P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.034; per pound $0.046. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.042; per pound $0.057. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of Snancing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds ey allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 


hat was your estimated cost for this program during fiscal year 1958? 
1) Total cost: $6,805.06. 

2) Visits to hospitals by patients on CBOC status: 813. 

3) Cost per visit: $8.37. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A medical audit of all VA hospitals is now con- 
duced by the Joint Commission of Accreditation. Medical audits are also con- 
ducted locally in all VA hospitals by standing committees. This program may 
be implemented further. Do not believe additional audit is necessary. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area off ce 
staff? Have appreciated constructive criticism. 

(2) Of what value would you think these visits are to VACO? Corsiir 
these supervisors the eyes and ears of central office. 

(3) Would less frequent visits be more useful? Visits not too frequent. 

(e) Have directives, circulars, manuals, etc., recentralized operational author ty 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? There seems to be that tendency, although 
it is not specifically spelled out. Its benefit to the hospital is questionable as the 
guide lines and restrictions inhibit freedom of thought and operation. 

2. Is the management development program directed toward making good 
employees or good managers? ood employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,C00 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Enclose sundeck, 10th floor, west wing (TB ward) building No. 1, project 37-5356_-_ $55, 000 
1960 | Automatic sprinklers for clothing 2, 600 
Change home landing of dumbwaiters Nos. 3 and 4............-..--.------------ 4, 200 
1961 | Insect screens, 4th to 11th floors. Project 37-5346...............------------------ 35, 000 
Not programed, or under consideration for fiscal year 1962. 

Description Amount 
Centralized oxygen system, surgery, 4th, 5th, and 6th floors...............----------------- 24, 800 
Conductive floor, operating suite and corridors ..__.............-.------------2-------.---- 10, 000 
Storm window enclosures for mop balcony rooms..............----------------------------- 3, 000 
Concrete island, curb and gutter to parking lot............................----.------------ 3, 800 


33427 O—59——91 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Additional replacement of acoustical tile... 1, 000 
Repair eva tive condensers of refrigeration equipment. .-_-.-..-...........--..-.--...--.- 600 
Install strainers in piping leading from cooling tower to air-conditioning equipment -.- -_--_- 200 

Repair electronic filters of air-conditioning equipment. .-_- oe 1, 500 
Insulate condensate return lines and paint steam tunnel ---- 2, 000 
Paint and repair equipment; install ladder to pump house 1, 500 
Maintenance and repair of condensate return, steam, and other utilities ___.............___- 3, 000 
Install water and expansion coils to air-conditioning system. -.-.......................--..-.- 2, 900 
Elevator hoist cable and door hanger rep! 5, 500 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


2. Future plans: in the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
diswasher hood, patients’ cafeteria, 2d floor. $600 
Install exhaust hood over sterilizers in central service ..................-....---...--.-----.- 400 
Install storm drainage tile at quarters buildings--.--.................---------.-------------- 2, 000 
Replace convenience outlets to conform with new code requirements. -.-...............-.-.- 2, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Replace outmoded operating room lights_..........................-----.------------------ $7, 000 
Replacement of factory type light fixtures with office-type fluorescents—offices, dietetic 
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3. What, in your opinion, are the most pressing needs in your installation? 
Many of our maintenance items have been deferred from year to year due to 
insufficient funds. Such deferment results in additional costs due to deterioration, 
increased cost of material, higher wage rates, and higher replacement costs. 
Hospital budgets should be approved on the basis of operating requirements and 


in sufficient amount to permit full allocation to maintenance and repair, new 
equipment, and equipment replacement. We feel the most pressing needs here 
are: 

Description Amount 
Repair shower 9, 000 


(The last item is an operation problem, but is essential to the elimination of a 
fire hazard due to collection of grease and dirt in the ventilating system.) 


SAN JUAN, P.R. 
I. General 


Name of hospital: San Patricio Veterans’ Administration Hospital. 

City and State: San Juan, P.R. 

Type of services: Type of hospital, G.M. & S. 

Name, qualifications, and tenure of— 

(a) Manager: Jaime Serra-Chavarry, M.D., January 1, 1929 to date. 

(b) Assistant manager: John J. O’Brien, B.Ph., March 26, 1946, to date. 

(c) Director, professional services: J. Chaves-Estrada, M.D., February 25, 
1946, to date. 

II. Bed capacity and patient load 


H tals—T ype of bed or patient 
Item (as of Jan, 


12, 1959, unless 
therwise Domiciles 
specified) Total TB Neuro- | G.M. & 8. 
chiatric logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 
5. 
6. Staff not recruitable: Beds re- 
rent operating plan regardless 
10. Average daily patient load for 12 


AGE OF PATIENTS 


(6) Percent of total patients 


| | 
j 
| 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year--_. None None None None 
15. Number of patients on trial-visit status as of . 31. None None None None 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
3, 359 3, 589 4, 428 
Irregular discharge 56 39 61 
3, 245 3,479 4, 300 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. There is a trend 
toward increasing short-term admissions (less than 72 hours). This will increase 
patient turnover, workload, and general costs. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 15 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions) : 


c jength of 
ases 
stay 

Subtotal gastrectomy for duodenal ulcer___..._............------.----.--.--- 6 24 
Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? Length-of-stay committee meets every 6 months and reviews 50 
records of discharged patients to determine if the stay in the hospital was justified. 
Rosters are prepared monthly listing names of patients hospitalized 15 days or 
more. The chief of service discusses these cases with the physicians assigned to 
the patients and then makes a report to the director of professional services. 
Average length of stay is discussed in the monthly medical staff administrative 
meetings. 

(b) What improvements have you made since your last report to this com- 
p+ length of stay has been reduced from 19 to 15 days during calendar 
year 1958, 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, oF 
their requirements for care, which have affected length of stay or which may be 
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of importance in the future. (If so, describe.) Our hospital does not have TB 
or NP patients. These are hospitalized in contract facilities. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? The length of 
stay could be further reduced. 

(b) What effect would such a program have on your cost of operation? Costs 
would increase in items such as physicians’ salaries, drugs, beneficiary travel, 
nursing personnel, etc. 

5. What would you suggest to further reduce hospital stay without impairing 
care? We know of no way by which we could further reduce hospital stay except 
through outpatient care and followup. 

6. What is needed to improve turnover of patients? Our turnover is the high- 
est in the Nation. It could be increased a little by placing patients on outpatient 
treatment if this were permissible. 


IV. Waiting lists 


1. Number of eligible applicants not few hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals (hospitalized 
1, Total applicants: G.M. & 16 


oat many patients are scheduled for admission subsequent to January 12, 
1 

3. What system do you use for scheduling admissions from the waiting list? 
We schedule patients according to policy established by central office Circular 18, 
1958, allowing beds for emergency admissions. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 28. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘“‘Yes,’’ please describe the circumstances. Yes; emergency cases. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 13,099; approved, 6,521; rejected, 6,578. 

Nore.—1,957 admitted to VA San Patricio Hospital; 4,564 admitted to contract 


hospitals. 
V. Hospital staff 
Bogert full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee, 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time. 17.3 15.4 —1.9 
Physicians, residents and interns. ____._._.._______.. 3.0 13.0 +10.0 
4. Physicians, consultants and 2.8 2.7 
8. Therapists and technicians 24.0 
10. Office of manager, personnel, and finance..._.______- 9.6 10.1 +.5 
12. Other food-service employees_._........_...._______- 30.0 26.8 —3.2 
14. Engineering maintenance (excluding laundry) _..___. 5.6 10.0 +4.4 
15, Engineering operations (excluding laundry)_.______- 21.0 25.0 +4.0 
6.2 5.0 » ~13 


' In physical medicine, dentistry, laboratory, X-ray. 
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20. What was number of guards on duty December 31, 1958? 9. 
21. (a) pare egg of patients on January 12, 1959, who are in industrial therapy 
am: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. _..-_.._-- 21 20 
Average payment 7 consultant or attending !_._............- $1, 487 $1, 327 $1, 500 
Total amount to all consultants and attendings !_.._____- $31, 230 $29, 195 $30, 000 
! Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Through the educatio programs, the physicians are stimulated to give the 
finest quality of medical care. Through the research programs, physicians investi- 

ate causative agents and their treatment of ailments for which veterans are 
ospitalized, especially tropical diseases. Educational details result in improved 
methods of operation. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing ( 
gram 
$71, 259. 64 $4, 000 
3. Grants from other sources administered h affiliated medical schools. i = 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
With insurance ! 
Eligibility categor All Tuber- | Psychi- 
patients | culosis atric Entitle- Without 
Entitle- ment insurance 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
ice-connected disability Bt. Sas 8 
(3) In hospital more than 30 days. 15 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 3. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 3. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) During the course of interview to complete admission papers, patients 
are required to execute a power of attorney and agreement (VA form 10-2381) 
in favor of the Veterans’ Administration when it is believed that the patient may 
be entitled to hospital care or to reimbursement for all or part of the cost of 
medical services by reason of contractual or other relationship with third parties. 
Third parties are bill accordingly. Legal advice is obtained from our chief 
attorney when necessary. Estimate of the cost of collection, $1,300. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar year 
1957 1958 


" Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. ; 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? They are informed as to what 
it would cost them if hospitalized in hospitals in the community. For this 
estimate we use the Blue Cross rates. The breakdown of the costs are written 
on the reverse of VA form 10—P-10A, the addendum. 

8. In your opinion are there abuses of non-service-connected care? No. We 
consider panes VA plan of using VA form 10-P-10A (addendum) adequate and 
believe that there are no abuses of non-service-connected cases. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


0 100 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load___...._.._- 179.0 179.0 179.0 178.0 184.0 
(6) Full-time equivalent staff_.........__. 1315.0 314.1 292. 4 286.8 283.6 
(ce) $1, 882, 424 | $1, 954,037 | $2,014,437 | $2,045,759 | $2, 163, 382 
(d) Salaries of staff 3__..................-.. 1, 579, 343 1, 579, 654 1, 604, 681 1, 691, 727 1, 837, 277 
Ce ccansbercenanee 3, 734 3, 889 6, 163 3, 926 4, 302 
(9 Utilities (gas, coal, water, etc.) .....__. 13, 021 10, 273 15, 036 17, 063 20, 595 
82, 047 77, 108 81, 924 83, 339 78, 256 
(i) Drugs and medicines_..............-.. 36, 483 41, 985 38, 979 43, 343 52, 764 
(j) Medical and dental supplies_._.._..._. 60, 229 73, 039 68, 559 67, 706 58, 505 

(k) Asset acquisitions including equip- 
23, 500 26, 997 46, 533 14, 582 4,915 
@, i. 84, 067 141, 092 152, 562 124, 073 106, 768 
(m) Cost per discharged patient --......... 561 545 556 484 464 


1 Estimated, exact figures not available. 
ois teibemmeeine Show all costs to nearest dollar of actual cost. 
a uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. A lot of funds are used primarily for 
patient care. There are insufficient funds for supplies, maintenance, and repairs 
of minor betterments; replacement of old equipment, and purchase of absolutely 
new necessary equipment. The acceptable standard of medical care that we have 
at the present time with the allotted funds is possible because 85 percent of it 
goes to personnel. However, we are finding that this acceptable care will suffer 
if we do not get additional funds for the purchase of the above-mentioned items. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? In our particular hospital 
it has no effect. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? A hospitals, No. 
Civil hospital, No. Because of local differences it is practically impossible to 
make absolute comparisons between hospitals, however, relative comparisons 
could be made if adequate data were supplied. These matters are discussed, to 
my knowledge, at all meetings of managers and on each visit that I make to 
central office and to area office. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.116. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.398. (This includes the 17.5 
percent TCLA.) 


a 
] 
t 
§ 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1425 


(c) If all your patients are not on the same ration, what differences are there? 
Why? Not all the patients consume the same ration. Patients on some of the 
modified diets which include ee foods and those on research studies consume 
a more costly ration. Some of the routine hospital diets are cheaper than the 
average, as the liquid and clear liquid diet. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $3,800,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) The increase in salaries; (2) low 
turnover of personnel; (3) high turnover of patients (156 percent) per month for 
6 months, Julv 1 to December 31, 1958). 

9. What internal programs have vou developed to engender cost consciousness 
at your station? General participation of staff in the preparation of budget, 
distribution of allotted funds, and control of funds for the services; personal 
discussion with chiefs of services and divisions; equipment and purchase program 
based on savings of services or divisions; constant and continuous discussion with 
staff of expenses and possible methods of economy; very active systematic re- 
views of all operations, including the use of work simplification techniques. 

10. Taundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs exciuding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 

excluding memorandum accounts: Per piece, $0.044; per pound, $0.055. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. (1) Quality: 
Studies made locally show that it would cost more to have laundry done by com- 
mercial sources than by VA operating laundry. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No. 

11. What import does the average daily patient-load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? No patient who does not 
actually require hospitalization is admitted. 

How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds snecifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $22,797. 

(2) Visits to hosnitals by patients on CBOC status: 5,060. 

(3) Cost per visit: $4.51. 
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1X. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Neither. 


(b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Interested primarily in central office minutiae of procedures. 

(3) How was the internal audit valuable to your hospital? It was not. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? Yes. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? It would improve patient care. It would be stimu- 
lating to the professional staff. A joint team would be preferable. 

(d) The area medical director’s office is regarded as part of the central office. 


(1) How helpful to the hospital are supervisory visits of the area office . 


staff? Very stimulating; from these visits we are better able to have our 
operations compared with the operations of other hospitals in the area. 

(2) ae what value would you think these visits are to VACO? Very 
valuabie. 

(3) Would less frequent visits be more useful? As far as this hospital is 
concerned, no. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 


1961 | Re ) ent and enlargement of air-conditioning system operating suite (sur- $20, 000 


Not programed, or under consideration for fiscal year 1962: (1) Addition to 
main building, San Patricio Hospital; (2) Replacement of emergency electric 
power generator, San Patricio Hospital, (programed: 1962); (3) Erection of a 
warehouse and office building for the supply division (programed: 1962); (4) 


Animal house; (5) Erection of a spray-paint house; (6) Concrete tile for drainage 
ditches. 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

1. Replacement of cold water lines, building No. 203, San Patricio Hospital--_._-.......-.-- $3, 000 

2. Replacement of cold water, hot water, steam, and steam return lines, building No. 204, 
3. Repairs to roof, Veterans’ Administration building (regional office and outpatient clinic) - 4, 875 

4. Replacement of metal roof covering repairs to reof trusses and ceilings, ete., over surgical 
suite and X-ray wing, building No. 203, San Patricio Hospital__....................-- 7, 100 
5. Repairs to engineering division’s office building..............-..--.------.-------------- 1, 300 
6. Provide partitions and office space for special services division, building No, 205-_.....- 2, 400 
7, Continue replacement of termite-infested and inadequate ceilings, building No. 203.-.- 4, 000 
8. Repairs and raising certain sections of perimeter fence, San Patricio Hospital--__-....-.- 1, 100 
9. Replacement and repairs to deteriorated fluorescent ceiling lighting fixtures, V A building - 3, 800 
11. Replacement of deteriorated firehose and other firefighting equipment-__-............-.- 1, 225 
12. Repairs and replacement of piping and fittings, boilerroom. --..............------------ 845 
13. Replacement of deteriorated smokestack, garbage incinerator.....................--..- 1, 140 

14, Maintenance and repair, boilerroom (not including salaries cof maintenance personnel) 

15. Maintenance and repair, refrigeration and air conditioning, (not including salaries of 
maintenance personnel) (1st and 2d quarters only) -_...-_...-.---..---.----.----------- 1, 660 

16, Maintenance and repair, incinerator (not including salaries of maintenance personnel) 

17. Maintenance and repair, distribution systems (not including salaries of maintenance 

18, Maintenance and repair, elevator (not including salaries of maintenance personnel) (Ist 

19. Maintenance and repair, special equipment (not including salaries of maintenance per- 

20. Maintenance and repair, laundry equipment (not including salaries of maintenance 

21 Maintenance and repair, motor vehicles (not including salaries of maintenance per- 

22. Maintenance and repair, buildings (carpentry, paint, plumbing) (not including salaries 
of maintenance personnel) (1st and 10, 440 

23. Maintenance and repair, roads, walks, and grounds (not including salaries of mainte- 
nance personnel) (Ist and 2d quarters only) “erties 650 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral, 


Items Nos. 1 to 12 under paragraph 1(a), section XI above. 
2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


. Repairs to electric shop and engineering division’s storage rooms, building No. 204_ 


9. Maintenance and repair, boilerroom (not including salaries). ................-.--.------ 
10. Maintenance and repair, refrigeration and air conditioning (not including salaries) ._.__. 
11. Maintenance and repair, distribution systems (not including salaries) 
12. Maintenance and repair, elevator (not including salaries)... 

13. Maintenance and repair, special equipment (not including salaries) .....__._...........-- 
14, Maintenance and repair, laundry equipment (not including salaries)... .......-..--.-- 
15. Maintenance and repair, motor Vehicles (not including salaries)... ...........-...-.---. 
16. Maintenance and repair, buildings (including painting, plumbing, and carpentry shops) 

17. Maintenance and repair, roads, walks, and grounds (not including salaries) ......_.....- 


rh 


1, Replacement of hot-water tanks at laundry and dietetic service wing, San Patricio 

2 
3 
4 
7. Repairs to quonset huts (chapel, patients’ library, and medical library) .......-.-------- 
8. Replace ward exit doors 


1428 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


3 
+ 
a 
3 


Connect patients’ and medical libraries (located in adjacent quonset huts) ...-.....__._- 
Provide office space for operating (surgical) suite’s super visor 
. Provide roof over loading platform, dietetic service... 
. Provide showers and washroom facilities for janitors_____........_.-...----.----.-----.. 
. Install sunken bathtubs and additional showers in wards-.___..._._.....--.--_---_-----.. 
10. Install additional lighting fixtures in general kitchen, San Patricio Hospital _.........-_- 
11. Tile kitchen floor and entrance corridor, San Patricio Hospital _......................-.- 
12. Lighting system for basketball and volleyball court 
13. Provide shower for operating suite’s female personnel ...__...........-..--....---------- 
16, Additional dark room facilities, medical illustration laboratory-.-.....................- 
17. Tiling of office space, San Patricio Hospital .......................-.-----.-----2---2-.-- 
18. Relocation of air-conditioning equipment currently installed at operating suite, San 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


. Air-conditioning equipment, initial and replacement, for San Patricio and VA building. $1 
Procurement and installation of steel rolling doors, shelter for Government vehicles __. __ 
Replacement of water coolers. 
Replacement of bedpan 
Replacement of automotive 
. Autolift and carwashing equipment for garage 
. Replacement of water-cooling unit, X-ray dark room. 
“ ———_ of sunken gasoline and dispensing pump (to be relocated at new garage 


| 
3 
= 
= 
2 
3 
3 
= 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) Adequate funds for maintenance and repairs; (6) adequate funds for replace- 
ment of old equipment and purchase of new (initial) equipment; (c) adequate 
funds for initiating minor betterments; (d) funds for the accomplishment of the 
following projects: (1) Addition to main building, San Patricio Hospital; (2) 
replacement of emergency electric power generator, San Patricio Hospital; (3) 
erection of a warehouse and office building for the supply division; (4) animal 
house; (5) erection of a spray-paint house; (6) concrete tile for drainage ditches. 


PROVIDENCE, R.I. 


I. General 


Name of hospital: VA Hospital, Davis Park, Providence, R.I. 

City and State: Providence, R.I. 

Type of services: Type of hospital, G.M. & 8S. TB, yes; NP, yes. 

Name, qualifications, and tenure of— 

(a) Manager: William J. Sullivan, M.D., M.P.H., 10 years. j 

St. Louis were ys College of Arts and Sciences, 1923 (A.B.). St. Louis 
University, School of Medicine, 1929 (M.D.). Vanderbilt University, Nashville, 
Tenn., 1938. Johns Hopkins University, School of Hygiene, Public Health, 
Baltimore, Md., 1941 (M.P.H.). Navy School of Military Government, Prince- 
ton University, Princeton, N.J., November 1944. Participated in Federal Inter- 
ee Institute for Hospital Managers, Washington, D.C., October 1949. At- 
tended Institute for Hospital Administrators in New York City under sponsorship 


of American College of Hospital Administrators, June, July 1954. American 
College of Hospital Administrators, New York Educational Conference, February 
1956. Completed course in development of individual creativity conducted by 


V 
b 
2 


1. 
2. Remodel and renovate nurses’ stations in all wards 5 
| 
4 
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VA in cooperation with Northeastern University at Boston VA Hospital, Decem- 
ber 3-4, 1957. Attended Institute on Hospital Public Relations in Boston June 
24-27, 1957, conducted by the American Hospital Association. 

Licensed: Missouri 1929; general practitioner, St. Louis, Mo. 1929-36; member, 
City Health Department of St. Louis (assisted in organization of school health 

rogram) 1936-38; organized 17 county health districts in northeast Missouri for 
State health department, 1938. 

Active duty: Medical Corps, U.S. Army, 1941-46 (captain-colonel). Organ- 
ized, activated, and assumed command of 455th General Hospital, a 1,000-bed 
unit, in the Rhode Island Organized Reserve Corps by special order June 14, 1949. 
Released from this assignment September 1, 1950. Member of the Officers 
Reserve Corps since 1929. 

Appointed to VA central office, April 1946. Promoted to — Assistant 
Chief, Surgical Service, 1947. Appointed as manager, VA Hospital, Providence, 
R.I., 1948. 

Member, Alpha Sigma Nu (national honorary fraternity), Phi Rho Sigma- 
Student Conclave (student governing body) at St. Louis University. American 
College of Hospital Administrators; American Hospital Association, Hospital 
Association of Rhode Island; Northeast Hospital Assembly; North Central 
Counties Medical Society, Missouri; Missouri State Medical Association; service 
fellow, American Medical Association. Advisory Council for State Rehabilita- 
tion Center in State of Rhode Island; Health Council of Providence, Rhode 
Island Chamber of Commerce; Rhode Island Heart Disease Council; member, 
executive committee and director on board of Rhode Island TB and Health 
Association. Board of Trustees of Hospital Association of Rhode Island, 1953-55, 
1959-61; Council on Public Education, Hospital Association of Rhode Island, 
1951-53; chairman, Council on Professional Practice of Hospital Association of 
Rhode Island, 1953-56 and member of this council, 1957-59; coordinator of special 
educational programs, Hospital Association of Rhode Island, 1959; chairman, 
Rhode aan Joint Commission for the Improvement of the Care to the Patient, 
1955-56, and member, 1957-59. American Legion Business Men’s Post 58, 
Providence, R.I.; past president, Little Rhody Chapter, Reserve Officers Associa- 
tion; president, Department of Rhode Island, Reserve Officers Association, 1957-58 
and reelected for second term 1958-59. Veteran companion in the MOOFW of 
the United States, Rhode Island Commandery. 

Commendations, December 1955 received commendation from Hospital Asso- 
ciation of Rhode Island (at end of 3-year term as trustee) for developing education 
program for the association. February 1956 received American Legion award of 
merit for outstanding service and personal efforts expended in behalf of the 
hospitalized veterans. 

) Assistant manager: H. W. Byers, 3% years this station, 4 years additional. 

orn: 1916. 

University of Pittsburgh, 1938 (A.B.). Special courses: Attended Medical 
Administrative Officers Candidate School, Camp Barkley, Tex., November 19, 
1942, to February 9, 1943. Attended in-service extension course for medical 
record librarians, sponsored by American Association of Medical Record Libra- 
rians, Catholic University, Washington, D.C., September 1947. Attended Fifth 
New York Institute for Hospital Administrators sponsored by ACHA at Colum- 
bia University, June 1952. Attended course of instruction institute on methods 
development, sponsored by AHA, Atlantic City, N.J., May 1954. Completed 
course in ‘‘Development of Individual Creativity,’’ conducted by VA in coopera- - 
tion with Northeastern University at VA Hospital, Boston, December 1957. 

Appointed to VA Hospital, Wilmington, Del., as registrar, GS-8, May 1947. 
Appointed to VA Hospital, Lyons, N.J., as registrar, September 1948, GS-10-11. 
Appointed to VA Hospital, Wilmington, Del., as assistant manager, May 1951, 
GS-12. Appointed to VA Hospital, Providence, R.I., as assistant manager, June 
1955, GS-13; June 1958, GS-14. 

_ Military service: June 1941 to February 1946 (private-major). Medical Serv- 
ice Corps. Served as adjutant and executive officer numbered Army hospital. 

_ Other experience: Supervisor, receipts division, department of labor and 
industry, Harrisburg, Pa., 1939-41. Claims examiner, American Casualty Co., 
Reading, Pa., 1946-47. Assistant manager, claims department, B. F. Goodrich 
Rubber Co., Akron, Ohio, 1947. 

Member: ACHA nominee; Hospital Association of Rhode Island; Council on 
Hospital Planning and Plant Operation, Hospital Association of Rhode Island; 
North East Hospital Assembly; Reserve Officers Association; American Legion 
Post 58, Providence, R.I. 


) 

) 

) 

) . 

: 
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Clerical personnel: Secretaries, 2. 

(c) Director, professional services: Herman A. Lawson, M.D., 1% years. 

Born: 1897. Harvard Medical School, 1924, M.D. Licensed in Rhode Island, 
1927; diplomate, American Board of Internal Medicine; fellow, American College 
of Physicians; lecturer on medicine, Boston University School of Medicine; con- 
sultant on medicine, Rhode Island “Hos ital, Charles V. Chapin Hospital Miriam 
Hospital, Emma Pendleton Bradley Home. Certified by American Board of 
Internal Medicine, 1937; member, Providence Medical Association; member, 
Rhode Island Medical Society ; member American Medical Association; active, 
duty, Medical Corps, AUS, 1942-46; appointed to VA, May 1949, Chief, Medica 
Service; appointed to present position August 1957. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated 393 43 39 33 990 
Beds not 4 use (unavailable): 
3. 0 0 0 0 
6 Staff not recruitable: Beds re- 
7 of bed not required for ~ 
rent operatin Hit plan regardless 
Petients 362 43 36 28 
10. Average daily patient — for 12 
months ending Dec. 31, 1968......... 343 40 34 31 906 


AGE OF PATIENTS 


Percent of dine’ patients re- 

13. Patients in esptat on 1 an. 10, 1957, 

ber years of f age or older: 

(b) of total patients re- 
maining Jan. 10, 1957_.-....- 52 42 60 58 

USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit a =a 1 1 0 0 
15. Number of patients on trial-visit status as . 31. 0 0 0 0 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Death. ...--.- LL 237 285 322 
3, 390 3, 208 3, 529 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. An increase in the 
number of neurological patients over 55 iricreases the need for more prosthetic 
appliances, more PMR personnel, more social service personnel, more nursing 
care, and will probably increase length of stay because this type of patient 
presents a disposition problem. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 33 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer...............-.---.--.--.---------- 9 24 
Roster of operations 
HERNIORRHAPHY 
Number 
Diagnosis Date of birth | of in- 
patient 
days 
Left inguinal hernia, indirect, due to unknown cause_.......-... --.------------ June 30, 1921 11 
Right inguinal hernia, indirect, and direct. _................---.--------.-.----- Tune 11, 1916 9 
Direct and indirect inguinal hernia.. Mar. 28, 1896 14 
Strangulation of intestine. _...........- Mar. 10 
Left inguinal hernia, direct... Dee 1 
Right inguinal hernia, direct 8 
9 
12 
14 
15 
9 
13 
10 
15 
8 
A 14 
Hernia, inguinal, left direct, irreducible, nonstrangulating........-........------ Oct. 14, 1918 ll 
Bilateral indirect and direct inguinal herniae....................-.--....-..-----| Jume 3, 1927 12 
May 18, 1929 15 
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Roster of operations—Continued 
HERNIORRHA PH Y—Continued 
Number 
Diagnosis Date of birth | of in- 
patient 
days 
Right’? July 21, 1899 13 
Recurrent inguinal hernia, July 45,1927 ll 
Left indirect inguinal Oct. 24, 1920 9 
Right Givect inguinal hernia... . Jan. 65,1892 9 
Recurrent right inguinal hernia, direct....................-.......-- June 6, 1926 ll 
HEMORRHOIDECTOMY 

Internal and external hemorrhoids due to unknown cause._..._...___.__........ May 29, 1897 12 
July 15, 1898 9 
Hemorrhoids, external Jan. 22,1912 8 
Hemorrhoids, internal and external. June 21, 1927 7 
Hemorrhoids, internal and external, bleeding. Apr. 8, 1922 7 
Feb. 18, 1930 10 
External and internal hemorrhoids... Mar. 15, 1915 13 

Mixed | Mar. 30, 1918 9 
External and internal hemorrhoids. Nov. 25, 1921 6 

CHOLECYSTECTOMY 
Chronic cholecystitis and Oct. 9, 1929 22 
June 25, 1924 16 
SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER 
June 13, 1928 14 
ES Sept. 3, 1924 28 
APPENDECTOMY 

tected Sept. 30, 1927 8 
Abapminal disease of undetermined origin. Dec. 23, 1916 9 


| 

i 
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Roster of operations—Continued 


PROSTATECTOMY 
Number 
Diagnosis Date of birth | of in- Supra- | Trans- 
patient | pubic | urethral 
days 
Benign prostatic hypertrophy. Jan. 6, 1892 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? The committee on length of hospital stay meets quarterly for con- 
sideration of this problem. The chiefs of clinical services prepare in advance of 
the meeting by reviewing the records of 25 patients recently discharged from 
their respective services. These clinical records are selected at random by the 
medical record librarian and are examined in detail to determine whether any 
administrative or professional factors are apparent which have increased the 
length of hospital stay beyond that required for diagnosis and adequate treatment 
of the patient’s illness. The chiefs of service report their findings to the full 
committee which includes the chief of social work service, and the committee, 
after discussion, make any necessary recommendations for corrective action if 
any instance of increased hospital stay is found. In addition, this committee 
has been required periodically by area office to furnish information regarding 
certain groups, such as patients with hemorrhoids, uncomplicated hernia, peptic 
ulcer, myocardial infarction, etc. The information requested has included data 
regarding the length of hospital stay. These reports are compared with the same 
information received from other hospitals so that any significant variation becomes 
evident, and corrective action is recommended. 

(b) What improvements have you made since your last report to this com- 
mittee? No new or additional systems of control lave been instituted to insure 
a minimum stay in the hospital. The average length of stay over the past 2 or 3 
years has remained essentially unchanged, in spite of the fact that the number of 
admissions of patients 65 years or over has increased substantially. These are 

atients who are prone to have illness or disability requiring long hospital stay 
or rehabilitation and whose recuperative powers are significantly reduced in 
comparison with younger patients. The fact that the average hospital stay has 
not been increased during the same period is evidence that the measures used in 
an effort to control the length of hospital stay have been effective. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes. The increasing age of 
veterans has affected and will continue to affect length of stay to an increasing 
degree. The number of deaths per annum has continued to increase and in 
calendar year 1958 amounted to a total increase of 82 percent in comparison 
with calendar year 1952. In most instances, death followed a prolonged, serious 
illness, and there has been at least an equivalent increase in the number of patients 
with prolonged, serious illness which did not terminate fatally. Some of these 
patients who survived such illness had a longer hospital stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It would be 
decreased in some patients, but for how many and to what extent, it is difficult 
to say. We have tried since the hospital was activated to accomplish essentially 
the same thing by sending the patient back to his family physician or to an 
speropente community hospital clinic as soon as possible, as well as by use of 
the CBOC status in suitable cases. In elective surgical cases, preoperative 
evaluation in the outpatient department and the completion of preoperative 
X-rays and laboratory work would be possible. The hospital stay could be 
reduced by advanced scheduling of the operation and not having the patient 
admitted to the hospital until the day before operation. However, it should be 

inted out that a recent survey by the registrar has demonstrated that a very 

rge number, and perhaps a maiority of patients admitted for the purpose of 


33427 O—59——92 
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elective and relatively minor surgery, often require important diagnostic studies 
and treatment because of important disease of the heart, lungs, liver, etc., before 
operation can be done with maximum safety. 

(b) What effect would such a program have on your cost of operation? To 
the extent that outpatient department treatment shortened hospital stay, there 
would be a decrease in cost of operation as a result of decreased cost for food and 
food service, laundry, etc. 

The length of hospital stay is considered, amongst other things, at the monthly 
meeting of the medical record committee. Twenty-five clinical records are 
examined in detail by the director, professional services in advance of the meeting, 
and in addition to deficiencies in quality of the record, any evidence of unneces- 
sary prolongation of hospital stay is noted. In any case of unsatisfactory record 
or delay in discharge, the chief of service discusses this matter with the individual 
responsible and reports on corrective measures at the next meeting of the 
committee. 

Daily ward rounds by the chiefs and assistant chiefs of services aid in expediting 
the appropriate disposition of patients who can safely leave the hospital. 

Every effort is made, in cooperation with the social work service to make 
advanced planning for discharge of certain patients insofar as the limited staff 
of the social work service make this possible. 

A plan for prompt completion of preoperative laboratory and X-ray examina- 
tions has been in operation for several years to avoid delay in elective surgery. 
Such patients are, in addition, scheduled for admission so that Sundays or holidays 
will not intervene between the time of admission and the performance of surgery. 

The registrar submits periodically to the chief of eagh service and the director, 
professional services a list of all patients remaining in the hospital for more than 
60 days. The problems of these patients are studied by the chiefs of service and 
by the director, professional services, and the chief, social work service in addition 
to determine the reasons for prolonged hospitalization and what action can be 
taken to expedite the appropriate disposition of these cases wherever it is possible. 

In a 2-year period, between 1956 and 1958, the percentage of patients aged 
65 or more, who were admitted to the hospital, increased from 14 to 21 percent 
of all patients admitted. The actual number of such patients increased by 
55 percent in this same period. Increasing age is accompanied by a correspondin 
increase in chronic and serious or disabling disease requiring longer copii 
treatment or prolonged stay in the hospital in order to achieve maximum reha- 
bilitation and return to their homes or to the community as many self-sufficient 
individuals as possible. Foremost among the disorders which eause illness and 
disability in me veterans are arteriosclerosis and its various complications; 
malignant disease; and chronic, nontuberculous pulmonary disease. Arterio- 
sclerosis, for example, causes cerebrovascular accidents resulting in hemiplegia 
and aphasis. Such patients require comprehensive care to bring about maximum 
physical and ps 6 re recovery, to make them self-sustaining and employable 
where feasible, but, at least, to enable them to meet the primary requirements of 
self-care in daily living. Arterial degeneration is causing more and more pe- 
ripheral vascular disease and an inevitable increase in the number of pateints who 
must undergo amputation of one or even both legs. This situation likewise 
results in prolonged hospital stay to make satisfactory locomotion possible with 
the aid of suitable prostheses. Arteriosclerosis causes a disturbingly large number 
of cases of serious heart disease with severe heart failure and other dangerous 
complications, and consequent prolonged hospitalization. 

Increasing age is accompanied by an increasing number of cases of cancer which 
is the single greatest cause of prolonged hospitalization and death in our hospital. 
Conscientious efforts to cure these patients by extensive, often radical, surgery 
result in long hospital stay. Even palliative treatment, by surgery, chemo- 
therapy or irradiation has the same effect. In cases of cancer of the head and 
neck, markedly prolonged hospitalization is necessary because of the multiple 
operations of plastic surgery undertaken to restore function and to minimize 
disfigurement. Elderly patients, moreover, may be homeless, or often financially 
dependent; they may be rejected by their families if they require much care. 
Their discharge from the hospital, even after they have reached maximum hos- 
pital benefit, frequently requires the maximum time and effort of resourceful and 
conscientious social service workers in order to make appropriate disposition of 
these individuals who have not only health problems but social, economic, and 
perenne problems as well. his is a not infrequent cause of prolonged 

ospitalization and can be expected to increase with the passage of the years and 
the steady increase in the number of older patients. The examples cited above 
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are not limited to the elderly veteran, 65 years or older, but are most frequent in 
that age group. There is, moreover, a disturbing amount of disability and death 
in the group aged 45 to 64 as a result of the same diseases. 

Advances in medical science, which make it possible to cure or control diseases 
previously fatal, have produced increased length of hospital stay in a variety 
of ways. The beneficial effect of the newer forms of treatment is all too often 
imperfect so that they produce only a temporary and partial remission, often 
of a degree that does not permit discharge from the hospital. In other instances 
the treatment itself must be carried out under close, daily medical supervision, 
and as a consequence, requires prolonged hospitalization of the patient no matter 
what the outcome of such treatment may be. This situation has also resulted 
in an increased hospital population of debilitated patients who are particularly 
susceptible to serious infections, especially by the staphylococcus, and intensive 
treatment by antibiotics is necessary to cure them of the many complications 
of such infections. The chief increase in the number of cases of periarteritis 
nodosa, which occurred with the introduction of sulfonamide therapy, has not 
declined althoug sulfonamides have been largely replaced in treatment by the 
use of penicillin and other antibiotics. The continued introduction of the large 
number of new drugs, whose potential toxic qualities are not always known, can 
be expected to continue or to cause an increase in the number of such patients 
who are often dangerously ill with a wide variety of manifestations and require 
prolonged hospital treatment and nursing care. Many other examples similar to 
these could be cited but they serve to illustrate the fact that medical science 
is now saving more lives or prolonging life and, thereby, in‘ reasing the number 
of elderly patients or patients who are debilitated by other thi igs than old age. 

5. What would you suggest to further reduce hospital stay without impairing 
care? We need only one thing to accomplish this desirable objective and that 
is a more realistic and adequate primary fund allocation, to make possible the 
employment of a sufficient number of personnel in all categories and the procure- 
ment or replacement of essential equipment. P&N service, at least one physi- 
cian and a clinical psychologist. PM&R service, more therapists to provide 
intensive treatment which would hasten full recovery and expedite maximum 
rehabilitation (and also reduce the frequency of readmission). Nursing service, 
13 additional employees; 7 nurses a 6 nursing assistants will scarcely meet 
absolute minimum needs to promote essential nursing service to patients. Social 
service, two additional social workers required to meet needs of aging veteran 
population. Radiology service, replacement of obsolete equipment and procure- 
ment of the minimum of modern, up-to-date equipment needed to make our 
facilities equivalent to what is considered minimally adequate in a modern, 
well-equipped hospital. 

6. What is needed to improve turnover of patients? See answers to 5 above. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA! Not yet 
hospitals |hospitalized 


1, Total applicants G.M. & 


7 


2. How many patients are scheduled for admission subsequent to January 12 


1959? 56. 


3. What system do you use for scheduling admissions from the waiting list? 


Waiting list is maintained according to type of bed required, i.e., TB 


neurological, medical, surgical, and orthopedic. Admissions are scheduled in 
accordance with the priorities set forth in VA Circular 18 from each section of 
waiting list. Scheduling is done a week in advance in anticipation of discharges. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 


potential admissions? 112. 


5. Are patients admitted without placement on the waitin 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. 


g lists? If the 


Emergencies are 
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always admitted without placement on the waiting list. Urgent and general 
cases are admitted without placement on the waiting list when there are no other 
applicants on the waiting list and there are vacant unreserved beds. 

. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,439; approved, 2,087; rejected, 352. 


V. Hospital staff 


rt full-time equivalent employment for both full- and part-time employees 
as oe ecember 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty ger me (+) or 


Dec. 31, 1956 Dec. 31, 1958 


1. 474.1 


2. Physicians, full- and part-time 
3. Physicians, residents and interns 
. Physicians, consultants and attendings 
Dentists 
. Nurses 
“ Hospital aids 
herapists and technicians ! 


. Office of manager, personnel, and finance 
. Dietitians 


NBS 


maintenance (excluding laundry) 
Supply operations (excluding laundry) 


Soaps 
Set 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 5. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
None. 
Number of patients discharged during past 3 months who were given 
industrial therapy: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
_ From July 1 through June 30 


Number of different persons who provided service 
Average payment Dede consultant or attending ! 

Total amount to all consultants and attendings ! 
Total for trave! 


1 Exclusive of travel. 
2 Ist 6 months. 


| from 1956 
=e to 1958 

—12.7 

+.1 

—3.5 

+3.0 

9. Sax workers 

Other food-service employees —4.3 
13) —1.0 

15 —10.1 

16 —1,1 

17 —.6 

| 
1957 1958 1959 ? 

secon 49 50 38 

|, $523 $563 $313 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
Personnel assistant (‘) 
1 Full-time equivalent. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
} It is generally recognized that where there are research and education activities, 

the quality of medical care is improved. The manner in which education pro- 
motes this is obvious. Scientific research, both clinical and laboratory, has the 
same effect in ways which, although they may not be so obvious, are nevertheless 
equally effective. The essential need for precision and critical evaluation of re- 
sults in research influences doctors to require the same accuracy of data and careful 
evaluation of all factors involved in the diagnosis and treatment of sick people. 
Research promotes better and more complete understanding of diseases under 

investigation which extends to other clinical conditions. It makes doctors and 

other personnel more alert because their interest is heightened and because their 

knowledge is widened as well as made more detailed and exact. 

Generally speaking, physicians of the highest caliber are interested in research 
because their active intellectual process creates a lively curiosity about unexpected 
phenomena and areas of incomplete knowledge. Such individuals tend to seek 
places in organizations which provide opportunities and facilities for clinical 
investigation and laboratory research. 

Eventually, newly discovered knowledge may have some direct and practical 
application in the treatment of patients but this product of research is of less 
oo in providing better patient care than the factors mentioned above. 

. Amount of funds available in fiscal year 1958: 


For education 
Research and train- i] 
ing (pro- i 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools... 


ii] 
| 
| 
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VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958; 


General medical and surgical 


and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition 61 4 0 17 40 
(1) Patient has compensable serv- 
ice-connected 1 0 2 8 
(2) In receipt of VA pension... 0 0 2 18 
@ In hospital more than 30 days- | eee 1 0 5 3 


' Any form of prepayment insurance. 
2 With the exception of 2 cases (in hospital more than 30 days), the remainder are covered by Blue Cross 
which disclaims liability in Government-operated hospitals. 


Nore.—lIf a patient receiving care for a non-service-connected jw cresay eyed be reported in more than 1 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Action is taken in accordance with interim issue 10-424. In addition 
all inquiries from insurance companies are screened by the insurance clerk so that 
those cases on which action has not been initiated due to lack of information are 
ey up. No changes since 1957. Estimated cost of the collection program to 
he hospital during calendar year 1958 is $611. . 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


16, 616 


a - Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as-suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hoes 
of G.M. & S. care required before oath is signed? Veterans are advised orally by 


the admitting physician of the probable length of care in this hospital. The 
admitting physician also notes the length of care on the reverse side of form 
10—P-10. he estimated cost of comparable care in the community hospitals is 
discussed with the applicant by admitting personnel. If indicated, hospital 
insurance which might provide for care in the community hospital is also discussed. 


] 
d 
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It is difficult to discuss intelligently such insurance because the applicant is very 
often unaware of the type or amount of coverage provided in a group policy. 

8. In your opinion are there abuses of nop-service-connected care? We do not 
feel that there are widespread abuses of non-service-connected care. Certainly, 
the information furnished on the addenda does not indicate widespread abuse. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service- Non-service- Total 
connected connected 

3 97 100 
Spanish-American War a 0 100 100 

89 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load_.......-..-- 332 338 343 337 342 
(6) Full-time equivalent staff_...____..._-- 480.0 470.7 476.1 468.6 468.1 
(c) *.......... $2, 558,529 | $2,534,085 | $2,538,169 | $2, 755,191 $2, 867, 500 
Of 2, 063,562 | 2,051,968 | 2,064,747 | 2,268,072 2, 423, 499 
ere Sees oor 7, 541 6, 347 6, 874 4, 168 4, 676 
wy Communications . ..............------ 10, 275 8, 762 9,171 9, 616 9, 614 
Q) Utilities (gas, coal, water, etc.)..__.__- 27, 374 26, 730 27, 451 28, 249 667 
(h) ARSE aed OS eRe 128, 125 132, 784 132, 464 132, 576 132, 102 
(i) Drugs and medicines. -_._..........-.- 63, 231 63, 572 67, 280 80, 041 75, 610 

(j) Medical and dental supplies... ...... 53, 680 62, 483 55, 881 55, 124 % 

(k) Asset acquisitions including equip- 
14,171 55, 575 41, 758 26, 424 

190, 570 125, 864 , 543 150, 921 130, 098 
(m) Cost per discharged patient -________-- 696. 20 684. 70 711.77 705. 01 716. 87 
19. 61 20. 02 19. 91 22. 07 22. 86 


! Adjrsted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? A negative answer to this question could 
imply that this hospital is not providing an accepted standard of medical care. 
To date, however, we have been able to meet the standards set up by the Joint 
Commission on Hospital Accreditation. 

_ Certainly in terms of the quality and type of medical care we could and would 
like to provide, if sufficient funds were available, the primary fund allocation is 
insufficient. Budgetary limitations have so severely restricted our operations 
that we are barely able to maintain essential services, and in some areas, such as 
the NP service, we are not even providing essential services. Today when rapid 
and significant advances are being made in the field of medicine it is most frustrat- 
ing and discouraging for both professional and nonprofessional personnel to be 
pes pac any by lack of funds to provide necessary manpower, equipment 
supplies. 

It is the stated policy of the Department of Medicine and Surgery that the pri- 
mary allocation of funds for established stations will be based on the assumption 
that normal operations for the ensuing fiscal year will continue at or below pre- 
vailing cost levels. In the face of sharply rising costs both of salaries and hospital 
Supplies and equipment it is unrealistic to assume that this hospital can continue 
to operate efficiently with the same or a lesser primary fund allocation than was 
received the previous year. The inevitable result of such a budgetary program 
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is the deterioration of medical care. It has been indicated in policy statements 
from central office that by management improvement and finding better and less 
expensive ways of doing things, both the quality and quantity of medical care 
can be sustained at ‘decreased costs. Granted that improvement can usually be 
made in any organization, there is a limit to the extent that improved techniques 
and procedures can compensate for substantial reductions in operating funds, 
Continuation of our present budgetary situation is false economy and will, in 
effect, result not in doing things in better and less expensive ways, but in not 
doing many of them at all. 

The inadequacy of the primary fund allocation has resulted in the understaffing 
of many operating divisions to the point where operating efficiency has been im- 

ired. In addition, lack of funds has seriously hindered our recruiting program, 

any of our positions present difficult recruitment problems in terms of the 
knowledges and skills required, and we should be able to employ qualified appli- 
cants when they become available. However, frequently funds are not available 
to permit this, and as a result we lose the applicants. This is especially true in 
the case of nurses. The department of medicine and surgery is vitally interested 
in the maintenance of an effective recruitment program for nurses. There is no 
greater deterrent to such a recruitment program than the lack of funds, to say 
nothing of the adverse public relations created when a nurse or some other appli- 
yyy is recruited and employment must then be deferred pending availability 
of funds. 

Lack of adequate operating funds has built up backlogs in equipment and 
maintenance and repair needs in addition to continual decline in employment. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? The allotment of 
funds on the basis of average daily patient load does not affect patients’ length 
of stay. The planned average daily patient load of this hospital is realistic and 
based upon normal experience for the past 4 or 5 years. his does not mean, 
however, that such a method of allotting funds is considered satisfactory since, 
in general, the mere number of patients bears little relation to the cost of treat- 
ment or the overall expense of operating a hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Central office 
publishes statistical data from which it is possible to secure valid data for factual 
comparisons. The data furnished are complete. They are discussed with respon- 
sible people when the annual manpower utilization review is conducted. Com- 
plete cost analysis is reviewed each quarter. Comparisons with civilian hospitals 
are difficult because they generally operate with more funds and people and their 
accounting procedures are different. Attached are copies of newspaper ads that 
the Hospital Association of Rhode Island is conducting to educate the public on 
reasons for hospital cost increases. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.019. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.762, salaries; $0.196, other costs. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? TB patients and psychotic patients with TB receive a 30 percent, increase 
in allowance for food groups including: (a) meat, fish, poultry, eggs, and cheese; 
(b) milk, cream, and ice cream mix; (c) butter and a 10 percent increase for food 
pa including: (1) fruits and vegetables; (2) bread, flour and cereals; (3) other 
ats and (4) miscellaneous food items. Other psychiatric, neurological, medical 
and surgical patients receive a 10 percent increase in allowance for all food groups 
per M-2, part III, change 4, November 3, 1958, chapter 2: ‘Food and Cost Con- 
trol and Food Service,’’ paragraph 2.01(2). 

The above adjustments are made to the basic allowance for certain groups of 
patients to supply the nutrients necessary to maintain good nutrition during the 
acute phase of an illness and extra requirements for the convalescent and rehabili- 
tation phases of medical care. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 12 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are important in maintaining part of our staff and in recruitment of 
some doctors, nurses and attendants. ? 

(c) What additional quarters do you believe would add quality or stability 
to your staff? None. 


r 
s' 
il 
a 
h 
t 
i 
I 
( 


b 
P 
0 
n 
il 
li 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 144] 


7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $6,324,955. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. here are many factors which have 
operated to change the cost of hospital operations such as availability of new and 
more expensive drugs, rising costs of supplies and equipment, increasing age of 
the physical plant, greater number of patients in the higher age group, and 
increased salary cost. We propose to comment only on the latter factor. The 
liberalization of requirements for initial appointment and promotion of nurses has 
resulted in increased salary costs. In addition, the Civil Service Commission has 
greatly accelerated its program for the publication of new position classification 
standards. In practically all cases the application of these standards has resulted 
in higher grades. These factors together with periodic pay increases and regular 
promotions of physicians and dentists substantially increase our salary costs each 
year. Additional money is not received to pay these increases in compensation, 
and they must be absorbed in our initial primary fund allocation. Salary costs 
have also been increased by pay increases resulting from wage surveys and legisla- 
tive action. Generally, additional funds are received to cover the costs of these 
increases, although funds to defray the cost of the general pay increase granted 
last year have not as yet been made available to us. The net result of these in- 
creased salary expenditures is that we are required to reduce our average em- 
ployment to absorb the additional costs. The decrease in our personnel strength 
occasioned by rising hospital costs is factually shown by review of our full-time 
equivalent employment for the current and preceding 5 fiscal years: 


Fiseal year: Fiscal year: 
479 1959 (through Dec. 31, 1958)... 462 


We emphasize that this decreasing average employment has not been related to 
a declining workload. On the contrary, the workload, if anything, has increased. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Periodic and frequent formal presentations of all aspects of 
hospital finances are made to service and division chiefs. This is accomplished 
by the use of budget committee; through work simplification and incentive awards 
programs; presentation of quarterly cost analysis comparisons; manpower and 
resources reviews; and comparisons with other Government and civilian hospitals. 
In addition, chiefs and supervisors in all departments emphasize almost daily to 
all personnel the vital necessity for stringent economy in every area. All service 
and division chiefs participate actively in budgetary planning so that all are fully 
acquainted with the hospital needs and which of these must, of necessity, take 
priority in view of inadequate funds. There is clearly evident, amongst all per- 
sonnel, a full realization of the difficult financial situation and the need to strive 
constantly to find ways to economize. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
Services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.03; per pound, $0.039. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.047; per pound, $0.063. 
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11, What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
a do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

tient load so funds would not be withdrawn? Do not believe any operating 

s could be closed because there is an actual need for these beds. To reduce 
the number of operating beds and maintain the same average daily patient load 
would seriously affect the availability of beds for emergencies during peak periods. 
To reduce the number of operating beds and the average daily patient load would 
be unrealistic because the actual need for beds could not be met. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? It would have no effect on the number 
of spares beds required because the beds are required before the patient is 
discharged for completion of bed occupancy care (CBOC). 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $21,725.49. 
(2) Visits to hospitals by patients on CBOC status: 4,020. 
(3) Cost per visit: $5.40. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Decentrali- 
zation of funds. Cite examples. Station managers are now permitted to 
transfer current funds within total fund availability to areas of greatest immediate 
need without central office authority. 

y (b) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? August 
9 through September 30, 1954, not thoroughly. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? As this was one of the first audits made, the team was more 
interested in how well central office minutiae of procedures were followed. 
We understand at present time they are more interested in good practical 
administrative procedures. 

(3) How was the internal audit valuable to your hospital? Gave an 
unbiased approach to local operations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 

oparetsone changes as a result? No. 
(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Orbe 
conducted by a joint team? Such a professional medical audit would result in 
improved patient care and probably, in addition, would reduce the length of stay 
by detecting areas of weakness or deficiency, which is the first step necessary in 
order to correct any such inadequacies. Such an audit should perhaps be con- 
ducted by individuals from the outside although this is not essential provided 
those who conduct the audit are properly qualified and have sound judgment 
and understanding, as well as freedom from prejudice. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Supervisory visits by area office staff have always been helpful and 
welcome. The degree of helpfulness is proportionate to the thoroughness 
of the survey made and the degree of understanding of the hospital’s special 

roblems and differences. Overemphasis placed on minor matters detracts 
rom the general beneficial effects. These visits are made by personnel who 
are competent and experienced and who have, in addition, the advantage of 
familiarity with the operation of other VA hospitals in the area and the way 
in which they have dealt with common problems. Even when the area 
office supervisor makes no specific recommendations, the review of the 
hospital’s activities and functions by an individual with a fresh point of view 
is stimulating and helpful to those who are responsible for these activities 
day in and day out throughout the year. 
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(2) Of what value would you think these visits are to VACO? One would 
expect that a carefully prepared report by a conscientious area supervisor 
would be of considerable value to central office and perhaps the most reliable 
means by which the hospital could be evaluated. 

(3) Would less frequent visits be more useful? Supervisory visits are not 
made ~~ frequently and, therefore, less frequent visits are not suggested or 
desired. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? The reporting requirements contained in 
part VI, VA Manual MP-4, have, in our opinion, tended to recentralize opera- 
tional authority to a certain extent. The mandatory requirement that certain 
reports be accomplished has not been beneficial to this station in terms of the 
benefits derived from the reports as compared with the time and effort expended 
in their preparation. The directive that reductions in force not be conducted 
for the reason that sufficient funds are not available is also, in effect, a recentrali- 
zation of operational authority. The greatest deterrent, however, to the effective- 
ness of the policy of decentralizing operating controls to local management is the 
lack of adequate funds. The present budget concepts provide greater latitude 
and flexibility to the Manager, but without sufficient funds to permit him to carry 
out effectively his responsibilities these advantages are to a great extent negated. 

2. Is the management Gepelegennns program directed toward making good 
employees or good managers? he best answer to this question is to state the 
objectives of the management development program. These are to develop an 
adequate reservoir of personnel available for greater responsibilities, improve 
present job performance, and develop management skills of present and potential 
managerial personnel. Accordingly, the program is directed not only toward 
making good managers but also good employees. At this station the emphasis 
is on improving the performance of employees in their present positions, while 
at the same time affording them the opportunity to acquire additional skills and 
knowledges which will enhance their opportunities for advancement. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
- Lone, new elevator, and convert 2 passenger elevators to full automatic___-_-_....- $83, 000 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 
Extend garage, building No. 23, and construct 1-car garage adjacent to building No. 16_..-- $8, 500 
Recovery room to be constructed, 7th floor, building No. 1...................-.------------ 150, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

1. Calibrate instruments on boilers, building No. 10..........-.....-.-.--..---------------- $250 
2. 1 each, power unit for operation on oil valve, boiler No. 2........-.-..-----.---.--------- 160 
3. Reline boiler furnace wall, boiler No. 2, building No. 10........-...---------------------- 500 
4. Replacement of trees and shrubbery............--..--.---------------------------------- 

5. Paint wards 4B, 5A, and 5B, including all ward furniture...................---.--------- 945 
6. Replace 250 window shades, building No. 1...............------------------------------- 620 
7. Replace 8 combination screen doors................-.-------------e-0---+--24ee---+-----~ 194 


| 
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(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1. Replace deteriorated acoustical ceiling, manager’s office - $500 
2. Materials for hookup, 4 standby emergency generators... 500 
3. Replace wet batteries on fire-alarm system-_-.._........-..--..------ 3 300 
4. Replace deteriorated ventilating box, air conditioning, auditorium. 500 
5. Replace deteriorated linoleum on floor, main laboratory, 1st floor, wing B, rooms Nos. 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
. Install temperature controls water in compliance with central office directive ___......._- $2, 000 
2. Replace deteriorated linoleum, building No. 1. -_......-...-..-..---.-- 4, 000 
3. Install clapboard sidings for buildings Nos. T-19, T-20, and T-21 5, 000 
4. Cover some walls, building No. 1, with Calestron or a 5, 000 
5. Retop bituminous surface of roads 25, 060 
6. Weatherstrip windows, buildings Nos. 1, 2, 3, and 14____.........--.------ 25, 000 
Patat inside NO. 10... 
Paint vetrigeration plant, BNO. 150 
| (b) Minor betterments costing less than $2,000, excluding equipment: 
| Description Amount 
1. Install new walls, admitting area to enl $1, 900 
2. Install new wall and door, diet kitchen, 2d floor, wing C, ie canteen storage room.--___- 600 
Pd 3. Construction shelter at bus stop, Chaikstone Ave., for employees and visitors po 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Replace central refrigeration plant with individual refrigerated units, building No. 1___- $27, 000 
2. Replace washing machine, laundry building-_.__..._.._...........---.--..------------- 15, 000 
3. Addition to mortuary refrigerator box (3-body capacity) ___.......__...-.....-.--------- 2, 450 
4. 2each, machine, icemaking, automatic cubes...._..............-....---.-..------.---.-- 2, 396 
7. Dry tumbler, American Zoneair, class No. ee, ae =A 1, 500 
14. X-ray radiographic mobile, 50 milliampere at 100 kilovolt on 110 volt, 60 cycle—a.c_____- 3, 000 
15. X-ray apparatus, therapeutic stationery, 300 kilovolt, 220 volt, 60 cy: Rint tris <Kictnn’ 20, 000 
18. Elgin resistance exercise equipment with accessories 1, 500 
19. Teca electromyograph with deep recorder plus 35-millimeter camera. _----...-..-------- 1, 650 


3. What, in your opinion, are the most pressing needs in your installation? 
There are many pressing needs at this hospital, but perhaps the most acute is the 
need for additional personnel. These could readily be provided if we were to 
receive a realistic primary fund allocation. As we have indicated above, our 


5 
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personnel strength has substantially decreased without an accompanying de- 
crease in workload. The situation becomes more serious each fiscal year as 
salary and other costs rise, and the primary fund allocation remains materially 
the same. Experience has proven that we are operating a low-cost hospital as 
compared with the VA hospitals of similar type and size. From sheer necessity 
occasioned by budgetary limitations, we have economized to the point where the 
quality of patient care is not what it should or could be. One of the objectives of 
the annual budget program was to afford stations a realistic basis for providing to 
veterans a more stable level of service throughout the fiscal year. he primary 
fund allocations we have been receiving have done little in accomplishing this 
objective. It appears imperative to us that our primary fund allocation be 
significantly increased for the coming fiscal year in order to prevent further 
deterioration of the quality of patient care. 


COLUMBIA &.C. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Garners Ferry Road. 

City and State: Columbia, 8.C. 

Type of services: Type of hospital, G.M. & S.; NP, yes; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Thomas B. May; fellow, American College of Hospital Adminis- 
trators; Graduate School of Hospital Administration, Northwestern University, 
Chicago, IIl.; assistant manager, VA hospitals, 11 years; manager, 1% years. 

(b) Assistant manager: Harold S. Kennerly; B.S. degree, Clemson College; 
assistant manager 15 years. 

(c) Director, professional services: R. W. Houseal, M.D.; Johns Hopkins; 
diplomate, internal medicine, American Specialty Board; director, professional 
services, 7 years. 

II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity 558 0 
not in use (unavailable): 
4. In process of activation 0 0 
6. Staff not recruitable: Beds _re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining _____...__________ 584 2 33 24 525 0 
10. Average daily patient load for 12 
months ending Dec. 31, 1958________- 540 39 20 479 0 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
Number: 961.0 7.0 4.0 250.0 0 
(b) Percent of total patients re- 
maining (line 1.2 42.8 0 
8. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(a) Number_______ ‘aia 250. 0 22.0 26.0 0 202. 0 0 
h) Percent of total patients re- 
maining Jan. 10, 1957__.____. 43.7 3.8 4.5 0 35.3 0 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 


1956 1957 


14. Number of patients sent to trial visit during year_- 
15. Number of petante on trial-visit status as of Dee. 31. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


1956 1957 


6, 001 5, 967 


254 235 
267 251 
5, 480 5, 381 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Advancing age is 
increasing pereentage of deaths in hospital and is definitely increasing the demand 
for beds. he number of patients who are seriously ill is ever increasing. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


ITI. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 


during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients 31 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple-treated conditions) : 


Appendectomy 
erniorrhaphy 

Hemorrhoidectomy 

Cholecystectomy 

Subtotal gastrectomy for duodenal ulcer 


ww ilc 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Factors affecting length of stay are under continuous survey by a hospital 
stay committee, of which the director of professional services is chairman. 
Promptness in completion of the diagnostic study of each patient, including the 
recording of history and physical examination, laboratory and X-ray examina- 
tions, and reports of consultations by specialists requires the coordination of 
several departments, and many individuals, Adequate staffing and good overall 
leadership is essential. 
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(b) What improvements have you made since your last report to this com- 
mittee? Some vacancies on the full-time professional staff have been filled. A 
radiologist, a pathologist, and a neurosurgeon have been added to the full-time 
staff. tter coordination between medical and dental services has been achieved, 
eliminating delays in dental treatments. New laborsaving equipment has been 
urchased. Certain activities have been relocated which has increased efficiency. 

ersonnel ceilings of each activity have been reviewed and adjustments were 
made to meet the changing needs. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) The policy of a 5-day 
workweek for civil service employees prolongs hospital stay. An additional half 
day on Saturdays for laboratory technicians, X-ray technicians, ward secretaries, 
and hospital messenger service would shorten ps gr stay. We do not have 
sufficient funds to provide the personnel to staff the clinics and wards above a 
minimal level. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) he average age of hospital 
patients is somewhat greater. The demand for moyeyy hospital care for the 
chronically ill patients is increasing both in numbers and insistence. We make 
every effort to discharge these patients to the care of relatives, in their homes, 
or to nursing homes with considerable success. However, we realize this is not 
the entire solution, This is an increasing problem for this hospital. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? The present 
CBOC program provides posthospital followup care and shortens length of stay. 
It is used most in this hospital by the orthopedic and urological services. This 
hospital serves South Carolina and certain areas in Georgia and North Carolina. 
It covers an area with a radius of 150 miles or more. Distance makes posthospital 
followup difficult. 

(b) What effect would such a program have on your cost of operation? This 
would increase the cost of our operation but, of course, would provide service 
for more veterans. The demand for hospital beds in this area far exceeds the 
beds available. Therefore, it would not have the result of decreasing the patient 
load in the hospital at Columbia, S.C. 

5. would you suggest to further reduce hospital stay without impairing care? 
An increase of funds which would permit the employment of more doctors, nurses, 
clinical laboratory technicians, X-ray technicians, and other key personnel who 
provide direct patient care would reduce hospital stay. The Veterans’ Adminis- 
tration is not keeping pace with either community, private, and in many areas, 
State hospitals. Patient stay in a hospital is directly related to the personnel 
available to provide care and treatment. 

_ 6. What is needed to improve turnover of patients? All of the factors affect- 
ing length of stay have a direct effect on turnover rate. These have been given 
in answer to question No. 3(a) and 5. Policy in regard to hospitalization of long- 
term chronic disease patients has considerable effect on turnover rate. South 
arolina ranks near the bottom in per capita income and demand for long-term 
hospital care is considerable. 
IV. Waiting list 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 


Service 
Type of care required Total connected 


Total In non-VA| Not yet 
hospitalized 


4 
1, Total applicants........................ 138 0 138 2 136 
0 0 0 0 0 : 
25 0 25 0 25 
113 0 113 2 ill 
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a, How a y patients are scheduled for admission subsequent to January 
‘ 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions from the waiting list are scheduled in accordance with the priority 
criteria established by the VACO. The director, professional services reviews 
the waiting list daily and advises the registrar as to which veterans are to be 
admitted. 

4. In addition to the persons ees in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 14. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”” please describe the circumstances. Yes. Medical emergencies and 
service-connected cases are so admitted. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,093; approved, 3,429; rejected, 664. 


V. Hospital staff 
a full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31,1956 | Dec. 31, 1958 to 1958 

1 669. 0 678.0 +9.0 
2. Physicians, full- and part-time. ---.................. 30.0 31.0 +1.0 
3. Physicians, residents and .5 0 
4. Physicians, consultants and attendings..._....._.... 7.0 6.5 -.5 

8. Therapists and technicians ?___.............-.-...-. 39.0 38.0 —10 

3.0 3.0 0 
10. Office of manager, personnel, and finance-_-_-_-_._.- 20.0 21.0 +1.0 
12. Other food-service employees_.............-.---..--- 99.0 96.0 —3.0 
14. Engineering maintenance (excluding. laundry) ------- 24.0 27.0 +3.0 
15. Engineering operations (excluding laundry) ---.---.- 36.0 31.0 —5.0 


! The result of consolidation of regional office and hospital supply activities. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
None. 

(6) Number of patients discharged durlng past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients In day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... ......-_- 25 27 21 
Average payment consultant or attending !___.........._- $2, 553 $2, 283 $2, 305 
Total amount to all consultants and attendings !__._.___- $63, 837 $64, 335 $50, 285 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot. 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
and nursing assistants. 
and X-ray technician. 0 0 
1 0 0 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Incentive to progress in professional attainment is increased by association 
and participation of the medical staff with the people doing the research. (2) Edu- 
cational programs provide a source of inspiration for the entire staff. While 
these benefits are sometimes intangible, they are nevertheless very important. 
Our research and education is pointed toward better patient care, earlier diagnosis, 
and more effective treatment. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research = — 

gram R300) 
None $850 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools__ PRUE fo cttanpntecsas 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- oY With insurance ! 
Eligibility category patients | culosis 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(t) For treatment of a service-connected 
() For treatment of a non-service- 
(1) Patient has compensable 
(2) In receipt of VA ion... ... 1 20 
! Any form of prepayment insurance. 
Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
mission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 

) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

_ 8. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include an 
33427 O—59———_93 


: 
list? 
‘iority 
Views 
to be 
bove, 
Were 
nswer 
and 
er 3, 
loyees 
to 
(+) or 
e (—) 
1956 
158 
+9.0 
—3.0 | 
+3.0 
+50 
+7.0 
Trapy | 
tiven 
ta. 
9 


1450 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Every case is billed where a under an insurance plan exists, 
except in those cases that the chief attorney, VA regional office, Columbia, has 
decided no liability exists. In third party liability cases every effort is made to 
obtain an assignment and collection is attempted. The assistance of the chief 
attorney, VA regional office, is requested whenever necessary. Estimated cost 
of collection, calendar year 1958, $5,998. 

- 4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


465 10, 988 


on Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to adhey their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S care required before oath is signed? Following the examination of 
the veteran, and determination that hospital treatment is required, we give an 
estimate of the cost in a non-VA hospital and explain to the veteran just what 
his statement under oath as to ability or inability to receive private treatment 
means to himself and the VA. 

8. In your opinion are there abuses of non-service-connected care? Based on 
this station’s experience, abuses of non-service-connected care are extremely rare, 
as verified by the fact that only three cases were referred to the central office 
during the calendar year 1958. 

9. Diemasene of patients as of January 12, 1959, in hospitals for treatment on 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
21 79 10 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? ; 


Fiseal year— 
or 1955 1956 1957 1958 1959 

(estimated) 

(a) Average daily patient load____....._.. 461.0 507.0 530. 0 530.0 545.0 
(0) Full-time equivalent staff. ............ 636. 6 650. 2 668. 5 671.3 674.5 
(c) NE sa scmmdehsiceincnds $3, 275, 453 | $3, 587,976 | $3, 690, 737 | $4,008,022 | $4, 244, 064 
(d) Salaries of staff 2, 618,002 | 2,851,084 | 2,948,278 | 3,280,120 | 3,478,612 
37, 557 41, 231 42, 121 41, 793 45, 165 
n — eae 9, 430 9, 875 10, 234 11, 538 11, 904 
Utilities (gas, coal, water, ete.) _.._.__- 25, 895 27, 640 30, 267 29, 675 31, 242 

185, 247 202, 917 212, 385 046 222, 590 
(i) Drugs and medicines.............--.-- 118, 415 114, 343 107, 679 115, 472 117, 093 
(i) Medical and dental supplies... ._...._- 89, 89, 469 91, 783 , 853 93, 359 
(k) Asset acquisitions including equipment. 33, 168 69, 550 80, 717 46, 140 64, 308 
158, 685 181, 867 167, 022 191, 385 179, 791 
(m) Cost per discharged patient... ___.__- 689 593 637 620 617 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The present standard of medical care in 
this hospital is acceptable but in my opinion only because the professional staff 
and key members of the administrative staff are so dedicated that they would not 

rmit it to be otherwise. The primary fund allocation, itself, is really not suf- 
feient to provide more than a minimal standard of medical care, which leaves 
much to be desired. If the primary fund allocation were increased to permit the 
replacement of wornout and obsolete equipment and the recruitment of employees 
listed in question 25, page 7, the standard of medical care would be considerably 
improved. Because we have imposed upon members of the staff to provide an 
acceptable standard, there is certainly no justification for continuing the practice. 
Overworked physicians, nurses, technicians, and other staff personnel soon seek 
other employment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on the basis of average daily patient load neither increases nor decreases the 
patient’s length of stay in this hospital. I do not believe that any patient is 
ever kept in the Columbia Veterans’ Administration Hospital longer than neces- 
sary in order to increase the average daily patient load. This hospital always has 
a waiting list. No difficulty is every experienced in maintaining our average 
daily — load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparative 
statistical data from all VA hospitals as to costs, staffing, efficiency, etc., is com- 
piled and published by central office for our review and study. These reports are 
valuable. However, no two hospitals are alike even though built from the same 
set of blueprints. Therefore, comparisons are not always valid. Comparisons 
with civil hospitals in most departments have little value due to the differences in 
accounting procedures and practices. The improvement that is necessary is that 
people who try to interpret the charts and statistics must have a deep understand- 
ing of hospital operations in order to realize their full meaning. igures do not 
speak for themselves; they must be interpreted for their real meaning. Com- 
parison standards have been discussed with responsible officials. 

5. (a) What is the ——— raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.081. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.961. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Patients are all served the same ration except modified diets as prescribed 
by the physician for treatment of a particular illness. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 34 nonhousekeeping. 

(b) How important are a quarters in maintaining staff and/or for recruit- 
ment? At this station the availability of these quarters exerts no influence on 
maintaining or recruiting staff. I know, however, that at other stations the 
exact ite of this situation exists. 

(c) at additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $13,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. New medicines, new and improved 
equipment, although resulting in better care of patients are expensive and add to 
the increase in costs of hospital operations. Many new and improved techniques 
in diagnosis and treatments similarly increase the cost. The amount of laboratory 
work presently required on each patient shows an increase when compared to the 
work required only a few years ago. More technicians, also expensive equipment 
is required for this work. The radiological service requirements are likewise a 
factor in increasing operation costs. Salary increases resulting from Public Law 
85-462, have also added to the cost of operation and there must also be taken into 
consideration the decrease in the purchasing power of the dollar. 

9. What internal programs have you developed to engender cost consciousness 
at your station? A constant program of information and education is carried on 

y Management to secure the cooperation of all employees in reducing operating 
costs. All staff employees are kept fully advised at all times as to funds available 
for operation of their individual services or activities, and their responsibility for 
Operating within their authorized allocation of funds is emphasized. A budget 
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committee com of staff officials consults with, and secures detailed informa. 
tion from the heads of all services and activities concerning their operational 
requirements. These requirements are carefully reviewed in relation to overall 
requirements of all activities and the heads of these services are advised the fund 
allotment —_ may expect to cover their requirements. The discussions and 
conferences which take place during the review serve to inform the head of each 
service of the demands and requirements of others and focuses attention on the 
need for reducing operational costs. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
ear 1958? (All stations other than NP hospitals will report costs separately to 
nelude and exclude memorandum cost accounts, required by VA interim issue 

CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and wpe erm maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu e of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0,047 pound, $0.055. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.043; per pound, $0.058. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient load 
concept has little, if any, effect on the turnover of our patients. he turnover of 
patients is the responsibility of the ward physician who, using his best judgment, 
makes the decision based on the condition of the patient. The average daily 
patient load is not considered by anyone in this hospital in the determination as 
to whether a patient requires hospitalization. I can state that patients admitted 
to this hospital actually require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? The average daily patient load 
concept has no effect on the number of beds we need in the State of South Caro- 
lina. The hospital is never without a waiting list. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Because of the long waiting list of patients, 
the allocation of funds for CBOC patients would not have any effect on the num- 
ber of operating beds required in this area. Several factors have effect on the 
CBOC program: (1) Distance to the hospital from the patients’ home; many 
patients come from 150 miles distance; (2) the nature of the disease for which the 
potions is being treated on a post hospitalization basis is always a consideration. 

e are using the CBOC program at the present time to fullest extent possible as 
limited by the considerations enumerated above. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $10,315. 
(2) Visits to hospitals by patients on CBOC status: 846. 
(3) Cost per visit: $12.19. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 
(a) The hospital manager was given more decentralized operational authority 


to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Increased authority 
in controlling budget. Cite examples. Personnel recruitment and classification, 
purchasing and plant improvements and maintenance. Examples: (a) Hospitals 


n 
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now have more authority in matters pertaining to maintenance and minor better- 
ments and we are encouraged to participate in development of new ideas; (b) we 
now have authority to adjust and change arganization below the division chief 
level; (c) the hospital now has classification authority on all positions except those 
centralized to central office; (d) hospital managers now have considerable authority 
for expending funds; (e) stations may now purchase, without authority from 
central office many items which formerly were controlled by central office. 

(b) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Degree 
of personal experience of team members in hospital operation is not known; 
however they were qualified to conduct the audit, and were definitely inter- 
ested in assisting the station in every way possible to improve operations. 

(3) How was the internal audit valuable to your hospital? This audit 
provided the station with an evaluation of its efficiency of operation as seen 
through the eyes of outsiders. It also provided an opportunity to discuss 
and present station’s views concerning certain central office requirements. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? The following benefits would definitely result from 
a medical audit. Safer and better care of the patient; education of the physicians; 
revelation of the quality of work being done by the professional staff; the advance 
of medical science by more efficient practice of medicine. The audit should be 
made by an outside group. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are of considerable myo I cannot think of a supervisory 
visit in the last 5 years that has not been helpful or stimulating. 

(2) Of what value would you think these visits are to VACO? The reports 
made as a result of these visits present to central office a good evaluation of 
the different programs in operation at a particular hospital. The individuals 
making these visits and preparing the reports are carefully selected. They 
all possess a wealth of experience in their particular fields and professions. 

(3) Would less frequent visits be more useful? No. The visits now are 
made on an annual basis. This is entirely satisfactory. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No attempt has been made to recentralize 
operational authority to any great extent. ; 

2. Is the management development program directed toward making good 
employees or good managers? This program is definitely directed toward making 
good employees. The central office should be complimented for the progress 


made in this area. 
X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Project 39-5041, alterations to buildings 1, 2, 4, 5, and 6. __._.......-..-.------ $650, 800 


Not programed, or under consideration for fiscal year 1962: We have been 
advised by central office of several projects which have not been programed. 
These have been included in our request for a major modernization program as 
presented in answer to —— 3, page 20. This major modernization program 
is presently under consideration by central office. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
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Description 


| 


[ 


Landscaping including trees and shrubbery 
Carpentry 
Electrical 


Maintenance of medical technical equipment 
Maintenance of dietetic equipment 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacement of screens on hospital windows. $1, 900 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 
question 1(b) above.) 


(Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal 
year 


Description 


1960 


Maintenance of medical technical equipment 

Maintenance of dietetic equipment 


Landscaping including trees and 
Carpentry 


1961 


Refrigeration 
Ventilating system 


aintenance of medical technical equipment 
Maintenance of dietetic equipment 


Total, 1961 fiscal year 


Modernization of 2 diet kitchens at $1,900 
Repainting water joints of boiler plant smokestack 


Total, fiscal years 1960 and 1961 


1960-61 


8 
= 


| 
Amount 
=| Landscaping including trees and 


| | | 


= 


= 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Modernizing and additions to street lighting system__..__.____._____-..-_-_----.----------- 1, 725 
Extending and covering storm sewers... 1, 900 


NotEe.—Many betterments which would normally appear here are included in the major modernization 
program presented in answer to question 3, below. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 

Storage tank for feed water in $1, 800 
Oven, rotary (used for baking and roasting), 1 each........_.........-..--..-----.---------- 3, 500 
Complete equipment for 5-ward diet kitchens, buildings 1, 3, and 22_................-.-.-.- 8, 000 


3. What, in your opinion, are the most pressing needs in your installation? 

(1) As indicated in several other sections of this report, the most pressing need 
is a major modernization project for this hospital. Without variation, the 
following has already been submitted to our central office for consideration. It 
would not be fair to tell your fine committee that we need more or less; we do not. 
When the modernization program is completed, we will be able to provide facilities 
which will improve greatly the care and treatment of patients at a reduced operat- 
ing cost. This, I am sure, will be evident as the project is described. I believe 
that the salvation of all hospitals is to automize the activities to the greatest 
extent possible. Personnel costs in all hospitals continue to increase at an 
alarming rate. There was no attempt here to specifically increase the bed capacity 
of the hospital; however, the end result will probably be a slight increase in beds 
which certainly are needed in this State. Our whole concept has been to create 
the most efficient hospital possible and the time to begin thinking about efficiency 
of operation is when the hospital is designed. 

(2) Listed below are the necessary changes, alterations and additions: 

(a) New 75-foot, 2-story additions to be constructed on the north and south 
ends of the administration building and a 20-foot addition on the west end of the 
administration building. When completed, the second floor of this building will 
be occupied by the manager and assistant manager, director professional services, 
supply division, fiscal division, personnel division, remote control dictating room, 
engineer officer, and assistant engineer officer. The first floor will provide space 
for the medical administrative activity of the registrar division, contact section, 
chaplain’s office, service officers, and examining rooms and administrative space 
for the outpatient activity. 

(6) The multipurpose building will contain the following: 

(1) The entire P.M. & R. service (occupational therapy, manual arts 
therapy, corrective therapy, physiotherapy, chief P.M. & R. service, coordi- 
nator, P.M. & R., and clerical personnel). The P.M. & R. activities are 
presently located in a temporary building. 

(2) Brace shop. This activity is presently located in a temporary building. 

(3) Professional and administrative classroom. An adequate classroom 
does not exist. 

(4) Medical record librarian. We presently do not have this activity. 

(5) Housekeeping division supervisory personnel and housekeeping supply 
room. This activity is located in a temporary building. 

_(6) Canteen, to include a barbershop, retail storage, food preparation, 
kitchen, ete. This activity presently occupies five quonset huts and one 
basement room. 

This floor also contains space for the chapel, 90 seats plus space for 10 
wheelchairs, eucharistic room, devotional room, paraphernalia closets, and 
a small chaplain’s study. 
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Floors 3 through 7 are typical 40-bed nursing units. These additional 
beds will be necessary since we will lose 44 beds on ward 1 and approximate} 
100 beds throughout the hospital when the existing buildings are moderail 

(c) It is further proposed that the corridor between buildings Nos. 1 and 4 be 
doubledecked and that the excellent space on the second floor of building No. 4 
be utilized by the EENT service. This space, formerly male nonhousekeeping 
quarters, will adequately care for 30 EENT patients and by doubledecking the 
corridor would be accessible to the operating suite in building No. 1 and also 
would be accessible to visitors. 

(d) It is further recommended that all buildings be provided with an automatic 
interconnected pneumatic tube system. This would require 81 stations, would 
greatly improve the service in the hospital, and would permit the elimination of 
two messenger positions. The tube system that is suggested is dialamatic or 
equal, with carrying tubes 12 inches long and 4 inches in diameter. 

(e) An audiovisual nurse call system to be installed in all wards, except neuro- 
psychiatric. 

(8) This modernization program would result in only a slight increase in the 
rated bed capacity of the hospital. This is the only Veterans’ Administration 
hospital in the State of South Carolina and these few additional beds are urgently 
needed. This plan would result in buildings 1 and 4 designated as surgical 
buildings, the new multipurpose building and building 22 would contain beds for 
the medical service; building 3, after modernization, would contain our P.M. & R. 
bed service, our neuropsychiatric service, and beds for the chronically ill long-term 
patients and research space. 

(4) It is recommended that all new buildings and remodeled areas be ait 
conditioned. Temperatures in this area in the summertime reach 104°. During 
the summer of 1957, records maintained in this hospital revealed temperature 
readings for 18 days well over 100 and many other days of high temperatures 
and humidity. Air conditioning in this area is not a luxury. It is a necessity 
for the well-being of our patients. 

(5) When the modernization is completed, we will be able to demolish 11 
quonset huts and 1 temporary building. 

(6) It should be noted that the plan provides all clinics on the first floor of 
building No. 1. These clinics are located and arranged so as to provide an 
efficient operation for both inpatients and outpatients. Considerable savings 
will be effected in the years to come as a result of this program. 

(7) Multichannel radio control room and studio. A single radio control panel 
is presently located in the telephone operator’s booth. 

8) A central volunteer’s dressing room; volunteer’s storage, restrooms, and 
lounge for volunteers. 

(9) Medical library and patient library. These libraries are not adequate. 
They are presently located in two small rooms and a porch. 

(10) Physicians’ lounge. At the present time, the hospital does not have 4 
lounge with restrooms for either full-time staff or consultants. 

(11) Supply warehouse, 9,500 square feet. Our present supply warehouse is 
woefully inadequate and contains approximately 4,800 square feet. Over a 

ear ago, we assumed responsibility for the supply activity of the regional office. 
it is believed that 9,500 square feet is needed for our supply warehouse which 
will permit the demolition of several quonset huts presently used for storage. 
This multipurpose building, containing the supply warehouse, is most post pre 
ously located so that trucks delivering goods to this hospital will unload on t 
loading platform; equipment and supplies wil! be moved into the supply ware- 
house area and from this point it will not be necessary, as is presently the case, to 
utilize trucks, and, of course, truckdrivers, to move supplies and equipment 
through the hospital. This will be the savings of one truck and two truckdrivers 
and will actually provide better service. 

(12) The first floor of the multipurpose building will also contain a soiled linen 
and central sorting room, a clean linen, uniform and out-of-season storage room, 
and an area for the seamstress. This is on the first floor and this area is so located 
that soiled linen will be brought into the area, sorted and moved directly to the 
laundry through a short, covered tramway. The laundry and this room are 
approximately the same levels. This activity also is so arranged as to eliminate 
the necessity of a truck and truckdriver and a helper. 

(13) While it has been previously prorat im oA the laundry be enlarged, 
our study reveals that this laundry building is of sufficient size, and that the 
urgent need is for replacement of the existing equipment which is:approximately 
26 years old, with new modern automatic equipment. If this is done, we woul 
be able to materially reduce the number of personnel in the laundry. 
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(14) Also contained in this proposal is minor revamping of the shops buildings 
which will result in a more efficient operation of the entire station. The second 
floor will contain nursing service administration, nursing education and training, 
chief social worker, chief of the medical service, and office space for the medical 
records librarian. 

7. Summary: This plan will— 

(a) Provide adequate space and facilities for the consolidation of the regional 
office outpatient service including clinics, examining rooms, waiting room space, 
and space for the administrative personnel in connection with the outpatient 
activity. 

(b) Permit the use of excellent but presently unused and inaccessible space on 
the second floor, building No. 4. The space is needed for the EENT ward. 

(c) Permit the consolidation of surgical patients in building No. 1 and second 
floor of building 4. These buildings are adjacent. 

(d) Permit the consolidation of medical patients in building 22 and this new 
building. This new multipurpose building will be adjacent to building 22. 

(e) Permit the relocation of all necessary clinics to the first floor, building No. 1. 
(f) Provide adequate space in building 3 for the neuropsychiatric service, 
.M. & R. bed service and long-term chronically ill patients. 

(g) Provide an overall increase of approximately 60 beds. 

8. It is estimated that the modernization program will cost $8,500,000 if 
accomplished as one project. It will cost much more if done on a piecemeal basis. 
Budgetary support for the CBOC program will not change the requirement for 
these few additional beds. 

9. Approximately 1 year has been spent in an exhaustive study to be able to 
present this plan. It is a pleasure to submit it for your consideration. 

Summary: The most pressing needs are— 

(a) Complete modernization as described above. 

(b) Additional funds for professional personnel (sec. V, par. 25). 

(c) Additional funds for maintenance and equipment replacement (sec. XI). 


P 


FORT MEADE, S. DAK. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Fort Meade, 8. Dak. 
gs of services: Type of hospital, NP; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Harold A. Stokes, M.D. 

(b) Assistant manager: J. Wilson Corwin. } 

(c) Director, professional services: Lawrence G. Christianson, M.D., acting. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable) : 
Total 


operating p regar 


8 


10. Average daily patient load for 12 


2. 

3. 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Pr Neuro- | G.M. & S. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or . 
6) Percent of total patients re- 
maining (line 9). ...........- eid... @' 1. 
13. Patients in hospital on an. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year... 56 78 72 51 
15. Number of patients on trial-visit status ee 31. 47 47 66 38 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
All other .... 209 199 219 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Trend to higher G.M. 
& 8. bed utilization. Construction of 60 G.M. & 8. type beds in building 113 
(new) gives indication of material increase in number of G.M. & 8. patients 
treated from this locality. 

III. Length of stay 


1. Length of stay: neeenas stay in aT Pe hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 13 days. 


Length of time since admission Number of | Percent of 
patients patients 

56 8 


3. (a) What system of control do you have to insure a minimum He's in hos- 
ital? (1) Periodic review by therapeutic team; (2) disposition sta 
hospital stay committee. 
(b) at improvements have you made since your last report to this com- 
mittee? (1) Hospital stay committee; (2) more active therapeutic and discharge 
program on continued treatment service. 
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(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) In discharge of com- 
mitted NP patients, it is considered necessary to inform committing judge and 
family regarding intentions to discharge such a patient. Ordinarily 7 to 10 dats 
are considered adequate for court or family to object if they so desire. In most 
cases this results in no delay since patient is otherwise being processed for dis- 
charge in the 7- to 10-day period. here necessary, this waiting period can be 
abrogated by TWX or telephone. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future? (If so, describe.) 65 percent of our patient load is 
chronic and these patients have been hospitalized 5 years or longer. This prob- 
lem is being attacked by more active treatment programs on the continued- 
treatment service and hopefully will increase discharge rate. In addition, 
G.M. & 8. activities have increased. This service will show a larger percent of 
our total admissions and discharges but a certain residue of chronic, long term 
G.M. & 8. patients may accumulate in time. Also the World War I veteran with 
NP illnesses are becoming largely NP medical (e.g. infirm) and this group tends 
to become a long-term problem. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? This hospital 
no formal outpatient service but conducts certain CBOC, NBO, and trial 
visit posthospital supervision. Establishment of an outpatient clinic and addi- 
tion of more psychiatric social workers (we have only two plus a social worker 
aide) would increase the foster home program and perhaps otherwise promote 
earlier discharge of patients. Discussion for an outpatient clinic at Fort Meade 
is under way at this time. . 

(b) What effect would such a program have on your cost of operation? Prob- 
ably increase in terms of station budget (more personnel) but eventually decrease 
patient stay. 

5. What would you su t to further reduce hospital stay without impairing 
care? Research studies about to commence at this hospital using more active 
aid and nurse participation in therapy of NP patients may decrease hospital 
sta 


y. 

6. What is needed to improve turnover of patients? (a) Improvement in 
therapeutic attitude by staff. (b) Reorientation of NP services broadening 
active treatment planning for continued treatment. (c) Continued investigation 
of nerve tranquilizers and energizers. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total mnected 
care co! 
Total Innon-VA| Not 

hospitals {hospi d 

1, Total 7 3 4 


amen many patients are scheduled for admission subsequent to January 12 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled from waiting list in accordance with their priority 
classification on the waiting list. 

4. In addition to the persons ie in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 11. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes, only when deemed an emergent 
or are service connected for the condition requiring care. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 162; approved, 128; rejected, 31. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patientat 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1 
Dec, 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 9.0 
4. Physicians, consultants and attendings-_...........- 2.4 2.8 +4 
8. Therapists and technicians ?_.. -..............-...-- 19.0 25.3 +6.3 
10. Office of manager, personnel, and finance--___.-..__- 16.0 17.0 +10 
12, Other food-service employees...........-...----.---- 50.5 48.5 —2.0 
15. Engineering operations (excluding laundry). 74.9 43.0 —4.9 
ane 13.0 14.0 +1.0 
17. 8 10.3 11.3 1.0 


1 Includes OT, PT, and MAT aids. 
2 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of Januray 12, 1959: 5. Annua 
Ww (average), $797. 

“) What is the value of this peagrene to the member and to the hospital? 
The employment of patients as members is a part of the rehabilitation program 
established to help the individual to resume his place in society. In many in- 
stances this has helped to build up his self-reliance so that he can return to his 
former work and homelife. The hospital has benefited by obtaining and utilizing 
the services of qualified persons as educational therapists, libsarians, mechanics, 
typists, etc. 

20. What was number of guards on duty December 31, 1958? None. 

21. (a) bs of patients on January 12, 1959, who are in industrial therapy 
program: 174. 

(6) Number of pee discharged during past 3 months who were given in- 
dustrial therapy: 7. 

(c) Average days of hospitalization of patients reported in (b): 546. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. 9 9 
Average payment consultant or attending '___..........-- $1, 525 $1, 628 $681 
Total amount paid to all consultants and attendings !__..____- $12, 200 $14, 650 *% 133 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were incre ? 


Category Full time Part time | Consultants, 
attendings 
Anc 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Directly, by evaluating treatment approaches, stimulating new rehabilitation 
techniques, and isolating and developing effective ones. The vast majority of 
the research is in the area of program development and evaluation. The design 
of this research has resulted in three identical (patient populations matched) 
buildings, each with its own team and rehabilitation program. Careful evaluation 
of each of these programs on patient recovery will be the stimulus for each team 
to function in the most effective way they can. As such, the motivation for new 
and better approaches to patient care is built into the design. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, para medical, 
or hospital administrative trainees? See No. 1. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing 
gram 
2. Gifts and donations deposited in general post fund_-_-................-....|--------------]-------------- 
3. Grants from other sources administered t h affiliated medical schools-|_-............]..--.------.-- 


Notg.—Established fiscal year 1959. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
surgical 
All Tuber- With insurance ! 
Eligibility category patients | culosis wn 
. Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- ; 
(2) In of VA pension... 1 


' Any form of prepayment insurance. 


Nots.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
ission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 1. 

b) Number of patients in (a) whose employer had advised the hospital that 

the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 1. 
_ 8. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957?° (include an 
estimate of the cost of the collection program to the hospital <y calendar 
so 1958). Each patient is asked whether or not he has insurance. If so, it is 
horoughly investigated and every effort is made to collect. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
1957 1958 we 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S8. care required before oath is signed? The veteran is given an esti- 
mate of what the cost of hospitalization will be if hospitalized. The doctor 
determines the estimated length of stay. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
) Av daily patient load.__........- 697 693 691 693 605 
Full-time cquivalent 497 502 504 472 495 
(c) I isin ncactcdsdesvnds $2, 466, 526 | $2,500,089 | $2,512,123 | $2,738,357 | $3, 129, 374 
1, 792, 330 | 1,941,609 | 1,977,609 | 2,175,563 | 2, 453,908 
SF SRS SE 2, 618 1, 351 1, 286 1, 732 3,012 
Communications. .................... 9, 390 10, 823 9, 873 10, 158 10, 530 
) Utilities (gas, coal, water, etc.)........ 71, 255 60, 442 63, 832 58, 630 76, 089 
) eh aindienideekinceownil 251, 200 227, 821 231, 908 234, 701 248, 808 
i) and medicines -_____.._......... 20, 805 23, 794 21, 804 24, 951 23, 919 
% M and dental supplies____.____- 45, 733 42, 069 33, 342 34, 168 30, 928 
k) Asset acquisitions including equip- 

112, 839 49, 647 44, 765 57, 211 1, 521 
160, 347 133, 974 127, 704 141, 153 280, 568 
(m) Cost per discharged patient....__..... 5, 207 10, 848 7, 918 7, 829 7, 951 

subsistence, and leave 

deductions... (59, 190) (55, 087) (45, 710) (45, 036) (49, 029) 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the pomery fund allocation is sufficient to provide an 
acceptable standard of medical care? In general, no. At this station, however, 


an acceptable standard of care under our PFA has been achieved only by the 
most stringent economies in certain areas, particularly in the purchase of equip- 
ment, utilization of fee-basis professional services and maintenance of physical 
plant. Primary fund-inpatient care cost should be permitted to rise to $12 per 
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patient-day in addition to those funds needed to maintain or repair physical 
lant; to compensate for creative comforts, prosthetic and sensory aids and to 
overtake the deferred maintenance and repair program and oe not previously 
permitted due to lack of funds. Increase in number of G.M. & S. patients, 
already observed, will place further strain on our operating budget. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? This does not 
seem to be an important factor at this hospital. While our waiting list is small, 
we generally operate near full capacity without resorting to prolongation of 
patient stay to maintain average daily patient load. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? We have VA- 
wide statistical reports for comparison purposes and find such comparisons help- 
ful. Usually we compare our operations with VA hospitals of similar size, type, 
and geographical isolation. Such comparisons have, for instance, resulted in 
reduction of indigent patient costs for our station. Comparison with civil 
hospitals in the NP field is rather unproductive since the VA NP program in 
general is for more elaborate treatment than the State hospitals in this section 
of the country. We are subject by virtue of our accreditation to evaluation by 
and comparison with American Psychiatric Association standards. At our 
hospital I believe with current and proposed changes we can increase our patient 
turnover and reduce hospital stay and also increase our G.M. & S. services in 
our local area. 

5. (a) What is the —- raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.932. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.782. 

(c) if all your apogee are not on the same ration, what differences are there? 
Why? Differ only as prescribed by physicians. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 housekeeping, 10 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Ultraimportant; two of the three housekeeping quarters are in need of 
renovation and will not be available until late May or early June. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? More adequate three-bedroom quarters. 

(d) Could cost. of such quarters be a lucrative investment? We feel so because 
we must rely heavily upon quarters for recruiting technically trained people. We 
would be better able to recruit if we could include quarters at no cost to employees, 
as practiced by many State operated hospitals. 

. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $4,512,625. 

8. What factors have operated to — the costs of hospital operation? 
Please explain the effect of these factors. Increased G.M. & 8. patients, more 
costly to diagnose and treat. Changed NP program, requires treatment to be 
conducted in smaller groups with more people and more materials and supplies. 
erg conte: e.g., food, medications, supplies, and equipment. 

9. What internal programs have you Govdlonad to engender cost consciousness 
at your station? udget committee; decentralized budget control; advanced 
budget planning; operation and concern by people throughout the hospital with 
these tools; impressing cost consciousness upon them. 

10. Laundry service: 

gle was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number 


2, 004, 524 8° 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
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plant and opt rer a maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only' 
costs excluding these memorandum accounts. 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0,024; per pound, $0.032. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None at this station. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load pats: of financing just to maintain an average daily 
patient load so funds would not be withdrawn. None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? No effect on number of operating 
beds required at this station. : 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $194.31. 
(2) Visits to hospitals ~4 patients on CBOC status: 211. 
(3) Cost per visit: $0.92. 


IX Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples: Present 
manager—no before and after to compare. No gross evidence of diminishi 
of decentralization. There are a number of procedures and requirements carri 
now from predecentralization which are still in effect. They are strictly opera- 
tional and should be for station determination. Procedures, not M gg. mostly 
local effect: e.g. meal hours for patients prescribed by central office, should be 
ro station determination based on local conditions and/or therapeutic needs of 

e patient. 

() Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutia of procedures were 
followed? Mostly good practical administration. 

(3) How was the internal audit valuable to your hospital? It pointed up 
operational deficiencies from commonsense standpoint as well as by compar- 
ison with central office requirements. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair bg ipneng medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? Probably both. Would help improve medical 
service to patients by objectivity. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? We feel they are quite helpful, both in assisting us with problems 
which arise from time to time and in assisting us with an evaluation of our 


and progress. 
(2) Of what value would you think these visits are to VACO? Keeps 
central office ted as to status of activities at various stations. 
3) Would less frequent visits be more useful? No. : 
(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not during time of incumbent manager. 
2. Is the management development program directed toward making good 
employees or g managers? employees. 
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X. Capital improvement 
: 1, What nonbed betterment projects (H. & D.F. or M.A.I. R.) over $2,000 are 
scheduled at this station? 
Fiscal Description Amount 
year 
) 
Water softening at to H. D.F. Uncertain 


Not programed, or under consideration for fiscal year 1962: Enclosed pool 
(attached to building 68); remodel ancillary buildings; underground water reser- 
voir (1,500,000 gallons); well for water supply; remodel patients recreation hall, 
building T—274; remodel building 68 including bowling alleys; roof for ball park 
grandstand; fire escape for building 58. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
3. Repair electrical istribution 30, 000 


(The above is deferred maintenance in progress.) 

Additional funds for the st items to be provided by central office in the near future. 

Circular 10-1 dated Jan. 2, 1959, ‘‘Essential Maintenance and Repair Items”’: 

1. Replace slate roofs, wanda: administration and ancillary buildings. 

. Repair docks buildings 46 and 50_. 

Replace electric service lines and street lighting........................- 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


| Description Amount 

1, Renovate personnel quarters. -..........- $100, 000 

3. Renovation, T-210 (aids’ quarters, bac 137, 700 j 
4. Replace electrical service line ond 122, 000 
5. Roofs for yyy? buildings and wards_.................--- 40, 900 


2, Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1, Replace sanitary sewerlines - $7, 000 
2. Replace gas distribution lines 15, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: Sprinkler 
garage T—171, $2,000. 


33427—59——94 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount . 
3. Steam boiler, theater building 64--........-....--..---.--..- wuss 1, 265 


3. What, in your opinion, are the most pressing needs in your installation? 


(1) New main kitchen and dining hall 
(3) infirm building; (4) fire eseape for ward 58. 


HOT SPRINGS, 8S. DAK. 


I. General 


; (2) new laundry building and equipment; 


Name of hospital: Veterans’ Administration Hospital. 


City and State: Hot Springs, 8S. Dak 
Type of services: Type of hospital, 


clinic, no. 


Name, qualifications, and tenure of— 
( Assistant manager: J. P. Clark. 
(c) Director, professional services: Dr. Henry J. Nowak. 


II. Bed capacity and patient load 


ak. 
G.M. & S.; domicile, yes; formal outpatient 


Hospitals—T ype of bed or patient 
(as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Neuro- | G.M. & S. 
chia’ logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ca: 255 255 548 
2. Operating is 255 255 548 
Beds not in use (unavailable): 

3. Total. 0 0 0 0 0 0 
4. In process of activation............ 0 0 0 0 0 0 
5. Construction. 0 0 0 0 0 0 
6. Staff non recruitable: Beds re- 

0 0 0 0 0 0 
rent o ar’ 
jolt 0 0 0 0 0 
8. Other........ 0 0 0 0 
9. Patients remaining--...............--. 225 0 14 34 177 521 
10. Average daily patient load for 12 ; ‘ 
months ending Dec. 31, 1958......... 212 1 13 32 166 491 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: L 
Nu 184 12 30 142 447 
& Percent of total patients re- 
maining (line 9)............- 82 86 88 80 86 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
ercent of to patients re- 
‘ maining Jan. 10, 1957_..__--- 73 53 aie 76 87 
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IT. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year... 0 0 0 0 
15, Number of patients on trial-visit status as of Dec. 31. 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total. 1, 604 1, 475 1, 196 
All other... 1, 458 1, 361 1, 084 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The decrease of irreg- 
ular discharges is partly due to the lesser number of TB patients, as is the total 
number of discharges from the hospital. The death rate has remained constant 
but should increase substantially in forthcoming years due to the age of the 
veterans in the hospital and my oh here. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


ITI. Length of stay 


_ 1. Length.of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. (a) G.M. & 8. hospitals: Aver- 
age stay for G.M. & 8. patients, 55 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Cases length of 


Herniorrhaphy ___ 
ence 
Subtotal gastrectomy for duodenal ulcer. 
Prostatectomy: 
Suprapubic 
Retropubie 


oooo 


3. (a) What system of control do you have to insure a! minimum’ stay in 
hospital? Rapid workup of cases is done so that diagnosis is established early, 
and definitive treatment started. Service chiefs assist wherever necessary: Fur- 
ther assistance by consultants is rendered. This leads to shortening of the term of 
stay in the hospital. 

) What improvements have you made since your last report to this committee? 
Greater utilization of leave of absence has been encouraged and especially on the 
surgical service in the orthopedic section. 


1? 
Stay 
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(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) The veterans are getting older 
and as a consequence have a longer period of recovery. Many become long-term 
problems that require continued retention in the hospital. This is enhanced in 
this geographic area by lack of suitable nursing homes to which they may be dis- 
charged for continued care. 

4. (a) What would be the effect on length of stay if you were able to provide’ 
posthospital followup care, as needed, on an outpatient basis? Very little at this 


center since the CBOC program is used successfully for posthospital followup 


slight increase in cost. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No recommendation. 

6. What is needed to improve turnover of patients? Increasing numbers of 
geriatric patients needing long-term care decreases turnover. Acceleration of 
studies for the care of the aged should be made. Statistical reporting that would 
exclude the long-term-care patient would reflect a more realistic turnover. 


IV. Waiting lists 


1. .Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
danas 12, 1959, and not yet scheduled for admission and not VA patients: None, 

2. How many patients are scheduled for admission subsequent to January 12, 
1959? Total of 15 (8 patients and 7 members). 

3. What system do you use for scheduling admissions from the waiting list? 
Although no waiting list at present, admissions will be made according to hospital 
and domiciliary priority groups, should a waiting list be established. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? 5... 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. This center does not have » 
waiting list at this time for either hospitalization or domiciliary care. Should a 
—— list be established, emergency cases will be granted priority. 

6. Number of applications for admissions from July 1 through December 31, 
1958: Total, 568; approved, 486; rejected, 82. 


V. Hospital staff 
(Report full-time equivalent. employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, fall- and part-time. 7.8 8.0 +.2 
4. Physicians, consultants and attendings_...._...._._- 1.9 1.6 -.3 
8. Therapists and technicians !.......-..............--- 7.8 4.4 —3.4 
0. ee of manager, personnel, and finance.._________- . 
12. Other food-service employees... ...-.. 49.8 43.7 
14. Engineering maintenance (excluding laundry).... -- 14.6 16.5 1.9 
15. Engineering operations (excluding laundry) --------- 5.7 13.6 7.9 
4.9 2.6 -1.3 
18. 57.8 50. 4 —7.4 


1 In physical medicine, dentistry, laboratory, X-ray. 


are. 
(6) What effect would such a program have on your cost of operation? Very 
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19. (a) Number of member-employees as of January 12, 1959: 46 (hospital 
staff only). Annual wage (average): $798. | 

@ What is the value of this program to the member and to the hospital? 
(1) For member-employees: Provides opportunity for them to engage in gainful 
employment which is more adaptable to physical and mental capacities and re- 
duced work qualifications. In a few cases, also, such employment indirectly 
contributed to members being able to return to outside employment. (2) For the 
hospital: Certain basic clerical and laborer-type duties essential to hospital opera- 
tions are performed at a cost considerably less than regular civil service employees. 

20. What was number of guards on duty December 30, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
eee, There is no active industrial therapy program in operation at this 

ospital. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -._........- 22 23 23 
Average payment consultant or attending !__._........... $1, 031 $950 $955 
Total amount = to all consultants and attendings !__._....- $22, 690 $21, 855 $21, 960 
$16, 655 $16, 562 $15, 998 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 

attendings 
Physician __. 1 None None 
Other professional staff_-- 3 None None 
Administrative and clerical _ 1 None None 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research, and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? This hospital would obtain greater benefits by training 


proereme in the paramedical services and hospital administratian. e area is 
lated and does not offer too much attraction to people from other geographic 
areas. Training people locally in these categories and making them available for 
promotion to positions of greater administrative responsibility as these become 
available by resignation, transfer, or retirement. 

3. Amount of funds available in fiscal year 1958: None. 
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VII. Eligibility and ability to pay 


1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 


Entitle- | Entitle- | insur; 
ment ex-| ment 

hausted | not ex- 
hausted 


(6) For treatrrent of a service-connected 
conditi 

(c) For treatment of a non-service-con- 
nected condition 


(1) Patient has compensable serv- 

ice-connected disability 
In receipt-of VA pension. 
3) In hospital more than 30 days_ 
(4) Other 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the eategories in (¢) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. ’ 

) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate,of-the cost of the collection program to the hospital during calendar 
ot 1958.) With the exception of those companies which are known to have no 
iability, all conceivable collection action is taken. The greatest change from 
1957 to 1958, is the growing list of companies whose policies preclude collection 
by the VA. The estimated cost to this station for the collection program for 
ealendar year 1958 is $697. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed $3, 825, $7, 440 
Amount collected 568 None 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. > 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M & §. eare required before oath is signed? In every case where a 10-P-10a 
is required, the admitting physician after examining the veteran determines the 
estimated cost of surgery, hospitalization, medications, etc., that will be required 
for the individual case. In any case where ability to pay is questionable, the 
chief, registrar division or his assistant personally interview the veteran to prevent 
infractions. 

8. In your opinion are there abuses of non-service-connected care? Any 
abuse of admissions to this center would come from the veteran placing fraudulent 
statements on his 10-P-10a. However, in no instance has any such case been 
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brought to our attention during the past year. We believe abuse of non-service- 
connected care in this area is almost nil. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


Service 
connected 


Spanish-American War 
Peacetime 
All patients 


VIIT. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 


1955 1956 1958 


1959 
(estimated) 


Average daily patient load 196. 0 206. 0 212.0 205. 0 
Full-time equivalent staff 274.5 275.0 275.1 277.4 


Total cost ! $1, 412, 141 | $1. 540, 989 $1, 710, 462 | © $1, 798, 725 


Salaries of staff ? 1, 213, 881 
Patient travel 12, 032 12, 246 
9, 431 
Utilities (gas, coal, water, etc.).......- 35, 138 
Raw foods a 103, 643 
Drugs and medicines 32, 491 
Medical and dental supplies 22, 746 
Asset acquisitions including equip- 

ment 3 24, 484 


869 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
* Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is considered 
adequate to provide acceptable medical care. Without the deferred maintenance 
and repair program it is not adequate to also provide the required maintenance 
and repair. Additional funds within the primary fund allocation should be 
provided annually to permit a continuous program bearing on the physical plant 
under the maintenance and repair category. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The relationships 
between the allotment of funds, the average daily patient load, and a patient’s 
length of stay is not a specific problem at this center. The demand for beds has 
been slightly greater than the average daily patient load related to funds which 
has not required any consideration of length of stay beyond the purely medical 
concepts. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We receive 
extensive statistical reports on other VA hospitals which cover workload, per- 
sonnel staffing, and costs. Because each VA station is relatively unique, specific 
comparisons are difficult. General: trends are conveyed and are considered 
adequate for comparison purposes. The same situation is essentially true for 
comparison with civil hospitals, although generally funds and staff available in 
civil hospitals are so far above that which is available at VA hospitals, effective’ 
use of this data is extremely limited. This information is available to D.M. & 8. 
officials in central office. 


War Nonservice Total ; 
= connected 
2 
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_ 
(d) 1, 224,028 | 1,328, 153 1, 432, 327 
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5. (a) What is the ave raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.978. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.854. 

(c) if all your patients are not on the same ration, what differences are there? 

y? On same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Availability of quarters is a vital factor in maintaining and recruiting 
a staff here. Rental units even approaching suitability for staff level personnel 
are almost nonexistent in Hot Springs. New-house construction for purposes of 
sale is also almost nonexistent. 

(c) What additional quarters do you believe would add quality or stability to 
our staff? Four quonset huts constructed during World War II are being uti- 
ized for housekeeping quarters. These are substandard and their replacement 

with two duplexes would do much to increase the stability of the staff. 

(d) Could cost of such quarters be a lucrative investment? From the point 
of view of control and continuous occupancy of quarters, they would provide 
sound investment. To make it too lucrative might defeat the purpose of recruit- 
ing and maintaining a qualified and stable staff. 

o What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $12,552,750. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The primary factor involved in chang- 
ing the costs of hospital operation is the rising salary costs. This however, has 
not created an operational hardship on the hospital as funds to cover the in¢rease 
are generally provided by Congress. Because of the age of this station, more and 
more maintenance and repair work is necessary and the rising cost of this type 
of material is becoming more difficult to absorb. All other factors of hospital 
costs have, of course, been greatly affected by the rising cost of living. 

9. What internal programs have you developed to engender cost consciousness 
at your station? This station has instituted the system of departmental con- 
trollers, whereby sufficient funds are given to each controller for his day-to-day 
operation and he is charged with the responsibility of performing his function 
within the available funds. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number 


Pieces_ ‘ 2m A 1, 642, 763 6.4 
1, 224, 412 4.8 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.030; per pound, $0.040. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.050; per pound, $0.068. 

11. What import does the average daily patient load concent of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Neither of these are factors 
in the operation of this center. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? No change. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning & hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No change inasmuch as the CBOC program 
has limited application at this center. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $5,665. 
(2) Visits to hospitals by patients on CBOC status: 149. 
(3) Cost per visit: $38. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples: With 
budget and staffing control delegated to the manager, decentralized operational 
authority continues to be effective. On a week-to-week basis specific directives 
are received in some areas and local-option suggestions are received in other areas 
which — to result in a relatively level operation of essentially decentralized 
control. 
¥ (b) Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central-office minutiae of procedures were 
followed? It was definitely apparent that their paramount interest was not 
in good practical administration. 

(3) How was the internal audit valuable to your hospital? Almost with- 
out exception no unknown areas of weakness were uncovered by the audit 
team. They did provide impetous to the early correction of some procedural 
oversights. This has been at the expense of other programs which when 
implemented may have greater impact for providing better patient and 
member care. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No; however, their basic approach to and 
concepts of management were not entirely in keeping with the methods em- 
ployed by the apparently more successful managers, nor found in manage- 
ment texts or management courses or seminars. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? It could provide on-the-spot guidance and assistance 
on some problem areas such as professional and paramedical staffing and coordi- 
nation of treatment. It could lead to better coordination of administrative serv- 
ices as a staff adjunct to professional medical care. The members of such an 
audit team, if experienced and qualified in the professional and administrative 
aspects of hospital administration, could come from any of the suggestive sources. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Supervisory visits of the area staff have always been found to be very 
helpful to the staff at this center. 

2) Of what value would you think these visits are to VACO? Written 
and verbal reports made by members of the area staff to officials in central 
office would appear to be of value in recognizing areas of strength and weak- 
ness together with bringing about changes and improvements in procedures. 

(3) Would less frequent visits be more useful? Area staff visits have not 
come too often and a continuation or an increase in the present rate would 
be recommended. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Basie and essential operational authority 
continues to be decentralized. The minor adjustments in various program phases 
of either recentralizing authority or delegating authority have had no appreciable 
effect in the operation of the center. 

2. Is the management development program directed toward cance | good 
employees or good managers? The management development program -here is 


definitely directed to making good employees better. e degree to which we 
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are successful reflects credit on the manager, and by producing a better coordinated 


and operating station does make for better management. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? None. 
Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Chapel floor and heating, building No. 10, Protestant chapel. ._......--..-...-.------------ $10, 000 
Automatic sprinkler protection, building Moi 5, 400 
Now,wecrestion and PLE service building. . 400, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 


Replace, alterations, and re , elevators Nos. 3, 5, and 6, building No. 12___.....---.---- 
Replace roof covering, building No. 18 
Replace windows, frames, and sash, boilerplant 


| 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Reroof domiciliary buildings and re porches (progressive project 44 total) $93, 000 
Replace water main to cemetery an nore pa system. vide pee Rate to new 
areas being established (progressive, 4, 500 
Replacement of stokers on boilers 1 and 3 po repairs to coal silo walls, slabs of elevating | 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 
1(b) above.) 


(Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


New water service, buildings 1 and 3 


Description Amount 

ee of roads, walks, curbs, and gutters (progressive project, above will complete) - - -- $40, 000 
Surfacing of access and cemetery roads with asphalt blotter mat._.......--.---.-..-------.- 13, 000 
Surfacing of parking areas with asphalt blotter mat.............-......-.-..--..------.-..-- 4, 400 
Replacement of doors, domiciliary buildings 3, 4, 5, 6, 7, amd 8...........-.---._---------.-- 15, 000 
Partial replacement of underground lawn 8, 000 
000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Installation of wire-glass windows in and under fire escapes, buildings 3, 4, 5, 6, 7, 8, and 11- 1, 200 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Bed lamps, hospital, building No. 1 2, 200 
Replace pan sterilizers with Sonia sterilizers, wards 1-N, 2-N, 2-S, 3d floor, GE, 1-E, 
Laundry press, type I, oval shape, for trouser tops and wearing apparel, 2, at $500_. 1 
Wire brushes, air- or steam-driven, for use in cleaning inside boiler tubes, "building No. 18; 
to be complete with unit motors, brushes, hoses, and accessories_.._..................--.- 1, 
3 
1 


22 38 


Extension of street lighting to new entrance road and parking area_-_--_-_--............--_-_. 
Bin-a-Batch, concrete materials weighing unit....-_.........-..--------..------------------ 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) Enlargement of laboratory facilities; (6) air-conditioning of surgical suite; 
(c) procurement of image-intensifier for X-ray; (d) portable X-ray machine; (e) 
installation of 220-volt current in hospital. 


SIOUX FALLS, 8. DAK. 
I. General 


Name of hospital: VA Center (Royal C. Johnson Veterans Memorial Hospital). 

Street address: 2501 West 22d Street. 

City and State: Sioux Falls, 8. Dak. 

Type of services: Type of hospital, G.M. & S.; NP, yes. 

Name, qualifications, and tenure of — 

(a) Manager: Paul E. Dickensheets, management, 13 years; VA tenure, 38 
years. 

(b) Assistant manager: R. H. Bunt, assistant manager, 3\4 years; VA tenure, 16 


ears. 
(c) Director, professional services: R. D. Green, M.D., director, professional 
services, 9!4 years; VA tenure, 29 years. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- |.G.M. & 8S. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


. Rated bed capacity. OD 40 45 196 
Beds not in use (unavailable): 


1 
2. 
3 
7 


not recruitable: Beds re- 


uired 

Type of bed not required ‘for cur: 
rent operating plan regardless of 


9. Patients 243 
10. Average daily patient load for 12 
months ending Dee. 31, 1958.......-- 34 40 


| 
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tie: 
II. Bed capacity and patient load—Continued Patie 
wid (ag of Jan, of Jon. 13, 22,1950, unless Hospitals—T ype of bed or patient 
Total | TB Psy- Neuro- | G.M. & S. aa 
chiatric logical ere 
Appel 
PATIENTS 
Chole 
12. Patients in hospital on Jan. 12, 1959, — 
who were 55 years or older: 
(0) Percent of total patients re- pita 
maining (line 9). 33 47 
13. Patients in hospital on Jan. 10, 1987, reha 
who were 55 years of age ot older: each 
(0) Percent of total “patients: re- 
bee 
and 
mac 
The 
Th 
typ 
to | 
14. Number of patients sent to trial visit during year... 1 1 6 3 
15. Number of patients on trial-visit status as of Dec. 81- 0 0 0 1 
hel 
16. (a) What is the number of patients discharged from your hospital during the we 
past 3 calendar years- ho: 
1956 th 
of 
by 
(>) If there are trends in any of the components above, please describe their in 
significance and impact on the activities of your hospital: Gradual increase in 
number of intermediate or long-term cases for whom readjustment back to home 
care or placement in nursing homes is difficult. Reasons are unwillingness of % 
next of kin to accept responsibility, lack of facilities, and inadequate finances. « 
17. (a) What is the number of T beds (rated capacity) which were unavailable 
“ < 12, 1959, because they were not required for fiscal year 1959 operating p 
plan one. 
(6) During the past 12 months, how many TB beds (rated capacity) were con- t 
verted to other than TB use? None. 
III. Length of stay 


1. Length of stay: Average stay in sie Te hospital of patients discharged 
during the 6 months ending December 31, 1958 


(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 32.2 days. 
2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 


— for discharged during the period 1, 1958, through 
1, 1958, for the following operations (include only the experience of 


| 
\ 
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patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
length of 
stay 


Appendectom y 
Herniorrhaphy 
Hemorrhoidectomy 
Cholecystectomy 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? The length-of-stay committee works in conjunction with the medical 
rehabilitation board and together they act on all difficult disposition cases. Once 
each month the registrar furnishes each ward with a list of all patients who have 
been hospitalized over 30 days. The list is completed by the ward physician 
with his indicating what disposition he expects and any difficulties which might 
be encountered. e lists are then reviewed by the director, professional services, 
and the length-of-stay committee. Determination of best disposition is then 
made. This problem receives continuous attention. 

(ob) What improvements have you made since your last report to this committee? 
The same procedure was in effect when the last report was made to this committee. 
There has been no relaxation of attention to this problem. With no intermediate 
type of care institutions in the VA system the average length of stay will continue 
to be adversely affected. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) Because of the scarcity 
local doctors and distances involved, patients from sparsely settled areas are 
held longer than what normally would be true if better local medical facilities 
=, Sneney Administrative functions do not aggravate the problem at this 

ospital. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future, (If so, describe.) Because of increasing age, par- 
saelealy World War I veterans, they are more prone to illness and recuperation is 
onger. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? This would 
shorten the stay in a small percentage of cases. In this area, however, home care 
by local physicians is not so readily available in the extensive rural areas. This 
would serve to make a posthospital followup system not as effective as it might be 
in areas of greater population density. 

(6) What effect. would such a program have on your cost of operation? No 

iable difference. 
. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions applicable to this territory. 

6. What is needed to improve turnover of patients? More staff. We are de- 
pendent on local available specialists especially orthopedists and urologists to 
service these areas. A complete staff in these specialties would improve the 
turnover rate. 

IV. Waiting lists 


1, Number of eligible applicants not yet a as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required connected 


In non-VA} Not 
hospitals {hosp 


es 
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oe many patients are scheduled for admission subsequent to January 12; 
3. What system do you use for scheduling admissions from the waiting list? 

Patients are classified within priority groups established by directives, and further 

classified as to urgency of need for hospitalization and scheduled accordingly. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on leases 12, 1959, who were 
potential admissions? 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances: Applicants for treatment of service- 
connected disabilities and those regarded as emergencies are admitted without 
placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,385; approved, 1,070; rejected, 315. 


V. Hospital staff 


erp full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 


Dec. 31, 1956 


Total 
Physicians, full- and part-time 
. T hysicians, residents and interns 
. Thysicians, consultants and attendings 
— 


OF 


bron 


. Other food-service employees 

. Laundry 

. Engineering maintenance (excluding laundry 
. Engineering operations (excluding laundry) 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
' 20. What was number of guards on duty December 31, 1958? _ 5. 

21. (a) by umber of patients on January 12, 1959, who are in industrial therapy 

am: None. 

(6) Number of es > discharged during past 3 months who were given in- 
dustrial therapy: None. 
' 22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 


1958 


Number of different persons who provided service 
Average payment per consultant or attending ! 

Total amount to all consultants and attendings ! 
Total for travel. 


1 Exclusive of travel. 


‘ 
4 
me 
Ph 
| 
(Dec. 31, 1958 to 1958 (a 
4 
5 
8. Therapists and technicians !_..................-.--.. 
10. Office of manager, personnel, and finance-____...___-- 
12 
13 
15 ol 
. 
14 9 12 
aie $1, 210 $2, 431 $2, 083 
Sree $16, 950 $21, 875 $25, 000 
0 0 0 
4 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Consultants, 
attendings 


Physician, internal medicine a 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


Psychi- | With insurance ! 
Eligibility category atric 


Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
hausted 


13 


(0) For treatment of a service-connected 
condition 

{c) For treatment of a non-service-con- 
nected condition 


(1) Patient has compensable serv- 
ice-connected disability 

(2) In receipt of VA pension 

In hospital more than 30 days_- 

(4) Other 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

by Number of patients in a whose employer had advised the hospital that the 

patients were entitled to full care elsewhere for the industrial disease or injury at 
ho expense to the veteran. None. 
' 3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Patients admitted who state they have coverage are requested to give the 
name and address of the carrier. The insurance company is then forwarded a 
letter indicating our intention to submit statements on the cost of the hospitaliza- 
tion. If at the end of 30 days or earlier if the patient is discharged we do not 
have notice from the insurer denying liability, we process a billing for services 
rendered. Letters of denial are forwarded to the chief attorney for an opinion. 
There has been no recent change in this procedure. The estimated cost of the 
collection program was $946, 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed $22, 761 $36, 391 
Amount collected 1, 931 B2 
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5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? One. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The estimated cost of hospital- 
ization in a non-VA hospital is made by the examining physician and recorded on 
the application. This information is given to the applicant by the admitting 
clerk prior to interrogating him concerning his ability to pay and signing his ap- 
plication under oath. 

8. In your opinion are there abuses of non-service-connected care? There 
may be some abuses of this sort but they would be because of incomplete dis- 
closure of financial status. We frequently request further information on any 
questionable item. It would be most difficult to establish financial status criteria 
for the entire Veterans’ Administration which could be equitably applied to the 
individually varied financial abilities of our patients. We must make our evalua- 
tions according to our best judgment of the equities involved. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: ; 


War Service Nonservice Total 
connected 

15 85 100 
0 100 100 
ll 89 100 


VIII. Costs 


1. What were your costs for hospital care after adjustments for common serv- 
ices (including 84-8 accounts)? 


Fiseal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) Av dail. load...........- 194 195.0 219.0 225. 0 230.0 
Full-time 294.9 312.6 316.4 315.0 
(ce) Total cost ! $1, 527, 288 | $1, 594,500 | $1, 688, 230 | $1,875,263 | $1, 945,274 
(d) Salaries of staff 1, 163,625 | 1,244,213 | 1,330,457 | 1,507,980 1, 606, 443 
(e) Patient travel____. 12, 335 15, 269 5, 034 13, 715 
Communications _- 5, 660 5, 544 5, 905 6, 132 
@ Utilities (gas, coal, water, etc.) ........ 36, 314 36, 369 32, 627 36, 097 38, 946 
78, 273 77, 898 78, 886 91, 369 100, 102 
(i) Drugs and medicines ___.....-......- 44, 491 42, 782 48, 374 51, 488 46, 997 
~ dental 17, 405 17, 093 31,148 , 120 27,327 
Asset acquisitions uding uip- 
ment 48, 525 40, 948 47, 975 51, 481 17, 392 
(@) All other.... 120, 660 114, 884 87, 034 562 87, 740 
(m) Cost per discharged patient........... 594 605 698 799 206 
1A for common services: Show all costs to nearest dollar of actual cost. 


uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We need additional funds for increasing 
our staff and provision for minor alterations, betterments, and replacements. 
However, we cannot and will not permit our medical care to go below acceptable 
standards. Lack of funds will be reflected in other areas than care of patients. 
As the general price levels in the national economy go up, there must be a realiza- 
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tion and an acceptance of the fact that our operating costs will be greater, year 
by year. 

Po Does the allotment of funds on the basis. of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? The patient’s 
stay is determined by his condition and not influenced by statistics. Allotment 
of funds on a basis of average daily patient load should not be the determining 
factor for the individual hospital. Costs cannot be regulated to adjust for the 
up and downs of the average daily patient load. A high percentage of the oper- 
ational cost is in personal services. Professional and technical personnel must 
be retained regardless of the percentage of operating beds being utilized. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Reasonable com- 
parisons are available to us from the VA central office statistical summaries by 
comparing our own operations with other VA hospitals within our comparative 
size range. Such evaluations are statistical only and some variations must be 
expected due to differences in physical plant, climate, commodity and labor costs, 
as well as numerous other factors. Comparison with civil hospitals is much more 
difficult and is practically impossible on a per diem cost or patient-stay basis. 
We discuss our problems in management conferences with central office repre- 
sentatives and by correspondence as problems arise or can be foreseen. 

5. (a) What is the 4 raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.079. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.042. 

() If all your patients are not on the same ration, what differences are there? 
Why? Ina G.M. & S. hospital with the many disabilities to be treated it is im- 
possible to adopt one standard ration. Fully one-half of our patients are on a 
modified diet. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 11 nonhousekeeping. 

(6b) How important are these quarters in maintaining staff and/or for recruit- 
ment? We have 5 permanent and 13 temporary housekeeping quarters. These 
quarters have been of great value in staffing, particularly for medical staff who 
have just completed their residencies. The nonhousekeeping quarters are of less 
importance, although of definite value. 

c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters needed. 

(d) Could cost of such quarters be a lucrative investment? Rent of all quarters 
if fully occupied during 1958 would have been $23,300. Actual rents collected 
were $19,500. Utilities, labor, and material costs were approximately $6,000. 
The return has been considerably above cost of operation. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $7,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The costs of hospital operation are 
rising due particularly to increased salaries and general rise in food, supplies, 
and equipment. Our budget forecasts based on present costs do not reflect 
actual conditions when allotments are made, and more consideration should be 
given to necessary adjustments. There needs to be a very definite appreciation 
that the VA hospital program will cost more as prices rise. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Cost consciousness is highly developed at this station. As a 
matter of continuous policy we operate on a very tight fiscal plan. All persons 
who are expected to supervise certain activities where funds are expended are 
encouraged to make recommendations on their financial needs. Regular sessions 
are held where station needs and functional needs are discussed. Each person 
who will subsequently be authorized to obligate funds is thoroughly acquainted 
with the limitations imposed. Meetings are regularly held to discuss expendi- 
tures and balances. Occasionally it is necessary to make adjustments during 
the fiscal year, but by the budget meetings such is done with full knowledge of 
all and a very healthy cooperative attitude has developed. 

10. Laundry service: 


33427 O—59——95 
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(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


686, 505 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accovnts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the — of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0553; per pound, $0.0762. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0697; per pound, $0.0959. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? one. We operate our hospital 
to furnish the highest quality of care we can give. Our patient load is not and 
will not be adjusted to reach our estimated average daily patient load. After 
po nec eee if the patient is found not in need of hospitalization, he is promptly 

scharged. 

12. Tom many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
paitent load so funds would not be withdrawn? None at this hospital. We do 
not permit the hazard of fund withdrawal to warp our thinking. We do, how- 
ever, very definitely not agree with a strict application of the average daily patient 
load concept to the individual hospital. If used, this concept should apply only 
to the program as a whole and not to the budget of individual hospitals. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a oer mt and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? We do not believe the identification of this 
cost factor would have any effect on the number of operating beds. If the cost of 
the CBOC program were explicitly identified, the amount and extent of services 
rendered could be develo into a more uniform policy throughout VA hospitals, 
whereas it varies greatly between hospitals. 

(b) What was your estimated cost for this program during fiscal year 1958? 

1) Total cost: $7,156. 
2) Visits to hospitals by patients on CBOC status: 972. 
3) Cost per visit: $7.36. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more deeontrnloe operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Placing more 
responsibility on the manager and director of professional services. Cite ex- 
amples. There is more flexibility in the use of allocated funds. The pio 
plan is dy compe to be followed but in the case of unexpected variables centra 
office has been very reasonable in accepting necessary adjustments. 
ie (b) Has your hospital had an internal audit of its administrative operations? 


o. 
(c) If a fair Brewer medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 


be conducted by a joint team? It is believed that a fair professional audit is 
always stimulating and leads to a better operation. We recently had an audit by 
a representative of the Joint Commission on Accreditation of Hospitals, which we 
felt was well conducted. We feel the composition of the audit team could well be 
by a joint team. 
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(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? We welcome the visit from the area office and feel that the discussions 
and exchange of ideas are helpful. Each hospital has its own individual 
roblems and many times the experience of the area representative has aided 

4 their solution. 

(2) Of what value would think these visits are to VACO? These visits 
must be regarded as our direct contact with central office, as only on rare 
occasions does someone from our central office visit us. 

(3) Would less frequent visits be more useful? We do not suggest less 
frequent visits, as area visits are widely spaced. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? We do not feel that directive material has 
recentralized operational authority; rather the trend has been to place more 
authority with the manager. 

2. Is the management development program directed toward making good 
employess or good managers? Our management development program is 

to employee improvement. We strive to improve all management levels, 

which includes every supervisor. 


X. Capital improvement 


1. What- nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 Storage bullding for paint 000 


Not programed, or under consideration for fiscal year 1962: Underground lawn 
sprinkler system; additional auxiliary power; well for auxiliary water supply; 
garage for building No. 7, nurses’ quarters. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

ace electrical circuit panels, building No. 1 _-_-__.-.........-.--.--.------------------- 2, 000 

t exterior trim, windows and screens, buildings Nos. 1 and 5.___...........-..----.-.-- 2, 890 

2 manholes and connections to water 1, 000 
Replace hot-water heater EA 570 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Exhaust ventilation for ward 4 north.__...........___.._._....---------------------------++ $1, 000 
sump pump in boiler plant. 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed jp 


question 1(b) above.) 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), It 
excluding cost of replacing or adding new fixed equipment: 
Amount 
Replacement of pipes and valves... 1,30 1, Rat 
Replace expansion joints in steam 1,900 
Kitchen alteration to permit better patient tray line separation from food preparation area - 2, 500 4 
Repair of parapet walls, buildings Nos. 7,8, and 5, 000 
Tuck point or otherwise process certain sections of building No. 5 where moisture collects 6. 
8. 
(b) Minor betterments costing less than $2,000, excluding equipment: Pe 
10. AV 

Description Amount 
Extend lawn irrigation in immediate area of buildings 1 and 5.__.._.__.-..._..-.--.._----- 1, 995 12. Pe 

13, Ps 
(c) Replacement and new fixed equipment costing over $1,000: 

Description 

3. What, in your opinion, are the most pressing needs in your installation? The bg ; 
Joint Commission on Accreditation has recommended that action be taken to Ob 
provide a better separation of the preparation of food area from the patient tray 1( 
line; repair of parapet walls, buildings 7, 8, and 9; install detention screens on 
windows in ward 2 north. 1 

the 
MEMPHIS, TENN. 
I. General =" 

Name of hospital: Veterans’ Administration Medical Teaching Group Hospital. 

Street address: Park Avenue and Getwell Street. Irre 

City and State: Memphis, Tenn. ‘ Des 

A of services: Type of hospital G.M. & S.; domicile, no; formal outpatient All 
clinic, no. 


Name, qualifications, and tenure of— 


(a) Manager: C. C. Woods, M.D., fellow, American College of Surgeons, 
tenure 6 years. 


(6) Assistant manager: Donald D. Van Meter, fellow-member, American 
College of Hospital Administrators, tenure 13 years. 
(c) Director, professional services: John F. Dee, M.D., tenure 1 year. 
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II. Bed capacity and patient load 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Hospitals—T ype of bed or patient 


TB 


Psy- 
chiatric 


Neuro- 
logical 


G.M. 


Domiciles 


BED CAPACITY AND 


PATIENTS REM 


AINING 


Rated bed capacity 
Operating be 
Beds => use (unavailable): 


Construction 


1, 

2. 

3. 

4. In process of activation. -..._....- 
Staff recruitable: Beds _re- 
7. 


8. 


9, Patients remaining 
10, Average daily patient load 
months ending Dec. 31, 1958 


PATIE 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older; 
(b) Percent of total patients re- 
maining (line 9) 
13, Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(6) Percent of total patients re- 
maining Jan. 10, 1957 


52 
38 


USE OF TRIAL VISIT 


Calendar year 


1956 


1957 


14, Number of patients sent to trial visit during year__- 
15. Number of patients on trial-visit status as of Dec. 31. 


! Only 1,215 operating beds Ist 3 months of calendar year. 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


nt), 
Total | | | | | | — 
| 
ag rent operating plan regardless of 
AGE OF HINTS 
500 
Item 
300 1955 1958 
9 2 3 8 
to 
Type of discharge 1956 1957 1958 
1 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The number of dea 
seriously ill patients, contract burials, and the increase in the activities of the 
penn Sree has resulted in an increase in cost of operations proportion- 
ately. ising contract burial fees means an increase of $100 per patient 
receiving this service. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? 15. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. ee: Average stay for G.M. & S. patients, 42 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period 1% gy 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


ndectomy 
erniorrhaph: 
Hemorrhoi my. 
Cholecystectomy 
Subtotal gas 
tectom 


y: 
Suprapubic. 
Retr bic. 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A permanent hospital one committee which keeps a running check on 
all discharges. The findings of this committee are brought before the staff at 
er my intervals, and the doctors keep this ever present in mind. 

(6) What improvements have you made since your last report to this com- 
mittee? Staff much more strict than the average vA hospital. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) o. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Our paraplegia, quadriplegia, 
TB, and orthopedic patients require long-term hospital care. Also, we have 
activated an intermediate service with long-term, older age patients since the 
last report. Increasing age of veterans. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthannsta: followup care, as needed, on an outpatient basis? There would be 
ewer spinal cord injury cases rehospitalized. There would be a greater turnover 
of chronic heart patients. 

(b) What effect would such a program have on your cost of operation? It 
would allow more acute patients to be treated. Funds would have to be provided 
to care for outpatients with non-service-connected discharges. 

5. What would you suggest to further reduce hospital stay without impairing 
care? By initiating prehospital care on an outpatient basis to perform workup 
medical information, such as X-rays, lab tests, etc., prior to admitting to hospital 
for operation or extensive medical care. This would reduce hospital stay. This 
might preclude a hospital admission if findings are negative. Allow funds for 
outpatient care in G.M. & 8. hospitals. 

6. What is needed to improve turnover of patients? Increased home nursing 
care at VA expense. Do not base operating funds on average daily patient load 
only. Take turnover in consideration in fund allocation to stations. Allow out- 
patient treatment of non-service-connected patients. Do not consider all hospitals 
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alike. Rationalize turnover by consideration of type of patients treated, physical 
facilities, and type of construction, i.e., Army-type hospitals spread over large 
areas, presence of highly trained staff for highly specialized care, surgery or 
radiation therapy, location and age of hospitals, with length of service of em- 
ployees as a cost factor. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 
None. 

2. How many patients are scheduled for admission subsequent to January 12, 
1959? 94. 

3. What system do you use for scheduling admissions from the waiting list? 
VA Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 33. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please describe the circumstances. Yes. If a bed on the proper service 
is available. Applicants that are obviously doubtful cases are held pending 
verification of military service and eligibility for VA care. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 8,852; approved, 5,376; rejected, 3,476. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease 


Dec. 31, 1956 | Dec, 31, 1958 


1, 650. 6 1, 756. 1 


2. Physicians, full- and part-time 

3. Physicians, residents, and interns 

4. Physicians, consultants, and attendings. 
5. Dentists 

6. Nurses 

7. Hospital aids 

8. Therapists and technicians ¢ 


= 

> 
oF 


— 

> 


Se 


12. Other food-service employees 

13, Laundry 

14. Engineering maintenance (excluding laundry) ------- 
15. Engineering operations (excluding laundry) 


+, 415 


= 


@eoocoooo 


! Increase in number of emolonves is due to increase in number of operating beds. 
? 23 on rolls not included in full-time equivalent. 

+28 on rolls not included in full-time equivalent. 

‘ In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

-. What was number of guards on duty December 31, 1958? 23 firefighter- 
guards. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: 10. 
_ (6) Number of patients discharged during past 3 months who were given 
industrial therapy: 23. 

(c) Average days of hospitalization of patients reported in (b): While in 
P.M. & R. “wong poe: 31; average days in hospital, 319. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 
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24. For consultant and attending physicians, show below the required data, 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 19592 
Number of different persons who provided service. -.........-. 16 17 8 
Average payment consultant or attending '____........... $797 $919 $653 
Total amount paid to all consultants and attendings !___.._.-- $12, 760 $15, 625 $18, 309 


' Exclusive of travel. 
2 Estimate. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultan 
ts, 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Make it attractive to chiefs of medical services and full-time physicians who have 
special investigative problems they wish to accomplish, thus affording outstanding 
physicians to care for our patients. Investigate phases of human biology relating 
to areas of such diseases as cancer, cardiovascular, neuropsychiatric disorders, 
gastrointestinal dysfunction, hematologic dyscrasia, aging, and other inter- 
related areas whose solution will contribute to improved patient management. 
Permits better medicine inasmuch as it keeps the doctors stimulated and their 
findings are passed on to the care of the patient. It attracts more and better 
qualified residents. The hospital stay is reduced, patients better rehabilitated 
and community at large is affected by these results. Discovers new methods and 
medications. Better utilization of medical equipment. Improve operative 
procedures for unusual or new operations. In addition, we make available all our 
specialized research procedures to the profession in the proximate area when 
needed. This pertains to diagnostic procedures. The question is too explicit 
in its reference to ‘‘your hospital.’’ Our research reflects itself to the profession 
worldwide. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing ( 
gram 
2. Gifts and donations deposited in general post @ 
3. Grants from other sources administered through affiliated medical schools-- 


1 
I 
on 


(6) 
| | 
ac 
or 
su 
es 
es 
a 
A 
1 
{ 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1489 


VII. Eligibility and ability to pay 
1. Patients admitted to bospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Psychi- | With insurance! 
bility category pat atric Wi ‘ 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
(a) 117 5 18 136 
(0) For treatment of a service-connected 
(©) For treatment of a non-service-con- 
nected 159 4 18 136 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. 2 45 
(3) In hospital more than 30 days. - 36 3 4 28 
55 0 8 47 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Billing in accordance with VA interim issue 10-424. Cost of collection 
estimated to be $4,823. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Patient is advised of approxi- 
mate number of days he will be required to be in the hospital. He is then given 
an estimated cost of his hospitalization in a non-VA hospital. 

8. In your opinion are there abuses of non-service-connected care? No. Most 
of our patients are referred to us by civilian physicians who request the admission 
of these patients to our hospital. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Me gy daily patient load____-_._.--- 1,099. 0 1, 093. 0 1, 109.0 1, 123.0 1, 208 
(6) Full-time equivalent staff____.-....__. 1, 632. 5 1, 636. 9 1, 632. 8 1, 646. 5 1, 741 
$8, 088, 178 | $8, 495,465 | $8,643,770 | $9, 521,224 | $10, 504,178 
(d) 6, 499,746 | 6,937,655 | 7,019,676 | 7,935, 431 8, 957, 956 
92, 539 96, 509 76, 681 70, 093 
lela i ga , 709 25, 044 26, 640 32, 164 32, 432 
) Utilities (gas, coal, water, etc.)___.___- 121, 413 122, 193 124, 859 135, 341 148, 193 
a 2 ss Saree eee 450, 398 409, 984 426, 552 454, 040 486, 847 

(i) Drugs and medicines... .............. 251, 432 255, 374 283, 887 348, 143 304, 
(j) Medical and dental supplies__---.--_-_- 149, 145 206, 444 225, 368 218, 509 219, 909 

(k) Asset acquisitions including equi 

132, 164 152, 664 155, 410 81, 634 42,375 
365, 144 293, 568 284, 869 239, 281 241, 964 
(m) Cost per discharged patient... .-...-. 600 728 757 903 943 


i a ee for common services: Show all costs to nearest dollar of actual cost. 
2 all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation for fiscal year 
1959 is found to be sufficient for only acceptable standards of medical care, how- 
ever, ancillary services such as social work service, special service, P.M. & R., and 
engineering have been curtailed in personnel and operating funds, to come within 
our primary fund allocation. This has not caused the hospital to give substand- 
ard medical service yet but has not permitted our hospital to give the best or 
most desirable service. Continued at the same level or at a reduction, we could 
not provide acceptable care as costs increase each year. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? In most VA hospitals it 
definitely increases the patient length of stay in order not to lose funds by with- 
drawal. We did not keep our patients longer and are losing funds as a result. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have com- 
parison standards with other VA hospitals. e do not have realistic comparison 
standards with civil hospitals. The comparison standards of VA hospitals sup- 
plied us by central office are helpful; however, comparison of different type hos- 
pitals is not appropriate. It is suggested that hospitals of like type, size, mission, 
specialized care, location, and training facilities be compared rather than on aver- 
age daily patient load basis alone. These comparisons are discussed with appro- 
priate officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.048. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.948. 
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6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 23 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Most essential. Without these quarters it would be difficult to maintain 
adequate and qualified staff to continue our teaching program. This is the only 
VA teaching group hospital having its own dean’s committee. Difficulty would 
also be experienced in recruiting residents, nurses, and other short supply em- 

loyees. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? A new a is authorized to replace the present Army-type hos- 
pital. This precludes the immediate need for additional quarters. 

(d) Could cost of such quarters be a lucrative investment? Our housekeeping 
quarters showed a profit of $4,500 in 1958 and our nonhousekeeping quarters 
operated at a loss of $2,977. However, this loss is more than compensated for by 
the VA in saving of official per diem for conferees who are billeted on the station at 
half the per diem allowed otherwise. Our nonhousekeeping quarters in use are 
the minimum required to operate the hospital. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $9,839,000 (actual book value). 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Higher costs of utilities, maintenance, sup- 

lies and materials, and labor costs. Average increased cost of 25 percent in last 
F years. Higher maintenance cost of buildings and equipment due to rapid de- 
terioration of semipermanent cantonment-type hospital built originally of sub- 
standard materials. Hospital was originally built for a maximum of 15 years’ 
service. We are now operating in the 18th year. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Delegation of budget responsibility to division and service level. 
Systematic review of operations and frequent control procedures, such as frequent 
fiscal reports and various average daily patient load, personnel, and staff con- 
ferences. A continuing study of the cost of supplies, equipment, drugs, employ- 
ment, etc., is stressed at all levels to be assured that only those expenditures to give 
adequate patient care and maintenance of physical plant are made. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and eigen gia a maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.035; per pound, $0.046. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.041; per pound, $0.055. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? In most VA hospitals there is a lag 
in turnover. Holding or admitting patients indiscriminately is not practiced at 
this hospital to keep up the average daily patient load. Emphasis has been placed 
on admitting those eligible and in need of hospitalization and discharging them at 
the earliest date, resulting in a rapid turnover of bed occupant space. This has 
not been to our advantage. The average daily patient load concept of financing 
hospital operations is not considered to be the only criteria that should govern the 
allotment of funds; rate of turnover of patients, type of patient treated at a par- 
ticular hospital and conditions of physical plant should be considered. At a fast 
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moving specialized treatment center and teaching hospital with our type patient 
and turnover rate, the average daily patient load concept of financing is not ap- 
propriate as compared with other less active and smaller nonteaching and non- 
specialized VA hospitals. This type of financing does not provide adequately for 
maintaining and operating of buildings and grounds, equipment, and plants as 
these requirements do not change materially regardless of patient load. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? There should be more vacant beds available 
if more funds were available for CBOC and outpatient service-connected patients. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $32,314. 
(2) Visits to hospitals by patients on CBOC status: 3,251. 
(3) Cost per visit: $9.94. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? No. By what methods? Cite examples. 
Stations are expected to budget and operate within a stated primary fund alloca- 
tion allotted to the station by central office without the station participating in 
the preplanning and estimates. 

(6) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Not to 
our knowledge. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Those who came to our station demonstrated a paramount interest 
in good practical administration. 

(3) How was the internal audit valuable to your hospital? It assured top 
management that divisions and services were performing their functions in 
accordance with established policies. Only minor deficiencies were found 
and all were corrected as a result of the audit. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? An absolutely fair audit would be welcomed and 
would be assuring to our staff that they were practicing top medicine. It would 
entail much expense and detail. It would meet much resistance by affiliated 
medical school staffs. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Some are helpful and others are of little value. They should give a 
hospital the feeling that area wishes to help. Stations would appreciate the 
feeling that the area staff is for and not against stations, that they are aware 
and sympathetic with station problems and willing to support station needs 
in central office. If station is good or bad, the station is anxious to know it. 
Sometimes administrative decisions and recommendations to central office 
have been made in the past by area and stations not given the opportunity to 
state seca defense, particularly in budget matters and individual personnel 
appraisals. 

(2) Of what value would you think these visits are to VACO? Depends 
entirely on supervisor’s capability, attitude and aim. 

3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s r+ ewkreng shi Directives, circulars, manuals, etc., have 
recentralized operational authority in budget areas. They have not always been 


beneficial to the hospital’s operation. 
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2. Is the management development program directed toward making good 
employees or good managers? We feel the management a program is a 
good tool in developing good employees and good managers. his method brings 
the better employees to the forefront. Reporting on progress would make it more 
valuable. 

Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 1959: Flame failure controls on 6 boilers, $32,445. 

Not programed, or under consideration for fiscal year 1962: None, as a new 
hospital has been approved for the near future. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Other engineering maintenance and 6, 450 
Roads, walks, and grounds maintenance and repair----_-...............--.----------------- 3, 400 
use equipment maintenance and repair. 2, 950 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


1 Not included in fiscal year 1959 budget. 


2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) , 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment) 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Other engineering maintenance and repair (equipment). .-...................--.--.---.----- 6, 800 
Laundry maintenance and repair (buildings and equipment) ______.........-...-.--..-.-.-. 7, 200 
Building maintenance and repair (including roofing) - ...............-.----.---.------------ 50, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: Addi- 
tional patie lots, $2,000. 
e 


(c) placement and new fixed equipment costing over $1,000: 
Description Amount 
Solution and supply sterilizer for central service ' 8, 000 


1 Fiscal year 1960 only. 
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3. What, in your opinion, are the most poring needs in your installation? 
Increased maintenance and operation funds for engineering division. 


MOUNTAIN HOME, TENN. 
I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: Mountain Home, Tenn. 

Type of services: Type of hospital, G.M. & 8.; NP, yes; domicile, yes; formal 
out clinic, no. 

ame, qualifications, and tenure of— 

(a) Manager: Lee B. Harr. 

(b) Assistant manager: Earle L. Hunter. 

(c) Director, professional services: Harry N. Waggoner, M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless a 
otherwise specified) Domiciles 
Total | TB BP Neuro- | G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed ca 575 3 530 1, 781 
Beds not i. use (unavailable) : 
6. Staff not Beds re- 
7 of bed not required for cur- 
rent operating plan regardless of 
9. Patients 561 4 525 1, 755 
10. Average dail patient ‘oad’ for “ia 
months en Dec. 31, 1958......... 540 4 |p Sparaeerene 506 1,7 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
334 1 325 1, 415 
of total patients re- 
59.5 25.0 $3.0 61.9 80.1 
13. Patients - hospital on Jan. 10, agi 
356 1 OL 302 1, 438 
6) Percent of total patients re- 
maining Jan. 10, 1957__...__- 65.2 | 100.0 62.1 85.0 
USE OF TRIAL VISIT 
Calendar 
Item 
1955 1956 1957 1958 


14. Number of patients sent to trial visit Goring on 
15. Number of patients on trial-visit status 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total... ote 3, 970 4, 304 4,148 
Irregular discharge.............-.--. oni 181 190 207 
3, 528 3, 811 3, 644 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: No significant trend. 
17. (a) What is the number of TB beds (rated capacity) which were unavailable 
on pee td 12, 1959, because they were not required for fiscal year 1959 operating 
lan one. 
r (b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TV use? one. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 47 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 

Hemorrhoidectomy 26 30 
Subtotal gastrectomy for duodenal ulcer___..........-...--.--------.-.------ 8 43 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? (1) A continuing statistical analysis of all admissions showing length of 
stay for each unit and service. (2) Correlation of all factors affecting length of 
stay and elimination of those factors which contribute to prolongation of this 

riod. (3) Frequent staff discussions emphasizing the subject of minimal stay. 
4) Length-of-stay committee established at this hospital to make recurring studies 
of length of stay in hospital. 

” (b) What improvements have you made since your last report to this committee? 
one. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) ransportation for 
patients in CBOC status is limited to service connected cases. ntral office 
policy as stated in letter of Chief Medical Director, September 9, 1958. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) es. Increase in age of all 
veterans particularly World War I. Less tendency of families to assume respon- 
sibility and care of the aged members. Lack of facilities in this area for care of 
indigent aged. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Implementation of 

BOC program to furnish transportation to non-service-connected cases would be 
a factor affecting length of stay, particularly acute cases. 

(b) What effect would such a program have on your cost of operation? The 
expansion of the CBOC program would reflect increase in cost of transportation 
and drugs proportioned to number patients in this status. 
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5. What would you suggest to further reduce hospital stay without impairi 
care? Increase professional, technical, and clerical staff, and expansion of CBOE 
program. 

6. What is needed to improve turnover of be pom Increase professional, 
technical, and clerical staff, and expansion of CBOC program. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total In non-VA/| Not 
hospitals {hospi 


. a many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Veterans are scheduled from i aa lists in Yaron | group order as outlined in 
Veterans’ Administration Circular 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
pres admissions? 56; pending eligibility, 40; NBO to BO, 6; awaiting trans- 

er from domiciliary, 6. e must give first priority to domiciliary members who 
become emergency. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘“‘Yes,’”’ please describe the circumstances: Yes; medically emergent 
and service-connected cases when medically indicated. 

6. Number of applications for admission from July 1, through December 31, 
1958: Total, 3,154; approved, 1,960; rejected, 1,194. 


V. Hospital staff 


So ay ae full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
1. 569. 4 574.6 +5.2 
2. Physicians, full- and .........- 26.2 24.2 —2.0 
4. Physicians, consultants and attendings...........__- 1.3 1.0 -.3 
149.0 151.0 +20 
8. Therapists and technicians !..................--.-... 22.1 20.8 —L3 
ce of manager, personnel, and finance... 
12. Other food-service employees....-.............-.-.-- 78.9 85.4 +6.5 
14, Engineering maintenance (excluding laundry) -...--- 15.4 16. 2 +.8 
15. Engineering operations (excluding laundry) ..--.--... 19.1 17.2 -19 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: 70. Annual 
wage (average): $796.95. 

6) What is the value of this program to’ the member and to the hospital? 
The member is considered to derive chief benefit from the program. In addi- 
tion to regular positions specified for domiciliary operations all GS and WA 
positions are potentially available for member employee assignment in lieu of 
regular employees. This permits the program to be used for training or retrain- 
ing disabled veterans in jobs commensurate with their capabilities. It serves 
as a proving ground for proper social and economic adjustment and, provides 
the normal incentive for personal effort. The station on occasions reaps benefits 
of special skills possessed by members (such as sign painter) for which full-time 
employees are not needed. Use of member employees also lowers salary cost of 
operation as any member employee could be a beneficiary and receive domiciliary 
care without being a productive employee. 

20. What was number of guards on duty December 31, 1958? 15. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

rogram: None. 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients in None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. __._.._-.-- 13 15 9 
Average payment per consultant or attending !____.........-- $930 $726 $440 
Total anount wet to all consultants and attendings !_______.. $12, 100 $10, 900 $4, 000 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category | Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
If expanded would be of notable value in study of pulmonary physiology, which 
would directly contribute to patient care. At present the care of the diabetic 

been improved by this program. Investigations are underway to determine 
the safety of certain antibiotic agents of elderly people. 

2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? None. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools_|...........-.-|....---------- 


33427—59——_ 96 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and surgica} 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis <= 


Without 
insurance 


(6) For treatment of a service-connected 

(c) For treatment of a non-service-con- 
90 2 4 81 

(1) Patient has compensable serv- 
2) In receipt of VA pension. 31 1 1 
) In hospital more than 30 days_ 1 


1 Any form of prepayment insurance, 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 11. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 

ear 1958.) For every non-service-connected patient having reimbursable 
hospital insurance who is admitted to the hospital, a bill is sent to his insurance 
company requesting payment for hospital treatment furnished. Estimated cost 
of administering collection program during calendar year 1958, $2,300. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5, 202. 


$36, 379. 95 
Amount collected __. 


3 
. 58 11, 297.00 


ms Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Admitting physician estimates 
number of days of hospitalization required and based on this, veteran is advised 
as to estimated cost for this treatment in a private hospital. This is done before 
veteran signs oath as to ability to pay. 

8. In your opinion are there abuses of non-service-connected care? It is be- 
lieved there are very few abuses of non-service-connected care. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World 
hil patients 8.2 91.8 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 

a) Average daily patient load__-......--- 543 525 541 540 535 
$ Full-time equivalent staff_._.........- 553. 5 587.7 685. 7 709.9 698. 2 
$2, 735, 126 | $2,912,710 | $3,101,701 | $3,462,205 | $3, 603, 803 
@ Salaries of staff 3_....................- 2,134,101 | 2,287,388 | 2,495,464 | 2,889, 200 2, 999, 368 
21, 931 21, 275 22, 814 24, 512 23, 723 
3, 3, 007 3, 4, 3, 820 
) Utilities (gas, coal, water, etc.)......--. 44, 062 856 29, 36, 367 41, 053 
193, 890 178, 557 195, 455 202, 058 240, 944 
i) Drugs and medicines. _._..........-.-. 128, 446 106, 113 114, 438 88, 774 92, 836 
u) Medical and dental supplies. -......--- 72, 250 q 78, 648 78, 605 77, 673 

Asset acquisitions including equip- 

DSTORE: -Y 47, 026 45, 915 49, 257 57, 039 15, 191 
89, 582 155, 369 112, 665 80, 702 109, 195 
(m) Cost per discharged patient........... 664 696 687 847 894 


a ae for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts, 

2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is believed that primary fund allocation 
to this hospital is not sufficient to provide acceptable standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? Not noticeably 
increased or decreased. Chief factor in controlling length of stay is the staffing 
pattern. There is also the factor of increased age of the veteran population. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
ee Have they been discussed with responsible officials? Yes; with VA 

ospitals. Comparison with civil hospitals not considered pertinent. Com- 
parison appropriate with other VA hospitals. Improvement needed more nearly 
adequate staffing pattern. This has been discussed with responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.008. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.572. 

(c) If all your patients are not on the same ration, what differences are there? 

y? All patients on same ration except for special diets. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 26 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Extremely important this station because of housing shortage in this area. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 
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7. What, in your opinion, is the capital value of this installation (all buildings 
4 at factors have operated to change the costs of hospital operation 
Please explain the effect of these factors: Rising cost of pes Fog ecuipment = 
supplies. Our budget has not been increased in line with increased costs. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Conferences and inspections to avoid unnecessary expenditures 
for equipment and personnel. 

10. Laundry service: 


(2) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total 
number 


3, 339, 158 4 
2, 605, 637 3 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and cqnipamsns, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.06916; per pound, $0.09741. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.07383; per pound, $0.10398. 

11. What import does the average daily patient load concept of financing hos 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

atient load so funds would not be withdrawn? Due to increase in demand for 
i seplislinakion, it would not be practical to close any beds on year-around basis, 
Closing beds for short-term periods does not affect economy. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of « operating beds required to meet the needs of 
veterans actually needing hospitalization? It would theoretically increase the 
turnover of patients occupying the beds without actually requiring an increase 
in the number of operating beds. 

(b) What. was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $3,177.97. 
(2) Visits to hospitals by patients on CBOC status: 491. 
(3) Cost per visit: $6.47. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. 

(b) Has your hospital had an internal audit of its administrative operations? 


NP hospitals will report only costs 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
be conducted by a joint team? Recognition of need for more nearly adequate 
staffing pattern. Should be a function of VA central office. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very beneficial. 
(2) Of what value would you think these visits are to VACO? Informative. 
(3) Would less frequent visits be more useful? No. 
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(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No noticeable change since 1953. Some 
administrative directives give more decentralized authority for procedures. 
Certain medical admission and discharge policies have been less decentralized. 

2. Is the management development program directed toward making good 
employees or good managers? his program is directed toward the development 
of employees to fill positions in such areas as supervisor, division chief, assistant 
manager, and manager. 

X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 

1960 | Alterations to buildings 2, 26, 71, 73, 76, and 78_.........-..------.-----------.-.-- $789, 300 


Not programed, or under consideration for fiscal year 1962: None. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Description Amount 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replace broken shingles on al} slate roofs. 1,9C0 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1b above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Repair sanitary sewerline and manholes................----------------------s------------- $1, 900 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
Install party line ringing equipment to station telephone equipment_____..___...__________ i 
Install automatic draft regulators in powerplafit.:............... 500 
Rebuild ash conveyer in powerhouse or remove system............._.-.._.___.............. 1,90 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) Modernization of entire hospital plant, including new fixed equipment; (6) 
increase in staffing pattern to meet the demand placed on this hospital by the 
increasingly large number of aging and chronically ill patients; (c) modern facilities 
for the care of these chronically ill long-term cases; (d) a formalized and recognized 


domiciliary medical program to include all of the ancillary services for member 
patients. 


MURFREESBORO, TENN. 
I. General 


Name of hospital: Veteran’s Administration Hospital. 
City and State: Murfreesboro, Tenn. 
Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of: 
(a) Manager: Sam Jared, Jr., administrative training and experience, perma- 
nent. 

(b) Assistant manager: Richard C. Patrick, administrative training and expe- 
rience, permanent. 

(c) Director, professional services: Samuel E, Abel, M.D., psychiatric training 
and experience, permanent. 


IT. Bed capacity and patient load 


Item (as of Jan. 12, 1959, unless 
as of Jan. aha 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent opera’ of 
10. Average daily patient load for 12 
months ending Dee. 31, 1958........-. 1, 215 1 1 


12. Patients | 
who we 

(a) N 

(b) P 

13. Patients 


(a) 


(0) F 


OPE 
ee 11. Why 
to recruit 
Item (as 
oth 
14. Numbe! 
15. Numbe! 
16. (a 
the past 
Tota 
Irregular 4 
Death---- 
All other.. 
b. If 
| significe 
as reflec 
trative 
17. ( 
able on 
operat 
(b) I 
convert 
during 
(c) 
those | 
on Jal 
| 
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11. Why is staff unavailable with reference to line 6? We have been unable 
to recruit necessary professional personnel. 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during ud 116 208 290 382 
15. Number of patients on trial-visit status as of . 31. 98 60 237 282 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


b. If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The increased turnover 
as reflected above has greatly increased demands on the professional and adminis- 
trative staff of this hospital. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operatitig plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(ec) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital 


on January 12, 1959? 
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Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hospital? 


Newly admitted patients are promptly assigned to 
study, treatment, and disposition. 


or placed on trial visit. 
tion. 


mittee? 


contributed to increased length of stay. 


c) Are there any identifiable administrative practices or policies that may con- 
(c) Are th identifiable administrati i policies that 


tribute to increasing length of stay? (If so, describe.) 


transfer a patient from one ward to another for administrative reasons (such as 


to make room for a new patient) the length of stay is 


the patient is under the care of another physician who must become acquainted 


with the patient’s status. 


(d) Are there any identifiable differences in the characteristics of patients, or 

their requirements for care, which have affected 1m of stay or which may be 

atients with organic brain 

disabilities and patients who are infirm because of age or otherwise, tend to re- 

main hospitalized indefinitely. All types of mental patients, if not discharged 
during first year of hospitalization, tend to become chronically hospitalized. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Probably shorten 
However, many of the patients come from homes a long distance 
from the hospital and if released from the hospital could not avail themselves of 
Posthospital followup would 
be much more effective if carried out by family or community physicians. 

(b) What effect would such a program have on t gan cost of operation? If sueh 

need one additional physician, 
psychologist, and social worker, plus nursing and secretarial assistance. In 
addition, medication (tranquilizing drugs, etc,), and transportation costs would 


of importance in the future. (If so, describe.) 


length of stay. 


outpatient posthospital followup by this hospital. 
followup were provided by our hospital, we woul 


| be necessarily added to our present budget. 


' 5. What would you suggest to further reduce hospital stay without impairing 


care? 


physicians, psychologists, and social workers. 


IV. Waiting lists 


of January 12, 1959, and not yet scheduled for 


hronic patients are reviewed as frequently 
as the staffing situation will permit to ascertain which patients may be discharged 
There is no average length of stay for any mental condi- 
Length of stay must be individualized for every patient. 

(6) What improvements have you made since your last report to this com- 
Length-of-stay committee has been established and records of discharged 
patients are reviewed to determine if there were any practices or policies which 


| We need additional physicians, psychologists, and social workers to pro- 
| | vide a satisfactory level of treatment and proper ener for discharge. 
6. What is needed to improve turnover of patients 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
mission and not VA patients: 


physicians for diagnostic 


When it is necessary to 


usually increased because 


We need additional 


Nonservice connected 


Type of care required Total 


In non-VA 
hospitals 


Total Not yet 
talized 


hospi 


1. Total applicants: NP_.............--... 41 


41 15 26 


1959? 34. 


2. How many patients are scheduled for admission subsequent to January 12, 


OPE 


3. What 
tember 
In add 
how many 
were potent 

5. Are pi 
answer is ‘*" 
emergencies 

6. Numb 
1958: Tota 


(Report: 
as of Dece 
provide be 


Tot 


Physiciat 
Physiciat 
Physiciar 
Dentists 
Nurses. - 
Hospital 
Therapis 
. Social w« 
10. Office of 
Dietitian 
12. Other fo 
13. Laundry 
14. Enginee! 
15, Enginee 
16, Supply- 
17. Special s 
18. All othe: 


(Ave 


Total for 


Exclu 


1 Increase 
increased fr« 
1957. 
2In physi 
| 19. (@ 
(b) W 
20. W 
21. (a 
rogram 
P (b) N 
industri: 
(c) At 
Po on total 
trial visi 
22. N 
23. N 
24. F 
Servios 
Number 
Average | 
Total am 
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3. What system do you use for scheduling admissions from the waiting list? 
Veterans are scheduled by priority in accordance with VA Circular 18, dated 
September 8, 1958. They are usually given 7 days to report. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who 
were potential admissions? 38. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Veryrarely. Medical 
emergencies to save life. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 623; approved, 584; rejected, 39. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

1 648 693 14-45 
2. Physicians, full- and part-time-_-_-_-...-~- 17 16 -1 
4. Physicians, consu!tants and attendings__- ll 
8, Therapists and technicians ?__._...---......-.------ 33 41 +8 
10. Office of manager, personnel, and 19 
12, Other food-service 84 

14, Engineering maintenance (excluding laundry)--_-___-- 31 21 —10 
15, Engineering operations (excluding laundry) 46 
14 12 —2 


lIncrease of Dec, 31, 1958, employment over Dec. 31, 1956, amount was due to patient average being 
increased from 1,060 to 1,260 in view of transfer of 200 patients from VA Hospital, Coatesville, Pa., im March 
1957, (Average daily patient load adjusted to 1,200, Aug. 1, 1958.) 

In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member-employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? 

20. What was number of guards on duty December 31, 1958? 10. 

21. (a2) Number of patients on January 12, 1959, who are in industrial therapy 
program: 319. 

_ (6) Number of patients discharged during past 3 months who were given 
industrial therapy: 32 (plus 48 on trial visit or leave of absence). 

(c) Average days of hospitalization of patients reported in (6): 1,178.8 (based 
on total of 80 including 32 patients discharged plus 48 who left the hospital on 
trial visit or leave of absence). 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required date. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service ..._......-- 9 9 8 
Average payment per consultant or attending !___.____...__- $575. 33 $459 $338. 62 
Total amount paid to all consultants and attendings !__...._- $5, 178. 00 $4, 131 $2, 709. 00 


Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultan 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How’ do the 
research and education programs contribute to patient care in your hospital? 
This hospital does not have an approved research and education program. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient-care program by the 
presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? It is a known medical fact that any hospital 
with approved research and training programs lead to better care and treatment 
‘of its patients. Research and training is an asset in recruiting and retaining the 
best qualified staff. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 
2. Gifts and donations deposited in general post 
-3. Grants from other sources administered through affiliated medical schools_- NOD6 |oacssnscetee 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 


Without 
insurance 


us 
(o) For treatment of a service-connected i 4 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
In hospital more than 30 days_- 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in 


0 


2. (a) 
gion indi 
job-conn¢ 

(b) Nu 
the patie 
injury at 

3. Whi 
insurance 
an estim: 
year 195: 
form 
panies, t 
copy of 
If, withi: 
to the e 
released. 
other pa 
of an ad 
ment of 
with a ec 
the area 
in collec 
accordar 
collectio: 

4. Cor 
and amc 


Amount 
Amount « 


5. Ist 
Before. 
6. He 
referred 
hospital 
8. In 
9. Pe 
service- 


Korean 
World W: 
World W: 
Spanish-A 
Peacetime 
All patier 


Entitle- | Entitle- || 

| ment ex-| ment 
hausted | not ex- 7 
| 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of admis- 
sion indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: None. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital duting calendar 
year 1958.) ” Dyn receipt of the statement of charges; and signed copy of VA 
form 10-2381, FL 4-215, transmitting statement of charges to insurance com- 
panies, together with the original and one copy of statement of charges and the 
copy of the power of attorney and agreement are forwarded to the addressee. 
If, within 60 days from the date of the original statement of charges is released 
to the rn or insurance company, a reply is not received, FL 4-216 is 
released. If within 30 days of the date of release of the first letter, the insurer or 
other party has not replied, a second (follow-up) letter is released. At the end 
of an additional 30-day period, if the party billed has continued to ignore state- 
ment of charges and the followup form letter, the entire file is assembled and, 
with a covering letter, transmitted by the fiscal division to the chief attorney in 
the area for such action as he deems appropriate. There have been no changes 
in collection procedures since January 1957. Collection program conducted in 
accordance with II 10—424 dated May 3, 1957. Total cost in administering the 
collection program in calendar year 1958 is estimated to be $40. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5, 874.00 243, 


a> Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VITT. Costs 
1. What were your net costs for hospital care after adjustments for common based 
services (including 84-8 accounts)? 8. 
Pleas 
ment 
tion 
1955 1956 1957 1958 1959 
- 
(estimated) 
| at y 
(a) Average daily patient load. __._.....- 1, 062.0 1,061.9 1, 112.0 1, 238.9 1, 200.0 oper: 
Full-time equivalent 51.3 852,3 686.1 682. 1 build 
(© $3, 143, 873 | $3,308, 780 | $3, 404,961 | $3,963,659 | $4,058, 349 leadi 
id) Salaries of staff 2,521,344 | 2,666,766 | 2,724,075 | 3,169,101 | 3, 320, 698 fund 
e) Patient travel. ..........---...--...- 6, 541 6, 237 10, 121 21, 205 25, 000 indiv 
Communications _.....-- 7,049 7,172 7, 110 9, 042 9, 216 to pr 
@) Utilities (gas, coal, water, ete.)_______- 79, 701 59, 865 64, 951 70, 846 70, 959 (3) I 
337, 248 330, 714 321, 180 381, 57 383, 869 10 
(i) Drugs and medicines 12, 507 29, 485 53, 709 64, 024 56, 440 
* Medical and dental supplies._....___. 32, 822 38, 371 48, 055 59, 100 48, 793 (a 
k) Asset acquisitions including equip- 4 year 
40, 840 40, 518 55, 303 42, 752 8, 594 
105, 821 129, 652 120, 457 145, 716 134, 780 
(m) Cost per discharged patient_._....___- 9, 527 9, 140 5, 591 4, 499 4, 289 
! Adjusted for common services: Show all costs to nearest dollar of actual cost. Piece 
2 Including all payroll analysis accounts. Poun 
2. Do you believe that the primary fund allocation is sufficient to provide an ae 
acceptable standard of medical care? Depends on what standards are considered ( 
acceptable. We provide better care than most State mental hospitals. We do on 
not provide as good care as private or many nonprofit mental institutions. 4 i 
Additional money in itself may not raise the standard as we have continued CO 
difficulty in recruiting competent medical, psychological, and social work staff. ve 
Before we can recruit staff essential for proper treatment of our veteran patients, | 
it will be necessary to provide more attractive salaries and fringe benefits for tios 
professional people. eae 
3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Tends at times to 
increase length of stay inasmuch as we do not have the medical capabilities to 1 
take care of high turnover of patients. hos 
4. Do you have any adequate comparison standards with other VA hospitals? ah 
Civil hospitals? Are sich comparisons appropriate? What improvements seem dai 
possible? Have they been discussed with responsible officials? We have ade- od 
quate comparisons with other VA hospitals and these comparisons are generally | 
appropriate although many intangible factors enter into these comparative av 
statements which cannot be evaluated or equated without firsthand study. We e 
do not have adequate comparisons with civil hospitals, although we do know P 
that the per diem cost in State mental hospitals of Tennessee is considerably ‘ath 
lower than our own. We have not discussed this with responsible officials. ha 
5. (a) What is the average raw food cost per served ration from July 1, 1958, as 
through December 31, 1958? $0.854. ho 
(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.784. 
(ec) if all your patients are not on the same ration, what differences are there? 
Why? Same. 
= ©) As of December 31, 1958, give the number of vacant quarters for person- 
nel: None. 
(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters for physician personnel would be important for maintaining staff 
or for recruitment only if, like State mental hospitals, these quarters were pro- 
vided without cost. tc 
(c) What additional quarters do you believe would add quality or stability to m 
your staff? Quarters for physicians. b 0} 
(d) Could cost of such quarters be a lucrative investment? Not Snnneloly, 
The investment would be lucrative only if provided without cost and thus would 


provide competitive recruitment incentive. h 


h 
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7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $20 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Salaries, materials, and cost of equip- 
ment have risen. Approximately 60 percent of our patients are receiving medica- 
tion as compared to less than 10 percent in 1955. Chronic patients have improved, 
leading to increased treatment programs, more planning, more trial visits and 
discharges, greater turnover. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) Preparation of budget—detailed budget planning (all 
operating heads Ho sadn each staff member shares in the responsibility of 
building the budget, starting from the basic operating units through the steps 
leading to the presentation of the total budget to the central office. Operating 
funds are allotted to the various divisions, services, and units each quarter by 
individual written notice. Expenditure records are maintained by these people 
to prevent overdrawal of allotted amount. (2) Preventive maintenance program. 
(3) Program to curtail the accumulation of excess property. 

10. Laundry service: 

(a) = was the utilization of laundry per patient per day during calendar 
year 195 


Total Number per 
number patient-day 


804, 829 6. 32 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as weii as personal 
services, and which were instituted for the oo eer of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memoranduin accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.025; per pound, $0.033. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitatization, etc.? In order to maintain average 
daily patient load, we are at times more liberal in out medical criteria for 
admissions. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? Very few. 

13 (a) If CBOC program couid be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
ss needing hospitalization? No material effect on operation beds of our 

ospital. 

(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $25.82. 
(2) Visits to hospitals by patients on CBOC status: 2. 
(3) Cost per visit: $12.91. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Additional local 
operational authority. 

Cite examples. (1) Most central office manuals are now more or less policy 
guides instead of detailed procedural instructions. We now operate under a 
lump-sum budget with only employee travel funds restricted. The station now 
has almost complete control of employment as well as position classification. 
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(2) Delegation of authority to managers to designate certifying officers and process Sie wit 
locally matters pertaining thereto. (3) Managers authorized to establish cash 

advances and to increase or decrease the amount of such advances without sig wee sted 
reference to central office unless adjustment in surety bond coverage is required. . Elevator 
(4) Responsibility for determining the availability of excess supply fund dis- . tar cake 
bursing authority and the transfer thereof to central office. 4, Addition 
a (6) Has your hospital had an internal audit of its administrative operations? 5. Renews 

0. 

(c) If a fair medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 7, Replace’ 
Or be conducted by a joint team? (1) Effectiveness of our care and treatment ——— 
paorees would be evaluated. (2) Adequate staffing patterns would be estab- Fu 

hed ; average daily patient load would be based on availability of proper staffing. 2. Fu 
Audit should be conducted by a joint team. hg will be 

(d) The area medical director’s office is regarded as part of the central office. eos 

(1) How helpful to the hospital are supervisory visits of the area office (a) } 
end We consider the area medical director’s office supervisory visits. oe 
elpful. | 
2) Of what value would you thing these visits are to VACO? Unable to (c) R 
say. 
(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been Slicing m 
beneficial to the hospital’s operation? No. Oven, ele 

2. Is the management Sepelapenanh program directed toward making good Grinding 
employees or good managers? d employees. 

X. Capital improvement Pj 

1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are progra’ 
scheduled at this station? None. 

Not programed, or under consideration for fiseal year 1962: 

1. (a) New infirmary building; (b) convert building No. 11 to house both 
male and female personnel; (c) convert nurses’ quarters, building No. 10, for 
administration; (d) modernize building No. 1. 
2. Modernize all patients’ buildings. 
3. Grandstand and lighting for recreation field. Nar 
4. Expand boiler capacity. Stre 
5. New coal storage bunker. Cit; 
6. New chapel. Ty] 
7. Master TV antenna. Nal 
8. Alteration recreation building No. 4. (a) 
9. Alterations to officers’ quarters, buildings Nos. 18 and 19. ; (b) 
10. (a) New duplex building, housekeeping quarters, for officers and (c) 
doctors; (b) new housekeeping quarters for utility employees. 
11. Steam line to officers’ quarters, buildings Nos. 18 and 19. 
12. (a) Warehouse from building No. 14 to present eanteen'space, building rr 
No. 9; (6) utility shops from building No. 13 to present warehouse, building | 
No. 14; (c) Garage to include present shops building No. 13. I 
13. Coldroom for warehouse. 
14. Canopies over loading platform of buildings Nos. 12 and 14. 
XI. Maintenance 
1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 2 
B 
Description Amount 
1. Rebuild pumps at boilerhouse, building No. $1,000 
2. Replacing lights in PMR shops and in certain areas on wards. -_.-.._..._--_-.--_...----- 
3. Treating exterior walls, waterproofing. 1, 200 
4. Automatic sprinkler system in garage building No. 15; stage in building No. 4; and storage j. 
(6) In addition, list those items deferred due to lack of funds which in your 10. J 


opinion will result in further deterioration of property because of such deferral. 
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Description Amount 

1, Elevator repairs- $2,000 

9. Street lighting 1, 500 

4. Additiona! sludge beds at sewage disposal plant. -----..-...~-------.-..--.----.--------- 2, 000 
5. Renewal of ash conveyor lines over boilerhouse and to ash storage tank No. 28 and replace- 

ment of part of boiler breechings in boilerhouse 1, 100 

6. Replace —_ ae valve with bypass, main steam main in boilerhouse. Valve, ‘> 

a Replacement of electric underground conduit for electric cable to street lights at lake _ _-. 1,000 


2. Future plans: In the following three categories, list all-items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None. ; 

(b) Minor betterments costing less than $2,000, None. 

(c) Replacment and new fixed equipment costing over $1,000: 


Description Amount 
Slicing machine, replacing Jim Vaughn machine (fish, poultry, ham, and pork chops) ----_- $1, 200 
Grinding machine, replacing Hobart, heavy duty- --........---.----------------------.---- 1, 200 


3. What, in your opinion, are the most pressing needs in your installation? 
Projects to carry out the modernization program as listed on page 15 under non- 
programed items 1 (a), (0), (c), (d), 2, 3, and 6. 


NASHVILLE, TENN. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 90 White Bridge Road. 

City and State: Nashville, Tenn. 

Type of services: Type of hospital, G.M. & 8.; TB, yes; NP, yes. 
Name, qualifications, and tenure of — 

(a) Manager: W. C. Williams, M.D. 

(6) Assistant manager: John M. Bernat. 

(c) Director, professional services: W. L. Alsobrook,.-M.D. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless ~ 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Staff not recruitable: Beds re- 

Type of bed not required for cur- 

rent operating plan regardless of 

staff availability. 

8. 


1, 
2, 
3. 
6. 
7 


9. Patients ‘551 127 45 |.--------- 379 |------------ 
10. Average daily patient load for 12 334 
months ending Dee. 31, 491 119 38 |---------- 
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IT. Bed capacity and patient load—Continued 


Hospitals— of bed or patient 
Total | TB Psy- Neuro- | G.M. & 8S. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(6) Percent of total patients re- 
maining (line 9). 38. 4 34.6 43.5 = 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 36.7 33.8 40.1 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__. 100 134 136 135 
15. Number of patients on trial-visit status as of Dec. 31_ 9 12 15 14 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The patients seen 
appear to have more severe illnesses which may be a reflection of the aging veteran 
population. Tuberculosis admissions continue to show a downward trend. 

17. (a) What the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. There has been some problem in keeping up the census for beds 
assigned specifically for tuberculosis cases. 

(b) During thepast 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 
(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 27.2 days. . 
2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October $1, 1958, for the following operations (include only the experience of 


0! 
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Feats witl 


— 


A dector 
Herniorrha 

Hemorrhoid 
Cholecystect 
Subtotal gas 
Prostatecton 
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patients admitted for the surgery indicated. Exclude the experience of any pa- 
tients with multiple treated conditions): 


Cases 


Average 


Cholecystectomy 
Subtotal gastrectomy for duodenal ulcer___...............--------.---------- 
tectomy: 


y: 
Retropubic 
Perineal 


SRBoB BobSa 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Continuous spot appraisal of discharges to determine if hospital stay has been 
prolonged, plus periodic studies by hospital stay committee. 

(b) at improvements have you made since your last report to this com- 
mittee? None of consequence. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. - 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes; the patients seem to have 
more severe disease and recovery is slower. It is a reflection on the aging veteran 
population. Also chest surgery, orthopedic, neurosurgery, and other specialty 
referrals increase the stay as many of these cases are continued through a rehabili- 
tation schedule. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? At the present 
time, it is not felt that length of stay would be markedly affected as many of our 
longer term cases are referred from other VA hospitals throughout the South- 
eastern States. 

(b) What effect would such a program have on your cost of operation? There 
would be some increase but we have no accurate data to make a reliable estimate. 

5. What -would you suggest to further reduce hospital stay without impairing 
care? Continuing and additional emphasis on discharging patients when maxi- 
mum hospital benefits obtained. 

6. What is needed to improve turnover of patients? Continuous evaluation of 
— care to insure quality of medical practice and discharge at earliest practical 

me. 

IV. Waiting lists 


1. Number of eligible applicants — hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA ns 
hospitals |hospi 


33427 O—598——_97 


Hemorrhoi 2 
0 
10 
3 
0 


1514 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


a: Sow many patients are scheduled for admission subsequent to January 12, 
1 

3. What system do you use for scheduling admissions from the waiting list? 
Admissions are scheduled under priority system established under authority of 
circular No. 18, dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 79. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Patients reportin 
as a result of call from local doctor stating veteran has an emergent clinical 
condition requiring immediate admission, or cases reporting to hospital without 
previous contact and in need of bona fide emergency medical attention. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 3,641; approved, 2,703; rejected, 938. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time em- 


ployees as of December 31, 1956, and 1958. Distribute common service employ- 
. ment to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
‘ from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 20.3 22.7 +2.4 
3. Physicians, residents and interns................._.. 12.7 9.5 —3.2 
4. Physicians, consultants and attendings.......__.___. 10.1 10.4 +.3 
8. Therapists and technicians !_.__..___...-...-.-_..__- 43.0 37.0 —6.0 
10. Office of manager, personnel, and fimance------_-.___- 18.8 19.0 +.2 
12. Other food-service employees... 83.0 80.0 —3.0 

14. tenance (exclu - 
15, Engineering operations (excluding laundry) - -------- 27.0 28.0 +10 


iin medicine, dent , laboratory, X-ray. 
2? VARO- Siac eek ee 1957; combined staffs reduced from 28 to 23. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... _......_- 68 65 
Average payment per consultant or attending !____.___._____- $33. 79 $34. 69 . 50 
Total amount to all consultants and attendings !__._____. $89, 851 $88, 205 $89, 000 
$120 $150 $150 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 


ment were increase 


Category Full time Part time 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The constant reevaluation of medical and surgical techniques and drugs which is 

oing on in the research laboratory is of great benefit to the veteran. The 
pom. opment of new techniques under standardized conditions which a laboratory 
affords benefits not only the veteran but the general population as well. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2: Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. | SE 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- =. With insurance ! 
Eligibility category patients | culosis a 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
us 
112 7 4 1 5 95 
(6) For treatment of a service-connected 
215 2 1 x x x 
(c) For treatment of a non-service-con- 
397 5 3 1 5 83 
(1) Patient has compensable serv- 
ice-connected disability 0 8 
(2) In receipt of VA pension. 32 3 29 


! Any form of prepayment insurance. 


12 service-connected medical and surgical cases. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: None. 

Number of patients in (a) whose employer had advised the hospital that 

the patients were entitled to full care elsewhere for the indistrual disease or 
injury at no expense to the veteran: None. 
_ 3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Collections follow procedure established by interim issue 10-424, 
dated May 3, 1957. Estimated cost of the collection program, 1958, is $2,300. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


85 545. 85 


aS Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the rgogs aw’ of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Veteran is questioned as to 
financial status, estimates of comparable stay in civilian hospital is given, and 
veteran makes his own decision as to ability to pay. 

8. In your opinion are there abuses of non-service-connected care? At this 
hospital, it is believed such abuses are held to an absolute minimum. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) A daily patient load. ........... 488 489 484 491 488 
(6) Full- (0) (0) 700 693 682 
COsT? 
Fiscal year— 
= 1955 1956 1957 1958 1959 
(estimated) 
(©) $3, 731, 735 | $3, 878,693 | $3,855,248 | $4,201,836 | $4, 480, 207 
(d@) Salaries of staff 3,001. 324 | 3,126,720 | 3,115,260 | 3,419,226 | 3, 504, 297 
e) Patient travel. ....................... j 35, 213 40, 412 45, 779 47, 051 
tan concnncchaccee 15, 230 16, 625 16, 522 19, 625 19, 789 
Utilities (gas, coal, water, etc.) ..._.... 114, 533 116, 632 117, 077 128, 746 127, 752 
202, 977 190, 330 187, 080 194, 544 194, 540 
i) Drugs and medicines... ...........--- 109, 840 106, 800 98, 873 138, 136 122,771 
) Medical and dental supplies...... 97, 334 93, 798 103, 614 120, 289 
il 117, 939 134, 022 124, 220 116, 993 4 214, 503 
(m) Cost per discharged 771 771 720 796 
! Not available 


Adjusted foe commen services: “ 
sis accounts. 
4 Increase due to contract laundry service. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Barely acceptable. Additions are needed 
for hospital aids to increase bedside care; some extra technician personnel to 
provide more prompt service, certain equipment items for better care and to 
eliminate safety hazards (explosion-proof portable X-ray), etc. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Do not feel it influences 
length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? Yes, with other 

A hospitals as well as civil hospitals. About equal to VA hospitals as a whole 
but are below civilian hospitals in staffing. It is felt that comparisons are appro- 
priate. An increase in primary fund allocation to bring personnel up to par with 
civilian hospitals. Yes. 

5. (a) What isthe aoa raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.075. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.929. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Thirty-five percent of patients are on some type of modified diet, such as 
salt restricted, soft, bland, liquid, reduction, diabetic, low or high protein, acid ash 
and/or various other types of modified diets which require special foods and 
preparation. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 12 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housekeeping quarters are extremely important in recruitment of interns 
and residents. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None at present. 

(d) Could cost of such quarters be a lucrative investment? Income should 
provide for maintenance and amortization costs only. From service and recruit- 
ment standpoints, the return is inestimable. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $7,500,000 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. ublic law pay increases. Revision 
of wage scales for wage pay personnel. Reallocation of position grades. General 
commodity cost increases. Conversion of laundry services to private commercial 
contract. Effect has been to increase per diem eost of operation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (a) Each operating official participates in the distribution of 
the primary fund allocation and is responsible for maintaining cost control records 
of his allocation. Operating chiefs instructed as to their fiscal liability for anti- 
deficiency spending. (b) peated discussions at staff meetings. (c) Unan- 
nounced audits by fiscal division at cost-control levels. (d) Every year the 
manager has conferences with all supervisors and discusses the budget for the 
coming year. During the year, at least quarterly, other supervisor meetings are 
conducted by the manager with the budget as a major item of the agenda. (e) 
Active work simplification and incentive awards programs are conducted at this 
station and management solicits ideas for more efficient operation in all areas. 

10. Laundry service: 

naghet was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number 


Note.—V A-operated laundry, Jan. 1 through Sept. 30, 1958; commercial, Oct. 1 through Dec. 31, 1958. 
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(b) What was the cost of laundry service during the last 6 months of calendar 

ear 1958? (All stations other than NP hospitals will report costs separately to 
nclude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu e of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs ——— to Federal laundries, 
excluding memorandum accounts: Per piece (3 months, July, August, and 
geil $0.049; per pound, $0.066. 

mire costs computed on basis of commercial operation, including 
memorandum accounts: Per piece (3 months, October, November, and De- 
cember), $0.09; per pound, $0.12. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: This station initiated contract laundry services on October 
1, 1958. The quality of the finished product has been very good and in 
accordance with VA contract and comparable to the 7, and in some 
respects exceeds that formerly rendered by our VA laun 0 

(2) Timeliness: Linen is returned within 24 hours or less and uniforms 
within 48 hours or less. This delivery is the same as experienced in the 
operation of our VA laundry. 

(3) Cost: Terminal pay of separated _— ees not considered. First 
quarter fiscal year 1959 laundry costs $28,005.43, compared to second 

uarter of $42,034.44. Costs computed in accordance with interim issue 
ONTRA-112, dated June 25, 1958. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? Yes. 
Linen inventory has been increased $5,888.60. Increase was made necessary by 
the change in pickup of soiled linen and delivery of clean linen. Linen quantities 
have been established and laundry bags now carry smaller quantities. This 
results in a portion of soiled linen remaining in sorting room. Inventory increase 
was necessary in order to avoid shortages that could not be po rin Purchase 
of additional laundry bags was necessary since all linen, blankets, pillows, etc., 
are now bagged. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not ape hospitalization, etc.? Average daily patient load — se 
is not considered in either admission or discharge of patients. Their clinical 
condition alone is determining factor. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None due to seasonal factors 
which has a direct bearing on bed occupancy. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? BOC program is in effect here but bed occu- 
pancy is determined on actual patient need and to insure flexibility of beds plus 
maximum care. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $5,916.18. 

(2) Visits to hospitals by patients on CBOC status: 651. 

(3) Cost per visit: $9.09. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. , 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Central office in- 
structions necessary to maintain uniform administrative control. Cite examples: 
(1) Decentralization of incentive awards pro am. (2) Decentralization of 
authority to the manager to change organization below division and service level. 
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(3) Consolidation of allotment restriction which gives the manager more discre- 
tion in use of funds. (4) Elimination of personnel ceilings. 
(b) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were fol- 
lowed? Paramount interest was in good practical administration. 

(3) How was the internal audit valuable to your hospital? Valuable sug- 
gestions for more efficient operations were recommended and placed in effect. 
Affords an opportunity for constructive discussions of many factors relative 
to procedure, workload, etc., of a more or less local nature. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Primary benefits largely in medical administra- 
tion. Medical practice cannot be properly evaluated on a numerical scale; it 
depends upon personal knowledge of the individual’s total condition. A well 
qualified group of consultants can render a much more satisfactory service on 
individual basis as requested than on assigned professional medical audit group 
in the professional care of patient. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Very helpful. Many fine suggestions are made by area office personnel. 

(2) Of what value would you think these visits are to VACO? Area office 
visits to field stations keep central office informed of the status of the various 
programs at field stations through the written reports forwarded. 

(3) Would less frequent visits be more useful? Visits are made normally 
on a once-a-year basis and less-frequent visits would not be desirable or 

roductive. Two visits of shorter duration each year would have some 
enefits over the current once-a-year schedule. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? Phe management development program at this 
station is directed especially toward making better employees in their present 
position and developing employees for more responsible positions. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 

scheduled at this station? No projects scheduled because new hospital scheduled 
‘to be constructed under project No. 41-5253 within next 3 years. 

Not programed, or under consideration for fiscal year 1962: No projects sched- 
uled because new hospital scheduled to be constructed under project No. 41-5253 
within next 3 years. 

XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Description Amount 
Repair roofs with halcolastic roof patching material and then spraying with an asphaltic roof 


' Current roofing has been in service for 15 years. Above p is much less expensive than new roofing 
and will extend life of old roofing until new hospital is available in 1962(?). Previous allocation was not 
— to complete the roofing job. (Funds to complete the above will be requested for the next fiscal 


(b) In addition, list those items deferred due to lack of funds which in your 
Opinion will result in further deterioration of property because of such deferral: 
ondensate line replacement, $12,000. There were no other items deferred due 
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to lack of funds. However, the amounts in item 1(a) were found to be inadequate 
due to marked deterioration over the past 2 or 3 years. Additional funds to com- 
plete these items are being sought in fiscal year 1960. Funds are for emergency 
replacements only as erosion leaks develop and replacement required. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and ney 
excluding cost of replacing or adding new fixed equipment: None. ormal 
maintenance should suffice until new hospital is constructed as projected in 
calendar year 1962. 

(b) Minor betterments costing less than $2,000, excluding equipment: None, 
Normal maintenance should suffice until new hospital is constructed as projected 
in calendar year 1962. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
X-ray machine (deferred from fiscal year 1959) $8, 0% 
X-ray machine, portable (deferred from fiscal year 1959)__..........-......-..-.---.--..-.-- 6, 000 


Note.—These machines would be usable in the new hospital. 


3. What, in your opinion, are the most pressing needs in your installation? Our 
most pressing need is for additional personnel and the replacement of obsolete 
equipment in patient-care areas which would require an increase in our primary 
fund allocation. 


AMARILLO, TEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Amarillo, Tex. 
Type of services: Type of hospital: G.M. & 8. 
ame, qualifications, and tenure of— 
(a) Manager: Charles 8. Bushnell, American College of Hospital Adminis- 
trators, April 1952. 
(b) istant manager: None. 
(ec) Director, professional services: H. T. Ivey, M.D., May 1952. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB i. Neuro- | G.M. &8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 ee bed not required for Ese 
rent o plan regard. 
9. Patients 144 10 22 
10. Average daily patient load for 12 
months ending Dec. 31, 1958......... 130 2 9 14 eee 


operatin 
verted t 
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II. Bed capacity and patient load—Continued 


Hospitals—Type of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
61 1 4 8 
(0) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
maining Jan. 10, 1957._...... 52 1 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit pie * haaginy 0 0 0 0 
15. Number of patients on trial-visit status as o . 31- 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 984 1, 908 1, 956 
1, 833 1, 759 1,813 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1988: 
(a) G.M. & S. hospitals: Average stay for G.M. & 8. patients, 23.13 days. 
_ 2. For G.M. & 8S. hospitals only: Give the average number of days of hospital- 
_ ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
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patients admitted for the surgery indicated; exclude the experience of an tients 
with multiple-treated conditions): ff 4 


A 
Cases iengthot 
stay 

ne 1 72.0 

Subtotal gastrectomy for duodenal ulcer--.._..............-...-...---.--...- 0 0 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Schedule patients for admission on days of consultants’ visits. Also 
schedule for days prior to operation. 

(6) What improvements have you made since your last report to this com- 
mittee? None. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) There were no 
instances noted which involved administrative delays in discharge. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Many patients requesting hos- 
pital admission for infirmities of old age. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? None since 
patients are immediately discharged when no further hospital care is needed. 

(b) What effect would such a program have on your cost of operation? Out- 
patient treatment would require a marked increase in budget for drugs and in 
personnel—doctors, nurses, etc. 

5. What would you suggest to further reduce hospital stay without impairing 
eare? Provide hospitals for intermediate-t care. 

6. What is needed to improve turnover of patients? Continually emphasize at 
staff meetings the necessity of discharging patients as soon as hospital treatment 
is completed. Patients awaiting prosthesis may be given leave of absence. 


IV. Waiting lists 


1. Number of eligible applicants not I i hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total pom 
” Total In non-VA | Not yet 
hospitals |hospitalized 
1, Total applicants: G.M. & 59 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? None. 

3. What system do you use for scheduling admissions from the waiting OT 
When appropriate, waiting lists are maintained for medical, surgical, T, 
and orthopedic cases. Applications by mail are reviewed by the director, pro- 
fessional services. Veterans applying in person are examined by the admission 
physician. All applicants are classified either emergent, urgent, or general from 
the medical standpoint. Emergent cases are admitted immediately. Ordinarily, 
group I, II, and III applicants are admitted without placement on the waiting 
ist. Applicants in priority groups IV through IX are placed on the waiting list 
when necessary. Each priority group is divided into an urgent and general 
category. Within each of these categories, applications are filed chronologically. 
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Applicants are authorized admission from the highest priority group and category 


beginning with the oldest application. 


authorized admission when there is an applicant in a higher priorit 


regardless of whether the case is in the urgent or general category. 
are normally scheduled 5 to 7 days in advance. 
4. In addition to the persons chy eo in reply to questions 1 and 2, above, 


how many additional persons were 
potential admissions? None. 


No applicant in a lower priority group is 


group. 
Admissions 


nown to you on January 12, 1959, who were 


5. Are patients admitted without placement on the waiting lists? If the answer 


is ““Yes’’ please describe the circumstances? 


Yes. 


waiting list or waiting lists only for certain types of 


lists are maintained, only applicants that 


once. 


are decla 


On occasions we have no 


tients. When waiting 
medical emergencies or 
those in a priority group higher than anyone on the waiting list are admitted at 


6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,476; approved, 1,233; rejected, 243. 


V. Hospital staff 


yw full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (— 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
1. died 181.2 180. 4 -0.8 
2. Physicians, full- and part-time. 9.0 9.5 +.5 
4. Physicians, consultants and attendings.._.-........-. 26 3.3 +.7 
8. Therapists and technicians 9.0 
10. Office of manager, personnel, and finance... 9.0 8.0 -LO 
12. Other food-service employees... 21.0 , 
14. Engi maintenance (excluding laundry) ---.--- 7.0 6.0 -LO 
15. Engineering operations (excluding laundry) - -----..- 20.0 18.0 —20 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member-employees as of January 12, 1959: None. 


20. What was number of gua 


s on duty December 31, 1958? 4. 


21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


None. 
(6) Number of 


dustrial therapy: None. 


ee discharged during past 3 months who were given in- 


(c) Average days of hospitalization of patients reported in (b): None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. - .......... 15 16 18 
Average payment pet consultant or attending !___.._._______- $47 $41 
amount to all consultants and attendings !___._---- $27,715 $28, 468 893 


' Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time | Part time / Consultants, 
attendings 
1 Internal medicine. 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? It is recognized that research and education 
are the cornerstone of modern medical programs. Our geographical location is 
not near a medical school. Without affiliation with a medical school, such a 
program would be of doubtful value. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 
and 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
not ex- 
(6) For treatment of a service-connected . 
(©) For treatment of a non-service-| | # =| | |. 
(1) Patient has compensable 


1 Any form of prepayment insurance. 


Note.—If a patient recei care for a non-service-connected disabilit reported in more then 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or Sans injury: None. 

b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes fone fe since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Veterans coming within the scope of the reimbursement program are 
interviewed at time of admission and requested to sign VA Form 10-2381: Power of 
Attorney and Agreement. Insurance companies, employers, or third parties, are 
notified of patient’s admission within 24 hours. ospital liens are filed with 
county clerks when appropriate. Cases are referred to the chief attorney before 
closure unless he has previously instructed us to take other action in regard to the 
particular company involved. If proper notification is received from the ee 
or insurance carrier in industrial accident cases that proper care is available e 
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where at no expense to the veteran, he is requested to avail himself of such care 
if medically feasible. Estimated cost of the collection program during 1958 was 
$1,230.97. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


Amount billed_....--..----..--------------+---------------+-+-+--------++-- $46, 833. 62 $90, 786. 61 
Amount collected........-------------------------------------------=---- 2, 883. 17 9, 485. 91 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 
Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Non-service-connected veteran 
applicants are given the estimated cost of their care by the admission physician 
when they are examined. They are informed that this information is furnished 
to help them decide whether or not they are able to pay the necessary costs of 
hospitalization. 

8. In your opinion are there abuses of non-service-connected care? None to 
my knowledge. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load._........-- 117.0 130.0 132.0 130.0 130 
(6) Full-time equivalent staff____________ 186. 2 182.1 181.1 178.3 181 
() Total cost !................ $1, 002, 926 | $1, 057, 131 | $1,078, 567 | $1, 202,838 ! $1,247, 647 
(d) Salaries of staff *....................-- 794, 133 822, 485 833, 151 300 1, 012, 904 
(e) Patient travel _......... 11, 629 11, 342 11, 465 ll, 415 13, 400 
(f) Communications .__....._.._...-...- 4, 4, 390 5,016 5, 320 
) Utilities (gas, coal, water, etc.)...____- 18, 056 17, 226 18, 061 17, 396 17, 450 
) Paw f 50, 691 53, 840 54, 863 56, 572 56, 385 
(i) Drug and medicines ..............--. 19, 741 27, 314 26, 302 29, 051 26, 509 
(j) Medical and dental supplies. __._____- 14, 113 18, 752 15, 824 17, 306 16, 804 

(k) Asset acquisitions including equip- 
17, 452 34, 600 28, 987 23, 121 6, 363 
72, 588 67, 173 84, 898 121, 443 92, 422 
(m) Cost per discharged patient __...____. 436 504 586 593 


522 
' Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. For our current average daily 
patient load; however, a very small increase in average daily patient load would 
result in a lower standard of medical care without an appreciable increase in 
primary fund allocation. Our present standard of nursing care is minimal and 
— eery fund allocation should be increased to permit four additional regis- 
tered nurses and one nurse’s aid. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? It has no effect 
upon our patients’ length of stay. 

Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards with other hospitals mean very little. They are mostly statistical and 
are really meaningless without additional physical characteristics and knowledge. 

5. (a) What is the —_ raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.123. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.004. 

() If all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration. 

: @ As of December 31, 1958, give the number of vacant quarters for person- 
nel: None. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Adequate and substantial housekeeping quarters would be quite important 
in maintaining or recruiting of staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? A separate manager’s quarters and two staff duplexes. 

(d) Could cost of such quarters be a lucrative investment? I don’t believe 
they could be considered a lucrative investment; however, they would be a 
good and beneficial investment to the station. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $3,125,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The increase of all operating expenses: 
salaries, drugs, medicine, food, utilities, maintenance and repair, equipment 
replacements. The effect of these factors: Primary fund allocations have not kept 
pace with the increases. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Direct allocation of funds to each using division head within 
the hospital has made everyone cost conscious at this station. 

10. undry service: 

(a) aa was the utilization of laundry per patient per day during calendar 
year 19 


Total Number 
number 


300, 493 6. 332 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and ey maintenance, utilities, supplies, etc., as well as perso 
services, and which were instituted for the purpose of making VA laundry opera- 


tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) Excluding memorandum cost 
accounts, $8,900.96; including memorandum cost accounts, $14,054.99. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.130; per pound, $0.174. - ; 
(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
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contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Good. 

(2) Timeliness: Satisfactory. 

(3) Cost: Satisfactory. 

(4) Other: None. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? It is of no import at this 
station. Turnover rate is among the highest. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. This condition has never 
existed at this station. 

13. (a) If CBOC program could he explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? one. The program has made no ——— 
difference in our turnover rate, bed utilization, length of stay, or number of pa- 
tients on leave of absence. The medical staff feels, however, that the patients 
receive better and more complete care than ever. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,263.63. 
(2) Visits to hospitals by patients on CBOC status: 320. 
(3) Cost per visit: $7.07. — 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more deaniretaed operational authority 
to carry out his responsi‘ilities for operations. Has the decentralization heen 
more increased than diminished? By what methods? Cite examples. There 
are many programs within the Department of Medicine and Surgery. Each pro- 
gram director is vitally concerned with his own program, and each one tries to 
impress upon the hospital manager the necessity of expanding his program with- 
out consideration of budgetary limitations. 

w (b) Has your hospital had an internal audit of its administrative operations? 

0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernmental sources or VACO? Or 
be conducted by a joint team? Since acceptable standards of medical care vary 
greatly, a fair professional medical audit made by VACO, who sets the policies 
could determine if each hospital was rendering acceptable standards of medical 
care. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
A certain degree of supervision is desired and necessary. Some supervisory 
visits are helpful, and others are not. 

(2) Of what value would you think these visits are to VACO? They 
should have some value to VACO to compensate for the time to read and 
digest the voluminous reports. 

(3) Would less frequent visits be more useful? I believe fewer visits 
would accomplish as much good. 

_ (e) Have directives, circulars, manuals, etc., recentralized operational author- 
ity to ~ { great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 


2. Is the management development program directed toward making good 
employees or good managers? Both. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1959 | Flame failure safety 


Not programed, or under consideration for fiscal year 1962: Medical waste 
incinerator, $2,500. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Modification of elevators Nos. 1, 2, and = 
Replacement of air conditioning, surgery _.-.-.............---....---.--.--..---------------- 16, 000 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
of 220-volt, 3-phase, electrical circuit, dietetic service, building No. 4.-- 3, 000 
Painting building interiors and all exterior window frames, building Nos. 1 and 4........... 11, 000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: Resurfacing station 
roadway and hard standing areas, $3,750. 

(b) Minor betterments costing less than $2,000, excluding agement Replace- 
erg relief valves and steam traps to hospital steam distribution system, 

,413. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


telephone switchboard, fire alarm $7, 800 
Replacement of sodium zeolite water softeners... 17, 500 


3. What, in your opinion, are the most pressing needs in your installation? A 
primary fund allocation that will permit sufficient personnel to render a higher 
type of. medical care to our patients. Our nursing service is extremely tight and 
for minimal care additional registered nurses are required. This view is sh 
by our director, professional services, and our chiefs of medicine and surgery. 
A better coverage in our admission office would be desirable in order that the officer 
of the day would have more time for direct patient care rather than administrative 
admission matters. I am mindful of the fact that a small hospital has a higher 
per diem cost per Pete in comparison with larger hospitals. Also, that the 
smaller hospital offers only very limited programs and then at unusually high 
costs. However, I believe a small hospital that serves its veteran community 
well should not be stymied by a primary fund allocation that offers it only 4 
meager existence. Its funding should enable the small hospital to employ well- 
trained physicians in preference to those not so well trained and other adequately 
trained personnel. 
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BIG SPRING, TEX. 


I. General T 


Name of hospital: Veterans’ Administration Hospital No. 5207. 

City and State: Big Spring, Tex. 

Type of services: Type of hospital, G.M. & S.; NP, yes; domicile, no; formal 

outpatient clinic, no. 

ame qualifications, and tenure of— 

(a) Manager: J J. H. Friedlander, M.D., chief grade, permanent D.M. & §. 
appointment. 

tb) Assistant manager: William H. Lyon, GS-13, civil service career status. 

(c) Director, professional services: Dr. J. H. Friedlander, MARAE, is. also 
director, professional services. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining 239 1 31 10 
10. Average daily patient load for 12 
months ending Dec. 31, 226 1 30 9 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0 te of total patients re- 
maining (line 56.4 100.0 90.3 50.0 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining Jan. 10, 1957_....... 83.7 61.6. 
USE OF TRIAL VISIT 
Calendar 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit heme year... None ll 6 6 
15. Number of patients on trial-visit status Dec. 31 None 6 5 3 


33427—59——98 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 275 2,477 2, 462 
2,014 2, 189 2, 201 


‘(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: There are no significant 
trends demonstrated in these comparison figures except for the consistency of the 
discharge rate. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 


operating plan? .. None. 
; III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. vps sae Average stay for G.M. & 8. patients 27 days. - 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer. ll 18 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We have an established length-of-stay committee composed of medical 
and medical administrative members who periodically examine records of dis- 
charged patients and analyze these records to determine if there are any medical 
and/or administrative practices which might contribute to an excessive length of 
stay. Through periodic conferences of this committee, corrective action if indi- 
eated is taken. Length-of-stay statistics in all patient categories is maintained 
for comparison and control purposes. 

(6) What improvements have you made since your last report to this com- 
mittee? The activity of the length-of-stay committee has remained constant. 
Length of stay is a matter which is kept before the medical staff at all times for 
consideration in determining methods of reducing length of stay and to eliminate 
unwarranted hospital stay. 

(ce) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (if so, describe). -There is a noticeable 
increase in length of stay in some categories requiring the services of consultants, 
who visit once weekly. Efforts are made to coordinate admission of such patients 
with-the visit of the-consultant. 

(d) Are there any identifiable differences in the characteristics of patients, 0 
their requirements for care, which have affected length of stay or which may 
of importance in the future? (If so, describe.) There is an unmistakable trend 
to the chronic, long-term patient. The percentage of such patients is steadily 
increasing. This necessitates additional nursing care and intensive physical 
medicine and rehabilitation programs. This is a more expensive operation than 
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the usual general medical and surgical case and will probably continue to increase 


in the future. ; 
pe a) What would be the effect on length of stay if you were able to provide 


par follow-up care, as needed, on an outpatient basis? At this particular. 
os 


pital the patient may live as far away as 350 miles. Outpatient treatment in 


that case is impractical. For patients who are local residents outpatient care 


would cut leaves of absence, but these patients are in a minorit 


(b) What effect would such a program have on your cost of. operation? Our 


cost of operations would increase since we would have to activate an outpatient 
department with its attendant staffing and equipping. This procedure would only 
save money if regional office medical functions were taken over. | i c 
5. What would you suggest to further reduce hospital stay without impairing 
care? With the influx of the long-term patient, any saving in hospital stay to be 
significant would have to involve this type of patient. Concentrating, therefore, 
on rehabilitation of these patients offers the best line of approach. To reduce a 
hemorrhoidectomy from 5 days to 4 would have little appreciable effect on length- 
of-stay statistics. 
6. What is needed to improve turnover of patients? (1) Full staffing of ancillary 
medical personnel including laboratory and physical medicine and rehabilitation; 
2) additional consultant coverage in all specialties; and (3) additional administra- 
tive personnel to prevent delays in processing of patients due to shortage of 
clerical personnel. 
IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total | connected 
Total In non-VA}| Not yet 
hospitals | hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 18. 

3. What system do you use for scheduling admissions from the waiting list? 
Applications are placed on the waiting list by type of patient and are classified as 
urgent or routine by a medical determination of the need for hospitalization. 
These applications are then placed in the established priority groups and admis- 
sions are authorized by the urgent and routine classification by priority group in 
accordance with the availability of beds for the type of patients. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances: Applicants determined to be bona fide 
medical emergencies and eligible veterans requiring hospitalization for treatment 
of service-connected conditions are admitted without referring to waiting lists. 
Also, nonbed occupants requiring rehospitalization for further treatment of the 
— for which they were placed on CBOC status are not placed on the waiting 
ist. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,776; approved, 1,520; rejected, 256. 


| 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of Besertiber 31, 1956, and 1958. Distribute common service to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Pests (+) or 
from 1956 
Dee. 31, 1956 | Dae 31, 1958 to 1958 
1. Total__- wt 262.0 269.7 +7.7 
2. Physicians, full- and part-time. 7.0 10.0 
3. Physicians, residents and interns.___....-.........-- 0 0 te 
4. Physicians, consultants and 21 1.7 
2.0 2.0 0 
Nurses__..._. 36. 6 40.0 +3.4 
8. Therapists and technicians ! 12.0 14.0 +2.0 
10. Office of manager, personnel and finance. _.......... 14.0 12.0 —2.0 
12. Other food-service employ sa 38.0 38.0 6 
14, Engineering maintenance (excluding laundry) 19.0 18.0 
15. Engineering operations (excluding laundry) -._-.....- 12.0 14.0 2.0 
17.8 5.0 5.0 0 
18. other staff 46.3 47.0 +.7 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was the number of guards on duty December 31, 1958? 4. 

21. (a) a of patients on January 12, 1959, who are in industrial therapy 

rogram: 15. 

" (b) Number of patients discharged during past 3 months who were given 
industrial therapy: 2. 

(c) Average days of hospitalization of patients reported in (6): 73.5. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959! 
Number of different persons who provided service. ........... 1 ll 10 
Average payment consultant or attending ?_______.__...- a $2, 666. 50 $2, 390 $1, 163 
Total amount paid to all consultants and attendings ?___.._... $26, 665. 00 $26, 290 $11, 630 


1 Data for Ist and 2d quarters, fiscal 1959 (July 1 to Dec. 31, 1958). 


25. What categories of employees would be recruited if the primary fund al- 


lotment were incr 


Category Full time Part time | Consultants, 

attendings 
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VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operaticn of your patient care program by the 
presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? here is a well-known axiom that hospitals 
with approved research programs and competent personnel give better medical 
care to the veteran patient than those hospitals which have neither. 


VII. Bligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All — With insurance ! 
Eligibility category patien 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 


(c) For treatment of a non-service-con- 

(1) Patient has compensab 

service-connected disability - 7 
) In receipt of VA pension. = 3 
In hospital more 30 days... 5 8 


1 Any form of prepayment insurance. 


Nore.—if a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission‘ indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

db) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial aataee or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
agua 1958.) Notification of admission and intent to attempt to secure benefits 

sent to insurance carriers, employers, Industrial Accident , etc., immedi- 
ately following admission. At time of discharge, or at the end of 30 days, a 
statement of charges is prepared and forwarded. All concerned are kept cur- 
rently advised by copies of statements or letters. Since our last report, statement 
of charges are based on the current planned per diem rate for the number of days 
hospitalized; except, when itemized statements are requested, the cost of room 
and board is computed on a rate established as an average of such cost in the 
local community. Assistance of the chief attorney is solicited for collection in 
certain cases. Also hospital liens are filed and cases coordinated with Industrial 
Accident Board to assure collection of applicable benefits awaraed by court 
action or Industrial Accident Board decisions. The estimated cost of the col- 
lection program for calendar year 1958 was $1,318. 


4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 


| 
b) For treatment of a service-connected | 
| 
| 
| 
1 
| 
884 
3, 979 
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5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & §. care required before oath is signed? The veteran is privately advised 
of the estimated cost of hospitalization in a non-VA hospital following examination 
by the admitting physician. He is then given the ener to consider whether 
or not he is able to F deste costs of hospitalization. hese cost estimates are based 
on per diem charges in non-VA hospitals in the area served by this hospital, 
together with estimated length of stay and cost of medication and/or surgical 
procedures indicated by the admitting physician. 

8. In your opinion are there abuses of non-service-connected care? Not to my 
knowledge. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War 21 79 100 
then use 4 96 100 
American Wear. 0 100 100 
All patients_._.._. 13 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? ‘ 


Fiscal year— 
Item 
1955 1956 1957 _ 1988 1959 
(estimated) 
a) Average daily patient load_.....- 158.0 216.0 225.0| 226.0 222.0 
Full-time 2S 219.3 259. 6 262.8 267.5 270.6 
© Total cost ! $1, 172, 720.| $1, 408, 646 | $1, 452, 855 | $1,633,410 | $1, 733, 734 
Salaries of staff ?_ 411 | 1,073,334} 1,103,879 | 1,271,937 1,386, 787 
Patient travel 21, 009 20, 242 21,234 19, 828 
), Communications. .......---.-..---... 7, 374 7,220}, 7,941 6, 980 7, 905 
i Utilities (gas, coal, water, etc.)......-- 39, 000 42, 370 41, 662 42, 978 45, 426 
aw foods. _.....-- 68, 535 90, 915 97, 409 97, 027 
Drugs and medicines... ..........-.-. 40, 444 57, 708 65, 874 63, 319 
M and dental supplies. ......... 19, 279 24, 656 26, 553 29, 259 28, 164 
‘(k) Asset acquisitions including equip- 
ment_____ 8, 297 13, 474 28, 645 27, 270 13, 007 
@ other 82, 764 5, 239 68, 178 70, 469 72,271 
(m) Cost per discharged patient_.........- 506 449 476 534 565 
- | Adjusted for common services: Show all costs to nearest dollar of actual cost. i 
all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. Primary fund allocation is sufficient 
to provide an acceptable standard of medical care except that such activities as 
maifitenance, repair, and ‘replacement of major equipment have suffered in this 
fiscal year due to budgetary inadequacies. here has been no budgetary allow- 
ance made for replacement for equipment, maintenance, and repair. Such equip- 
ment, maintenance, and repair projects accomplished were done only because of 
unforeseen savings in personal services. : 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Primary fund allocation 
‘based on average daily patient load is an unrealistic method on which to base 
allotment of funds. e is a tendency for increasing the patient length of stay 
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(although this has not been marked at this hospital) due to the fact that there is 
a danger of withdrawal of funds if the ayerage daily patient load falls below 
authorized limits. There are many other factors which must be used as a basis 
for allotment of funds, among which are (1) turnover; (2) number of seriously ill 
patients; (3) number of chronic long-term patients; (4) number of deaths; and 
(5) condition of major items of equipment. , } 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have avail- 
able comparison standards with other VA hospitals. Comparison with civilian 
hospitals is not appropriate since we have many activities generally not found in 
a civilian hospital. It is even questionable whether comparison with other VA 
hospitals is appropriate since many things must be taken into consideration such 
as: (1) Geography; (2) condition of pat (3) recruitability of employees; and 
(4) distance from teaching medical schools and hospitals. 

5. (a) What is the average raw-food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.061. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.916. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration with the exception of those patients 
on special diets. Selective menus are available with the cost generally identical 
for all selections. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The paucity of quarters on the station has resulted in extreme difficulty 
in recruitment of personnel, particularly since quarters suitable for our people are 
practically unobtainable in the community. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? A unit consisting of 4 apartments and 2 duplexes would be of inesti- 
mable value in recruiting of scarce category personnel. a 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost?. $7,968,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increase in the number of antibiotics 
has caused an increase in the cost of drugs. Personal-service costs increased 
$121,919 during this fiscal year as follows: (1) Classification Act and title 38, 
United States Code, increase $92,560; (2) wage-rate increases $22,252 (effective 
September 7, 1958); and (3) regular and periodie within-grade promotions and 
those resulting from revising classification standards $7,107. 

’ There have been substantial increases in the cost of replacing equipment. As 
the age of our plant.exceeds the present ninth_year of operation, maintenance, and 
repair costs will continue to increase. Advances in medical science poses the 
requirement of replacing certain of our present equipment with more costly types 
in the future. 

_ An increase in the number of seriously ill and chronic patients has resulted in 
increased costs for medical supplies, blood, oxygen, as well as an inerease in the 
cost of personnel since more personnel are needed to care for this type of patient 
than the usual hospital patient. It is anticipated that costs of contraet burials 
may increase as much as 60 percent in the next 5 years, taking into account in- 
per age of the veteran population and possible increases in burial contract’ 
ra 


' Examples of other increases: (1) Forms, 20 percent; (2) utilities, 20 percent 
increase in water rates or $1,970, fiscal year 1959; (3) armored copper cable, 18 
percent; (4) glassware washer, 8 percent; (5) air-conditioning parts, 33° percent; 
(6) future replacement of fiscal-posting equipment, original acquisition” value 
$2,680; new model with card-punch attachment, $8,660; (7) food costs which have 
increased a minimum of 10 percent; and (8) last increase for telephone ‘service, 
$1,344 annually. ; 

9. What internal programs’ have you developed to engender cost consciousness 
at your station? Decentralization of budget responsibility to (22) control points 
has focused attention to the problems of costs and continued rising prices. In 
addition, budget and cost problems as well as manpower utilization and hospital 
methods receive timely review through our (a) personnel control board; (b) meet- 
ings of professional and administrative staff; (c) budget committee; (d) employee 
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awards program (e) scheduled reviews and appraisals of activities; and 
work simplification, In addition, this hospital’s internal program of reports and 
statistics keeps management informed on various phases of hospital operations 
that have manpower and cost implications. Usage and costs of drugs are re- 
viewed at regular meetings of the therapeutic committee and overtime and holi- 
day-pay costs are reviewed with the concerned departments. Members of our 
middle management committee (supervisors’ council) have participated in work 
methods and management studies and accomplishments of this kind are recognized 
in this hospital’s career development and merit promotion programs. Work 
methods are also included in this hospital’s training program. 

Benefits through work simplification during fiscal year 1958 included savings 
of 2,927 man-hours and $1,215 savings in materials and supplies. Benefits during 
first half of fiscal year 1959 were savings of 660 man-hours annually. Examples 
are: (a) Redistribution of duties to nursing assistants to provide more time for 
nurses to assume increased workload of purely professional nursing care; (6) reduc- 
tion of number of supply-issue books with less frequent ordering and reductions 
in clerical processing in supply and fiscal divisions; (c) increased efficiency through 
rearrangement and relocation of space, equipment, and supplies in various de- 
partments throughout the hospital; (d) improvements in dietetic service operations 
such as simplification of selecting and ordering diets, improved controls on ordering 
nourishments, rescheduling of employees, etc.; and (e) a number of improvements 
in medieal administrative procedures were accomplished by registrar division. 

Other improvements: (a) Introduction of selective menu ordering by patients 
to provide more attractive choice of menus and to reduce food waste; (b) use of 
station car and employee attendants to accomplish transfers of patients requiring 
specialized treatment to other hospitals, thereby reducing transportation costs; 
and (ce) Use of Treasury Department and American Hospital Association equip- 
ment obsolescence factors to provide a more orderly plan for replacement or 
repair of all types of equipment. Coincident with this we have a program of 
regularly scheduled inspections of equipment to anticipate and provide timely 
maintenance of all equipment. This hospital also has scheduled training sessions 
for personnel using office equipment and technical and medical equipment to 
provide familiarization in the principals of good usage and first echelon mainte- 
nance, 80 as to avoid neglect or misuse of equipment. 

10. Laundry service: 

Oo), bat was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number Patien' 


Pieces. 820, 833 10.0 
Pounds 600, 588 7.5 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pwigee of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
aya excluding memorandum accounts: Per piece, $0.045; per pound, 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.055; per pound, $0.074. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? There is an unavoidable tenden 
despite rigid controls to slow up turnover of patients and to have patients ad- 
mitted whose need for hospitalization is at times questionable. 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load ponent. of financing just to maintain an average daily 
patient load so funds would not. be withdrawn? None, since we are consistent] 
exceeding our authorized average daily patient load. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? This hospital has not fallen below our author- 
ized average daily patient load of 222 despite the CBOC program. 

(b) What was your estimated cost for this program during fiseal year 1958? 

(1) Total cost: $6,653. 
(2) Visits to hospitals by patients on CBOC status: 573. 
(3) Cost per visit: $11.61. 


IX. M 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples... It is my 
impression there has been a tendency toward recentralization in several areas. 
One area that comes to mind is the VA Circular 10-187 dated September 29, 
1958, which causes loss of flexibility in management since there is danger of hav- 
ing unspent salary funds withdrawn. Generally funds accumulate when there 
is a vacancy in a scarce category position. These funds are used with good 
effect for such things as maintenance and repair projects, initial equipment and 
replacement of equipment which otherwise the station would have to do without. 

(b) Has your hospital had an internal audit of its administrative operations? 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? No general administrative audit. has been done, but an exhaustive 
audit of the fiscal division was accomplished by central office Audit and 
Accounting Service from November 10, 1958, through November 21, 1958, 

(3) How was the internal audit. valuable to your hospital? The fiscal 
audit accomplished in this hospital was an excellent review in procedure 
which was beneficial to this hospital. 

(4) Were you pressured or es to adopt any impractical or inhib- 
itive operational changes as a result? No. 

_(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? An audit is feasible in such areas as surgery; 
I do not believe an adequate audit has been devised for a medical service. .The 
audit should be VACO since there appears to be considerable antagonism toward 
the VA by nongovernmental medical sources. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? A visit from qualified area personnel is usually helpful and depends 
a great deal upon the attitude of the area personnel making the visit. 

(2) Of what value would you think these visits are to VACO? This too 
depends on the personnel making the visit. If it is an objective report 
without personal bias, it should be of considerable value to central office. 

(3) Would less frequent visits be more useful? Visits from the area med- 
ical director’s office appear to coincide with the accumulation of travel 
funds within the area, thus making an increased number of visits possible in 
the fourth quarter. This is somewhat disconcerting. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? VA Circular 10-187 indicated a possibility 
that unspent salary funds might be subject to withdrawal. This hampered our 
lanning for use of these funds until such time as we could report these unspent 
unds and obtain clearance for their use elsewhere. 

2. Is the management development program directed toward making good 
employees or good managers? Good employees. 


| 


1538 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


year 
1959 | Modification of flame failure safety controls (3 boilers), appropriation 36X0108, 
A -conditioning system for patients’ recreation room, 2d floor, main building, 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Employees’ king lot extension and lighting (programed, $11, 500 
subject: Essential requirements for air-coo Cooteabeeae RCS 10-144, Aug. 7, 1958)___.- 700, 000 


XI. Maintenance 


. (a) List by description and amount of money involved each major item of 
secadesiton chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Divorce canteen exhaust system from general exhaust system to avoid deposits of grease and 

Completion of perimeter chain-link fence and gates_.._..............-..-.---.-.----------.- 1, 925. 65 
8 klers in occupational therapy and janitors’ storeroom_-__._......-......-...----------- 450. 00 

fajor elevator repairs (ths statlon did not have funds to clevaior maintenance con- 
Light standards for parking lot... 769. 00 
Major repairs, surgical air-conditioning 700. 00 


(b) In addition, list those items deferred due to lack of funds which in your 
_— will result in further deterioration of property because of such deferral. 

one 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 
1960. | Elevator maintenance contract (P.O.G,) !.......-..--.---...--.---------.-------- $3, 100 
be i 1960-61: Completion of exterior painting of main hospital building 2, 500 
1961 | Electro-rust-proofing survey of underground water and gas to determine need for 
cathodic protection against corrosion of lines (pending evaluation) _............- 1, 300 


1 Central office advised $1,851 to be provided for essential elevator repairs 4th quarter, fiscal 1959 or 
Ist quarter, fiscal year 1960; reference VA Circular 1 10-1, , ieee 


() Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 
1960 | Flame failure control system for medical-waste incinerator, fiscal ee $1, 200 
Modernization of 2 turntables for central radio ae (to be considered for general 
post fund project)... 600 


Pisa Amount 


M1 
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(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal * Description Amount 


1960 | Replacement of flake ice machine which serves all wards $2, 000 
1961 | Replacement of dishwasher in main patients’ dining room 3, 500 
Replace 5 gas ranges in housekeeping quarters. .-....-.- és 1, 500 
Replace 10 refrigerators in housekeeping quarters and in ward diet kitchens_..--.-- 2, 400 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) Sufficient primary fund allocation to support full employment including an 
adequate medical staff; (b) additional housekeeping quarters on the station; 
(c) complete central air conditioning of this hospital; and (d) refurbishing of 
patient recreation areas and dayrooms, 


BONHAM, TEX. 


I. General 

Name of hospital: VA Center. 

Street address: Lipscomb Drive and Ninth Street. 

City and State: Bonham, Tex. 
Pe Ag of services: Type of hospital, G.M. & S.; domicile, yes; formal outpatient 

inic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Charles A. Tosch, Jr.; eapeintes May 8, 1955; member, Ameri- 
ean College of Hospital Administrators; VA hospital administration since 1946. 

(b) Assistant manager: This small center does not have an assistant manager. 

(c) Director, professional services: Dr. O. H. Box, Jr.; appointed November 6, 
1955; hospital and regional office experience. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed 56 56 296 
Beds not in use (unavailable): 
4. In process of 0 0 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
staff availability 0 0 
10, Average daily patient load for 12 
months ending Dec. 31, 47 322 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining (line 9) 70. 58 82. 09 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 1957._....-- 73. 33 73. 33 81. 69 


re 
00 
of 
00 
65 
00 
00 
00 
D0 
| 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Item 


1955 1956 1957 1958 


14. Number of patients sent to trial visit d year... - 
15. Number of patients on trial-visit status as 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
575 71 642 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The average age of 
domiciliary members is slowly increasing. About half of our patients come from 
the domiciliary, and as they increase in age their length of stay will likely be 
longer. This may reduce turnover rate somewhat. Older members requiré 
more assistance in the domiciliary, too. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 25 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization reguired for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple-treated conditions.) (See attached Roster.) 


Roster of operations 
Average 
Cases length of 
stay 
Herniorrhaphy. 2 29 
HERNIA! 
Diagnosis Date of birth 
patient 
days 
Hernia, direct, left, recurrent... - May 7,1911 37 
Hernia, inguinal, left, direct and indirect .--| Feb. 24, 1923 20 


1 Patients who received operations at this center during the period Apr. 1, 1958, through Oct, 31, 1958. 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? The director, professional services makes ward rounds with each ward 
physician once a week, and length of stay is discussed at that time. The director, 
professional services also conducts a monthly administrative medical staff meetin 


and at each one of these meetings length of stay is routinely discussed. The w 
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secretaries compile a list of patients remaining over 30 days and this list is care- 
fully reviewed by all concerned. Patients with chronic illnesses are referred to 
social service early for discharge planning. 

(b) What improvements have you made since Rpe) last report to this committee? 
The above controls are considered adequate and have been in effect since our last 
report. Length of stay has been reduced by several days, but the slowly increas- 
ing age of patients will make further reduction difficult. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) On the surgical service, a high 
percentage of the patients come from the domiciliary and due to their advanced 
age they require more work-up prior to surgery. On the medical service, many 

tients also come from the domiciliary and have disabilities essentially chronic 
i type and not susceptible of cure, or decided improvement by hospital care, 
which adds to length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital follow-up care, as needed, on an outpatient basis? No appreciable 
effect at this particular center. 

(b) What effeet would such a program have on your cost of operation? It 
would increase costs slightly, but we might be able to hospitalize a few more 
veterans during the year. 

5. What would you suggest to further reduce hospital stay without impairing 
care? We have no additional suggestions. Continuous checks and followup on 
our present program are required throughout the year, but they are considered 
quite effective. 

6. What is needed to improve turnover of patients? As previously mentioned, 
the gradual increase in average age of our patients (especially those from the 
domiciliary) will likely reduce turnover rates to some extent. If more inter- 
mediate-type beds could be made available, some of our long-term patients could 
be transferred. This would help “unfreeze’’ a few beds from time to time. 


IV. Waiting lists 


1. Number of eligible applicants not Pas hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total 
care req 
Total In non-VA/| Not yet 
hospitals | 
1, Total applicants: G.M. & PS 4 0 4 
2. Domici 72 4 68 0 68 
Total applicants.............-...-..-. 76 4 72 0 72 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? Hospital, 3; domiciliary, none. 

3. What system do you use for scheduling admissions from the waiting list? 
We follow the provisions of D.M. & 8. Cireular 18 dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? Each domiciliary member at this center is a potential 
admission to the hospital section, and as of January 12, 1959, we had 324 dom- 
iciliary members. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the cireumstances. All emergencies from the 
goinice and from the domiciliary are admitted without being placed on the waiting 


6. Number of applications for admission from July 1 through December 31, 
1958: Total: Hospital, 361; domiciliary, 231. Approved: Hospital, 314; dom- 
iciliary, 218. Rejected: Hospital, 47; domiciliary, 13. 
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V. Hospital staff 


(Report full-time equlvelant employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
d (—) from 
1956 to 1958 
Dee. 31, 1956 Dec. 31, 1958 
Hospital | Domicil- | Hospital | Domicil- | Hospital | Domicil- 
iary iary iary 
1, Total 83.3 113.5 81.0 106.5 —2.3 —7.0 
2. Physicians, full- and part-time. 4.6 1.4 4.0 0 —.6 —L4 
3. Physicians, residents and interns... .. 0 0 0 0 0 0 
4. Physicians, consultants and attend- 
1.0 .9 3 —.1 0 
5. Dentists - of 1.3 3 —.4 —.6 
6. Nurses..----. 13.0 1.0 14.0 1.0 +1.0 0 
8. Therapists and technicians !__._.__._. 2.8 2.2 2.8 2.2 0 0 
10. Office of manager, personnel, and 
nance .. 7.9 2.1 6.1 3.9 —-18 +1.8 
3 1.7 -3 1.7 0 0 
12. Other food-service employees... ....- 5.4 33.4 5.1 31.3 —-.3 —2.1 
2.4 4.6 2.4 4.6 0 0 
14. Engineering maintenance (excluding 
5.5 16.8 5.5 16.8 0 0 
15. Engineering operations (excluding 
laundry) 4.4 12.9 4.0 11.6 —.4 
16. Supply 3.9 7.1 3.1 5.9 —.8 
17.8 services_ 6.2 6.2 0 0 
18. All other staff 15.5 21.7 16.3 19.5 +.8 —2.2 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 43. Annual 
wage $780. 

&) hat is the value of this program to the member and to the hospital? 
This program keeps members usefully occupied and helps stimulate them, Some 
improve to the point that they become qualified for full-time employment or 
obtain jobs on the outside. Most of them are good workers and help considerably 
in the operation of this center. Some, of course, are not very stable and the 
turnover among member employees is comparatively high. Unquestionably this 
is an excellent program, which benefits both the members and the station. 

20. What was number of guards on duty December 31,1958? 3. 

21. (a) ag of patients on January 12, 1959, who are in industrial therapy 

‘am: Jvone, 
p (6) Number of patients discharged during past 3 months who were given 
-industrial therapy: None. 
22. Number of patients in day hospitalization: None. 
_ 23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years 
From July 1 through June 30 . ‘ 
1957 1958 1959 
Nur ber of different persons who provided service... _ _......-- ll 8 10 
Average payment per consultant or attending !_____...__----- $47 $49 $48 
T >t: 1 amount paid to all consultants and attendings !__.______ $13, 510 $14, 940 $18, 300 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased 


Category Full time Part time | Consultants, 
attendings 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General and 
and neurologi cal 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. - ---- ll 


1 Any form of prepayment insurance. 


aan —If a patient receiving care for a non-service-connected disability may be = in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the lis’ 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in a whose enalaver had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) When a veteran admitted has hospitalization insurance, his insur- 
ance company is checked against a list supplied by the chief attorney. If this 
list indicates that the company will not pay hospital 0 no further effort 
is made to collect. All other insurance companies are billed and if they deny 
liability, the case is referred to the chief attorney. The only change in our 
procedure was brought about by interim issue 10-424 dated May 3, 1957 which 
permits us to charge a flat per diem rate rather than furnishing an itemized state- 
orn 7 itemized statement is furnished upon request. timated cost for 
year, 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 
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ack Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hegeeetntion during calendar year 1958? None. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The examining physician, after 
a careful physical examination, advises the veteran the srobebls length of stay 
required for his particular condition, an estimate of the number of days of hos- 
pitalization, and the cost of comparable hospital care in his local hospital. The 
admitting physician writes on the 10-P—10 the estimated number of days of hos- 
pitalization and the approximate cost. The veteran is again given this informa- 
tion prior to the time completes the ‘“‘oath of inability to fiefray” on the VA 
Form 10-P-10 and the addendum in the presence of the admission clerk. 

8. In your opinion are there abuses of non-service-connected care? No obvious 
or reportable instances. A few patients may have been able to pay for private 
hospitalization, but their reported or known financial status did not justify taking 
any action, 

. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


~~ War Service Nonservice Total 

connected connected 

World War I___- 3. 45 96. 55 100 
All 2 11.76 88. 24 100 

VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
A daily patient load____......-- 46.0 49.0 | 47.0 47.0 47.0 
(e) y Total cost 1. _ $374,430 | 2 $461, 275 $444, 386 $476, 716 $514, 526 
‘d) Salaries of staff *! fuk 324, 155 399, 072 375, 272 398, 540 581 
(e) Patient travel -.-.. + 504 624 463 656 1,174 
Communications __... +t 799 2, 306 2, 798 107 
Utilities (gas, coal, water, etc.) 8, 625 7, 97 8, 083 8, 560 
Raw foods 18, 228 18, 047 18, 116 18,012 19, 312 
D and medicines................- 5, 687 10, 490 11, 175 17, 156 14, 738 
Medical and dental MOS... nab> snade 2, 334 5, S41 6, 6, 029 

(k) Asset acquisitions uding equip- |’ 
Adi other. 13, 072 15,116}... 16,757 |. 18,150 22, 008 
(m) ‘Cost’ per 634 693 568 706 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2? The substantial increase between fiscal year 1955 and fiscal year 1956 was due primarily to a reapportion- 
ment of charges between our hospital and domiciliary programs, based upon a cost and workload analysis. 
3 1955 and 1956 data are based on tabulations of 25 percent sample of discharge records and 1957 data are 
on tabulations of 20 percent sample of discharge records. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, but only because of cost reductions 
made in areas that did not directly affect patient and member care, Between 
1956 and 1959 we have reduced total station employment from 20} to: 491 and 
have reduced or held down nonmedical costs in order to have adequate funds for 
direct patient and member care. Further reductions cannot be made in those 

’ areas, however. In view of generally rising costs, our fiscal year 1960 


“other 
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primary fund allocation must be increased proportionately in order to maintain 
an acceptable standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? This factor has 
not had any effect upon length of patient stay at this center. With an average 
of 320 domiciliary members, it is not difficult to maintain planned patient load 
levels in our 56-bed hospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons speroprinte! What improvements seem 

ossible? Have they been discussed with responsible officials? Central office 
issues statistical data on all VA stations Lo cioapsiner which help us compare 
operating costs, workload, etc. However, the small size of our hospital and 
domiciliary sections makes this center rather unique. Only general comparisons 
are therefore possible. There are no private domiciliaries that may be referred 
to for comparative purposes. No improvements can be suggested. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? Hospital, $1.068; domiciliary, $0.834. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? Hospital, $1.146; domiciliary, $1.132. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? An average o fabout 20 hospital patients and 35 domiciliary members are 
prescribed special or meodifid diets for medical reasons. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping; 4 nonhousekeeping (temporarily). 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are essential in this small town, which has few satisfactory rental 
houses and apartments. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? The number we now have is considered adequate. 

(d) Could cost of such quarters be a lucrative investment? Several additional 
housekeeping quarters could be kept occupied. Rental income over a period of 
time would probably be sufficient to cover cost and maintenance. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,441,940. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Operating expenses have increased 
along with the general rise in the cost-of-living index. Drugs, medical supplie 
and equipment have increased even more because of the great improvement ou) 


. progress made in this field. In addition, salaries and wage increases affect cost 


apareennys as this item makes up about 80 percent of our total cost. A number 
of positions have been reclassified to higher grades during the past few years. 
Our buildings (constructed in 1950) are no longer new from a standpoint of main- 
tenance and equipment replacement costs. For example, during the next 2 years 
we will need to replace such expensive equipment as X-ray and dental units, two 
vehicles, bookkeeping machines, and kitchen ranges. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Each month all activity chiefs are neven figures which show the 
cost of various phases of their operation for the preceding month (various supplies, 
services, equipment, and per diem). These figures are posted on large data sheets 
so that trends are easy to observe. Operating costs are discussed individuall 
and at regular staff meetings. Minutes of staff meetings are distributed to 
employees. Certain activity chiefs also receive specific fund allotment each 
quaxter and are required to keep up with the amount of money they spend and 

eir fund balances, A detailed analysis of major cost items for the station for 
the past 3 years was recently mimeographed and distributed to all employees. 
Followup cost analysis reports will be issued from time to time to keep personnel 
acquainted with our problem and situation in this area. 

10. Laundry service: 

to) eat was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number patient-day 


Pieces - 513, 131 3. 89266 
Pounds 390, 243 2. 96042 


Nore.—Patients and members combined, Separate figures not available. 
83427—59——__99 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA Interim Issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and pe ormain maintenance, utilities, supplies, etc., as well as personal] 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.048 ; per pound, $0.063. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.089; per pound, $0.117. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? Our staff has been specifically 
instructed not to admit veterans who do not need hospitalization, or to delay 
discharge of patients in an-effortto-maintain our planned average. daily patient 


12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of bassasing beds required to meet the needs of veterans 
actuallv needing hospitalization? o effect at this center. 

(6) What was your estimated cost for this program during fiscal year 1958? 

Total cost: $177.71. 
2) Visits to hospitals by patients on CBOC status: 29. 
(3) Cost per visit: $6.13. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Greater control of 
funds and personnel. Cite examples. Annual fund allocations without restric- 
tion as to use (i.e., amount for salaries, supplies, etc.); fund balances not with- 
drawn at the end of each quarter; authoritv to change organizational structure 
below division and service chief levels; classification authority for noncentralized 

itions. 

Pn) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair “professional medical audit’’ could be devised, what benefits would 
result? Should it come from’ outsidé, nongovernment sources or VACO? Or be 
conducted by a joint team? It is believed that the present system of surveys by 
area medical office professional personnel, augmented by area consultants, is 
adequate. Surveys by individuals at various times during the year are considered 
preferable to periodic joint team visits. ; 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are most helpful. Area representatives usually review a num- 
ber of related station activities as well as checking into their own particular 
field of interest. Thus, personnel throughout the station are benefited and 
kept on their toes. 

“"(2) Of what~value would you think these visits are to VACO? Area 
medical office personnel are well acquainted with the situation at each station 
and are able to provide central office with information and recommendations 
that cannot very well be obtained in any other way. Field stations are 
“individualized” to a greater degree than would be possible if central office 
had to rely largely upon statistical reports or infrequent visits from that 


office. 

(3) Would less frequent visits be more useful? The St. Louis area is quite 
large and representatives are usually not able to visit us more than once a 
year. This is certainly not too frequent. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such alwavs been 
beneficial to the hospital’s operation? A certain degree of standardization and 
uniformity among field stations is considered desirable, and actually helpful to 
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the stations. The material referred to makes this possible without undue re- 
strictions on station operations. For example: recentralization of classification 
authority for centralized positions. 

2. Is the management development program directed toward making good 
employees or good managers? his program gives employees a better oppor- 
tunity for advancement as well as stimulation and encouragement. It provides 
the guidelines and material we need. Without a definite program it is easy to 
overlook management development in order to concentrate on day-to-day oper- 
ating problems. . 

X. Capital improvement 


1. What nonbed betterment projects (H. & D. F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 ioe walkway between buildings 1 and 3 (submitted 1955; not programed) --__- $15, 000 


Not programed, or under consideration for fiscal year 1962: Irrigation system 
for lawns adjacent to buildings 1, 2, 3, 5, and 6, $7,000. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Replacing gasoline storage - $700 
Watefpfoofing of buildings (exterior) 4, 800 


Note.—Funds are available, and the above projects will be completed this fiscal year. 
(b) In addition, list those items deferred due to lack of funds which in your 


‘ opinion will result in further deterioration of property because of such deferral. 


one. 

2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buijdings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Blue glass in laundry and boilerhouse. $2, 000 
2, 000 
5, 000 
2, 500 
5, 000 


Description Amount 


SSSESSRESES 


Replacement of bookkeeping machine 
Additional steam pump, boilerhouse___.............-.--.- 


4 
(c) Replacement and new fixed equipment costing over $1,000: 
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3. What, in your opinion, are the most pressing needs in your installation? 
As previously stated, this center is no longer new from the standpoint of mainte- 
nance and replacement of certain major and expensive equipment. These 
items have been listed. 

Enclosing the covered walkway between buildings 1 and 3 is considered im- 
portant even though the station can continue to operate without it. During cold 
rainy and windy weather our employees must push food carts between buildings 
three times a day; wheelchair and other severely disabled members are ex 
to the elements when going to and from the hospital evap. and the same is true 
of employees wh» push library, drug, and canteen carts. It is unfortunate that 
this walkway was not enclosed when our buildings were constructed. The area 
representative, engineering service, included this statement in his report dated 
January 23, 1959. ‘This covered walk is deemed necessary to the safety of 
patients and personnel. The writer was able to observe personally the conditions 
during a sleet and windstorm during this visit. It was observed that the older 
members had difficulty walking.”’ 

Our primary fund allocation for the next few fiscal years will have to be increased 
substantially to cover the projects and equipment listed in this report. Funds 
cannot be made available by reducing personnel, which we have had to do the 
last 3 years in order to offset steadily rising operating costs, 


DALLAS, TEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 4500 South Lancaster Road. 

City and State: Dallas, Tex. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, ves; domicile, no; 
formal outpatient clinic, yes, 4 

Name, qualifications, and tenure of— 

(a) Manager: W. H. Buckholts, M.D., hospital manager since March 1, 1947; 
assigned here February 1, 1955. 

by Assistant manager: A. L. Gaubert, hospital assistant manager since April 
27, 1952; assigned here January 27, 1957. 

(c) Director, professional services: Earl B. Ross, M.D., hospital director of pro- 
fessional services since June 29, 1949; assigned here May 22, 1955. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB a Neuro- | G.M. & 8. 
chia logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity. 787 110 74 595 0 
Beds not in use (unavailable): , 
6. Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 600 98 8 
10. Average daily patient load for 12 
months en Dee. 31, 1958........- 450 37 0 13 400 }....-------- 


11. Why is staff unavailable with reference to line 6? There is a national 
shortage of psychiatrists and even with dynamic efforts by the medical school and 
cen office we have been unable to recruit staff, but we are negotiating with 
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two competent psychiatrists at the present time whom we hope will be available 
to us in the first quarter of fiscal year 1960. 


: Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
‘ who were 55 years of age or older: 
(6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
175 2 0 0 173 
(6) Percent of total patients re- 
ing Jan. 10, 1957........-..-..... 46.8 50.0 0 47.3 
USE OF TRIAL VISIT! 
Calendar 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year.._|........-...|....-.--.---]-..---.---.-]------------ 
15. Number of patients on trial-visit status as of Dec. 


1 Not applicable. 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total. 5, 273 5, 240 5,021 
186 164 232 
- 4,819 4, 753 4, 425 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Activation of addi- 
tional G.M. & 8. beds in fiscal year 1960 will reduce bed utilization rate to a 
reasonable percentage. At present, high utilization rate is required to meet 
demand. Although operating beds increased in 1957, discharges in 1958 have 
decreased, indicating a decrease in patient turnover which we are experiencing due 
to type of services added, i.e., orthopedic, neurosurgery, tuberculosis with a 
resultant increase in average length of hospital stay. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 6 beds converted to doctor’s offices, TB library, 
and TB educational therapy room. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. Ly en Average stay for G.M. & 8S. patients, 32 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospital- 


ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include fom the experience of 
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tients admitted for the surgery indicated; exclude the experience of an tien 
multiple treated conditions): 7 


Av 
Cases 
stay 


Subtotal gastrectomy for duodenal ulcer_..........-...--.------------------- 8 
Prostatectomy: 

0 

5 


Boot 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital length-of-stay committee, hospital discharge planning com- 
mittee, internal management reporting system, with graphs maintained of length 
of stay by service which are discussed with chiefs of various services and reviewed 
by management. In addition, due to the acute demand for beds, an almost daily 
review. is made of patients.that could possibly be discharged maximum hospital 
benefit in order to relieve the acute bed situation. 

(6) What improvements have you made since your last report to this com- 
mittee? Statistically there has been no improvement since our last report. The 
length of stay has increased, but this is due to the addition of patients requiring 
long-term therapy such as tuberculosis, orthopedics, neurosurgery. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Although not a problem of the 
moment, it is anticipated that in the future the steadily increasing average age of 
patients whose ability to return to good health rapidly is not as great as that in 
the younger age group, will of itself increase the length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Little effect due 
to distance from home to hospital in many cases, unless it would be contemplated 
that authorization..wouldbe issued to home town participating physicians to 
render care on outpatient basis to non-service-connected cases. 

(b) What effect would such a program have on your cost of operation? Marked 
increase in cost of fee-basis treatment program as many patients in LOA and 
CBOC status would be covered by such a plan. 

5. What would you suggest to further reduce hospital stay without impairing 
rome A 10-percent increase in ratio of employees to 100 average daily patient 


6. What is needed to improve turnover of patients? See question 5 above. 
IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total gemineeed 
care 
Total In non-VA| Not yet 
hospitals |hospitalized 
1. Total applicants: G.M. & S....-------. 0 0 36 0 36 


ane many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Patients are scheduled in accordance with priorities established by VA directives. 
Monthly turnover rate of various services within the hospital allows us to predict 
the monthly admission to any given service and experience shows the ratio of 
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emergency and elective admissions in each category, thus a predetermined number 
of cases are scheduled from the waiting list usually 10 to 14 days in advance. 

4. In addition to the persons reported im-reply. to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “‘Yes,’”’ please describe the circumstances. Yes. Emergency cases and service- 
connected cases are admitted upon direct application. Cases with highest priority 
for admission from waiting list may be admitted directly if beds are available at 
time of application and there are no cases awaiting admission with an equal or 
higher priority. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,857; approved, 3,053; rejected, 1,804. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
4 562.2 795.4 +233. 2 
2. Physicians 
3. Physicians: 

4. Consultants and attendings---.......-.---.--.-- 8.0 7.0 —1.0 
6. Nurses. 83. 2 105.5 +22.3 

8. Therapists and technicians !____...............--.--- 41.0 41.0 0 
10. Office of manager, personnel, and fimance-.-------.---- 18.0 22.0 +4.0 
12. Other food-service 62.5 102.0 +39. 5 
_ \4. Engineering maintenance (excluding laundry) --..--.- 20.0 29.1 +9.1 
15. Engineering operations (excluding laundry) - -------- 29.0 25.0 —4.0 

18. 102. 5 166. 9 +64. 4 


1 In physical icine, dent 
2 This laundry for VA hospital, McKinney. 
19. (a2) Number of member employees as of January 12, 1959: None; annual 
wage (average): None. 
20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 
(6) Number of an discharged during past 3 months who were given in- 
dustrial therapy: None. 
(c) Average days of hospitalization of patients reported in (b): None. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None: 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 ! 
Number of different persons who provided service ?___...---.- 67 62 61 
Average payment per consultant or attending 23.___._.....-.- $1, 088 $985 $1,058 
Total amount to all consultants and attendings 2 3_....... $72, 925 $61, 050 525 


1 Estimated for entire fiscal year. 
2 These figures represent consultants and attendings for hospital only. 
* Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 
Administrative. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The presence of clinical clerks (junior and senior medical students), interns, and 
residents stimulates the professional staff and keeps it alert and progressive 
professionally. The finest hospitals in the United States have long been known 
to be those closely allied with medical schools. In addition, the opportunity to 
teach attracts and holds staff members of high caliber. The availability of 
research facilities and the conduct of research reflects itself in direct benefit to 
veteran patients by proving and making available new and improved diagnostic 
and treatment techniques. In addition, staff doctors of fine potentiality are 
attracted because they are given an opportunity for investigation and worthwhile 
contribution to scientific and medical knowledge. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post 190, 208 
3. Grants from other sources administered through affiliated medical schools_ 26,085 [2223 


1 This includes air conditioning of auditorium. 
VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric : w 
: Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 

(a) 131 12 @ 12 93 
(b) For treatment of a service-connected 

{c) For treatment of a non-service-con- 

nected condition. 114 9 2 93 
(1) Patient has com ble serv- 

ice-connected disability... 20 2 0 18 

(2) In of VA pension. - 33 5 0 2B 

(3) In hospital more than 30 days_ 18 0 D lescdgonnsis 4 14 

(4) Other. 43 2 8 33 

1 Any form of prepayment insurance. 
Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him oniy in that category appearing fst ii the listing. 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None.. 

b) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958.) Assignment of benefits is obtained from all patients having reimbursable 
insurance coverage and billing is made to those companies which do not exclude 
the Veterans’ Administration from recovery under the terms of their policies. 
Third-party liability and workmen’s compensation cases are coordinated with 
the chief attorney’s office in order that hospital liens may be filed and legal pro- 
cedures taken for recovery of medical expenses. Estimated cost of collection 
program during 1958 is $1,518. 

4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1958 


1957 


Bel Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? One. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Within the limits provided by 
an admitting diagnosis with an estimated length of hospital stay based upon this 
provisional diagnosis, an estimated cost of private hospital care is given to non- 
service-connected cases when required. 

8. In your opinion are there abuses of non-service-connected care? In view of 
the fact that it was necessary to report 1 addenda to the Chief Medical Director 
‘during the past year and our applications of the past year were approximately 
9,000 it is our opinion that abuses of non-service-connected care are very rare. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean. . 28 72 100 
World War II... 20 80 100 
World War T_____ 4 96 100 
Spanish-American War. 0 100 100 
57 43 100 
All patients 15 85 100 
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VITI. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
8 Average daily patient load___......... 297.0 334.0 367.0 378.0 550.0 
6) Full-time equivalent staff_.........__- 463.9 540. 1 562. 6 568. 4 752.7 
{c) Total cost ! $2, 557, 218 | $3, 042, 324 | $3, 143, 666 | $3, 536,876 | $4, 746, 157 
1,951,421 | 2,393,653 | 2,539,085 | 2, 862, 201 3, 833, 113 

1, 34, 599 41, 831 22, 985 34, 
(f) Communications- -_-..-.-...........-- 11, 910 17, 797 18, 262 18, 510 20, 856 
) Utilities (gas, coal, water, etc.)_......- 42, 304 48, 882 51, 160 , 447 78, 590 
128, 789 139, 209 149, 699 150, 463 227, 086 
(i) Drugs and medicines. ................ 91, 734 107, 037 127, 031 138, 804 172, 177 
(j) Medical and dental supplies_......__- 135, 283 145, 130, 706 112, 881 181, 302 

(k) Asset acquisitions including equip- 

a ROE. | ae pee 11, 393 50, 610 17, 516 25, 321 24, 300 
eR RRS LR 173, 160 105, 131 68, 376 153, 264 174, 711 
(m) Cost per discharged patient........... 723 618 562 707 731 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Only by sacrificing necessary routine 
maintenance and replacement of equipment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? Due to the acute demand 
for beds it has no effect at this hospital. , 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed with responsible officials? With other VA 
hospitals; yes. With civil hospitals, possibly adequate insofar as staffing, but 
questionable on cost comparisons due to difference in cost-accounting systems. 
omparison with VA hospitals is appropriate. No suggestions as to possible 
improvements. Has been discussed with responsible officials. 

5. (a) What is the aver. raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.045. . 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958; through December 31, 1958? $1.761. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? agpeaientaty one-third of rations served since September 1958 were 
for tuberculous patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for personnel; 
2 nonhousekeeping. ‘ 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Essential in both cases. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Thirty to forty housekeeping quarters at low rental for residents and 
interns. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Rising cost of all commodities; rise in 
salary cost; increased usage of radiological and laboratory facilities; increase in 
chemotherapy. The high national birthrate is reflected among our female 
employees resulting in an increased number of hours of sick leave which compli- 
cates our already critical staffing situation. Funds are not sufficient to employ 
additional people to cover for these people on sick leave, therefore, there are 
increasing number of instances where emergent situations arise which require 
overtime pay to be expended for coverage. These increasing costs result in 
sacrifice of essential maintenance; delays in replacement of equipment; reduction 


on 


| & 
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to a critically low level of employees per hundred patients to the point where the 
standard of care has to be lowered. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Decentralization of operating funds to the control of operating 
officials .so that they are acutely aware of the cost of their operations. Indoc- 
trination of all employees on the cost of items used and the pointing up of the 
fact that minute savings total to considerable amounts. Review of the cost of 
specific drugs and laboratory procedures of the professional staff. A continuous 
review of overtime expenditures. Internal management reporting system showing 
trends of cost in operating departments and consultation with operating officials 
regarding these trends. uarterly review of the budget by the budget committee 
whose findings are made available to and discussed with the staff. 

10. Laundry service: These figures are for VA Hospital, Dallas only. Do not 
include laundry done by VA Hospital, Dallas, for VA Hospital, McKinney. 

(a) ba was the utilization of laundry per patient per day during calendar 
year 19587 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include.and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable -with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 

memorandum accounts: Per piece, $0.0369; per pound, 

-0497. 
Laundry costs computed on basis-of commercial operation, including 
memorandum accounts: Per piece, $0,044]; per pound, $0.0595. 
‘11. What. import does the average daily patient load concept of ‘financing 
hospital eperations have on the turnover Of patients, the admission of patients 
who actually do not require-hospitalization, etc:? to the acute demand for 
beds it has no effect at this hospital. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? ‘ None at this hospital, due to 
acute demand for beds. : 

13. (a) If CBOC. program could be explicitly identified as a cost factor of run- 
ning‘a hospital and funds specifieally allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None at this hospital, due to acute demand for 


_.(6) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $17,612. ; 

' (2) Visits to hospitals by patients on CBOC status: 2,621. 
(3) Cost per visit: $6.72. 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been more 
increased than diminished? See below. By what methods? Administrative 
restrictions. Cite examples: Diminished in one instance. Formerly funds were 
allotted for a year’s operation and were not withdrawn at the end of quarters, 
allowing managers greater latitude in fiscal planning and operation. Recently 
unobligated funds have been withdrawn at end of a quarter. If for example, in 
the. first quarter of a fiscal year due to recruitment difficulties expenditures for 
salaries are less than what was originally planned, these funds are withdrawn. 
Since necessary maintenance and replacement of equipment is being sacrificed 
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within our primary fund allocations it appears that rather than withdrawn these 
funds that they be allowed to remain with the station to be used for subsequent. 
quarters for performing maintenance or procurement of equipment. 
(b) Has your hospital had an internal audit of its administrative operations? 
res. 


(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Do not feel qualified to answer (1), (2), (3), and (4) as audit was 
made prior to my assignment here. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? It is believed that the benefits of a professional 
medical audit in an affiiiated hospital with an active be wer Spohn ar are highly 
questionable. In the event such an audit was established I would recommend 
it be conducted by a joint team. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? In practically all instances, most helpful. 

(2) Of what value would you think these visits are to VACO? I would 
think that these visits would enable VACO to better understand the problems 
of the hospitals and to better sense the tempo of operations. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development p directed toward making good 
employees or good managers? The primary benefit of the program is the develop- 
ment of good employees; however, this simultaneously develops good managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 —— items on project 2468-2, alterations to buildings 1, 2,3, and 4 (H. & ene 
Flame failure protection controls for boilers, project 42-5331- 9, 800 
Not programed, or under consideration for fiscal year 1962. 
Description Amount 


1. Installation of additional new 750 kv.-a. transformer in building 2 to relieve overloaded 

Installation o bigh-vo' e circuit breaker compartm on outdoor electric su 

tion — a. underground primary electric feeder in existing duct from substation 


4. Installation of lightning arrestors on existing 750 kv.-a. transformers in buil ee 

5. —. new electrical secondary ers to 150-ton air-conditioning in 3, 

6. Air conditioning of animal research, building $.......--...------s---+---+-.------------=- 45, 

7. Installation of revolving door in main entrance (not patients’ entrance) to building 2... . 6, 

8. Conversion of lobby, building 1, to nursing education office and classrooms. -........--.-- 4, 


~~ 


—S— LD 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1, Exterior painting of windows, screens, and wood trim on buil 5, 6, 7, 8, and 9___..._ $2, 600 
2. Repair expansion joints and waterproof concrete floors on NP building 2_._. 1,300 
3. Resurface 18,200 square feet of par 1,850 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral; 

one, 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description 


1. Clean stone on front elevation of building 1 and tuckpoint deteriorated 
mortar joints (special financing by central office) __--............-.-..--- $4, 200 
2. Repair roofs and gutters on all buildings, except buildings 1 and 3 (special 


3. Maintenance and repair of elevators and dumbwaiters, buildings 1 and 2.. 14, 700 $14, 700 
4. a ~, painting of windows, screens, and wood trim, buildings 2, 10, 11, sine 

5, Interior painting of wards, bedrooms, and certain other areas in building 2 7, 000 7,000 
6. Resurface 21,600 square feet of parking areas and required portions of sta- 

7. Installation of wall covering wainscot on corridor walls in building 1 to 

reduce recurring maintenance on plastered walls. 
8, Clean and chemically treat exhaust ducts from kitchen areas_............- 600 600 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1, Installation of air-conditioning equipment for necropsy suite, building 2_-_...........--. $1, 950 
2. Alterations to rooms B105 and B106, building 2 to provide necessary additional for 
remote dictating system central typing pool and installation of pass window in room 
3. Installation of emergency electric generator set in hospital buildings 1 and 2 for stairway 
lights, exit lights and corridor night lights... 1,800 
Installation of acoustical treatment on plastered ceilings in social work service offices, 


(c) Replacement and new fixed equipment costing over $1,000: Replacement of 
existing 15-ton air-conditioning compressor and evaporative condensor on system 
for cardio-pulmonary laboratory, building 1, fair wear and tear, $4,500. 

3. What, in your opinion, are the most pressing needs in your installation? 
(1) An increase in the amount of funds made available to the department of 
Medicine and surgery of the Veterans’ Administration in order that there can be 
at least a 10 percent increase in the ratio of number of employees to 100 ADPL 
nationwide and that the preventive maintenance program and replacement of 
equipment program may & brought current; (2) air conditioning of the entire 


hospital, including research facilities. (3) construction of adequate facilities for 
outpatient clinic to include space for medical administrative activities for the 
hospital and the outpatient clinic, record storage space, space for prosthetic and 
sensory aids unit and for a complete audiology clinic; (4) expansion and relocation 
of a deep vay unit in radiology to include a cobalt unit; (5) expansion of the 
oes system from building 2 to the recently renovated building 1 and building 3; 
6) extension of the pneumatic tube system from building 2 to building 1. 


e 
it. 
| 
e 
1 
S 
Amount 
Fiscal year | Fiscal year 
1960 1961 
7 
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HOUSTON, TEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 2002 Holcombe Boulevard. 

City and State: Houston, Tex. 

Type of services: Type of hospital, G.M. & 8., TB, yes; NP, yes; domiciliary, 
no; formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: Lee D. Cady, A.B., A.M., M.D., chief grade; tenure, 10 years; 

Internship and residency (3); assistant to associate professor, Baylor Universit 
Medical College. 1949 to present; numerous scientific and administrative publi- 
cations; diplomate National Board Medical Examiners; certified, American Board 
of Internal Medicine, fellow, American College of Physicians, fellow, American 
College of Hospital Administrator; residency preceptor, American College of 
Hospital Administrators; medical and hospital associations, including American 
Medical Association; president, St. Louis Medical Society, 1936. 

Honors: Sigma Xi; Alpha Omega Alpha; distinguished alumnus Washington 
University; Citation for Meritorious Service, Governor’s Division, President’s 
Committee for Employment of the Handicapped, 1956. 

Military: World War I and World War II; commanding officer General Hos- 
pital, No. 21, MC—USAR (retired); command and staff courses; unit meritorious 
service insigne; two commendations; three battle stars; Army Commendation 
Medal; Legion of Merit; French Croix de Guerre avee palme. 

VA 1946, branch medical director; 1949; manager, VA hospital, Houston. 

b) Assistant Manager: Hugh R. Vickerstaff, GS-14; tenure 5% years. 

grees: B.S., industrial science; M.H.A., hospital administration. 

Experience: Athletic coach, 1940-42; executive assistant, physical medicine 
and rehabilitation, VA branch office 1946-51; assistant manager, VA hospital, 
Madison, Wis., 1951-53. 

Professional organizations: Member, American College of Hospital Adminis- 
trators; American Hospital Association; Texas Hospital Association; Houston 
Area Hospital Council. — 

Honors: President, Houston Area Hospital Council, 1958; president, Wash- 
ington University Hospital Administration Alumni Association, 1955; president, 
Iowa State College Alumni Association, chapter of Houston, 1955; Army Com- 
mendation Medal; outstanding performance rating, Madison, Wis., and Houston, 
Tex.; Civil Servant of the Year, 1958, Houston, Tex. 

Military: World War II; officer, Medical Department, 1942-46; officer, Active 
Army Reserve, 1946 to present. 

Additional training: Institute for Federal Hospital Administrators, 1956; 
numerous professional institutes conducted by American College of Hospital 
Administrators, American Hospital Association, and Texas Hospital Association. 

(c) Director, Professional Services: Mare J. Musser, A.B., M.D., chief grade; 
tenure, 14 years. 

Residency (3); faculty, University of Wisconsin School of Medicine, 1938-57; 
professor of medicine, 1953-57; Wisconsin Medical Association; American Medical 
Association; chairman, State committee for civil defense; certified American 
Board Internal Medicine; fellow, American College of Physicians; member, Cen- 
tral Society for Clinical Research; numerous scientific publications. 

Honors: Sigma Sigma, Sigma Xi, and Alpha Omega Alpha. 

Military: 1939 to present; commanding officer, 135th Medical Group; present 
appointment, woSoal § Medical Corps, Texas National Guard; Legion of merit, 


A consultant, 1946-57. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959 \ samen ba 
otherwise specified miciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity 1, 368 215 493 42 
2. Operating 1, 252 215 377 42 
Beds not in use (unavailable): 
3. ca 116 0 116 0 
6. Staff not recruitable: Beds required. 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients remaining --..........----..-- 1, 208 224 346 42 596 27 
10. Average daily patient load for 12 
months ending Dec. 31, 1958......__- 1, 161 222 277 116 546 27 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(a) Number... 523 104 60 24 
(0) Percent of total patients re- 
maining (line 43.3 64.4 17.3 57.1 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957____.-_- 31.9 26.1 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year___ 953 1, 097 810 759 
15. peg of patients on trial-visit status as of Dec. pe 


1 We do not need additional 
use our existing operating beds 


2? Member-employees. 


the past 3 calendar years? 


operating beds. We need additional financial support to more efficiently 


16. (a) What is the number of patients discharged from your hospital during 


Type of discharge 1956 1957 1958 


y 
L 
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(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The number of TB 
patients requiring hospitalization may be declining slightly. The average age of 
our patient load is increasing and is showing an increase in the number of patients 
with chronic illness. Chronic illness requires more frequent and longer periods of 
hospitalization, intensified rehabilitation, and results in more deaths which in- 
crease operating costs related to death such as burial and necropsy. As these 
types of patients increase, this hospital, as well as the entire VA, must take steps 
to use all modalities of treatment available to cure and rehabilitate these patients 
and plan for their discharge from the hospital as soon as their need for hospitali- 
zation is past. We are handling these problems fairly well up to now but must 
increase our efforts or the hospitals will become loaded with veterans not requirin 
hospital care. This will lead to a general decline in quality and medical care, onl 
it will not be available when needed by truly ill patients. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
- couneey 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. , ot 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients dischar. 
during the 6 months ending December 31, 1988: “ 

(a) G.M. & 8. peeettan: Average stay for G.M. & 8S. patients, 39.6 days 
(includes TB, NP, P.M. & R.). 

2. For G.M. & §. hospitals sey: Give the average number of days of hospitali- 
zation pogenet for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
stay 
Appendectomy 16 7.31 
72 8. 08 
Hemorrhoidectomy 70 8.06 
Cholecystectomy ll 24. 36 
Subtotal gastrectomy for duodenal ulcer. 26 18. 85 
Prostatectomy: 

Suprapubic ll 19. 27 
Retropubic.. 1 31.00 
Perineal 1 17.00 
Transurethral - ll 14.91 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (1) Desire of resident surgeons to operate, chief of service supervises 
work and ward activities, frequent reevaluation of patients; (2) chiefs of service 
review cases of long-term patients; (3) conscientiousness of ward physician and 
his awareness of problems; (4) pressure of waiting list; (5) activity of medical 
student teaching program; (6) availability and use of CBOC program; (7) length- 
of-stay committee; (8) leadership of manager in presenting a positive attitude 
that it can be done. 

(b) What improvements have made since your last report to this committee? 
(1) Availability and use of CBOC program; (2) operation of medical rehabilitation 
board; (3) better orientation and education of staff on mechanisms of turnover. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) (1) Delayed planning 
for discharge of patient who has social or economic problems; (2) delay in process- 
ing and approving pensions and Aid and Dependent awards; (3) unavailability of 

rehospitaiization workup mechanism; (4) not enough personnel for more than 
administrative and technical support; (5) average daily patient load policy 
of allocating funds; (6) central office interference in discharging patients. 

(d) Are there +e | identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 


we 


oc RD 
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of importance in the future. (If so, describe.) (1) Increasing age of patients 
and resulting more chronic and complex illnesses; (2) special programs such as 
vascular surgery and cancer therapy which result in large numbers of patients 
being transferred from long distances to the hospital; (3) local medical doctors 
are referring more chronically ill patients; (4) more traumatic cases for P.M.& R.8.; 
(5) psychiatry: New drugs shorten length of stay but prolong trial visit and other 
types of followup care. 

4, (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? (1) Psychiatry: 

duce length of stay 25 to 50 percent for younger patients; (2) P.M. & R.S.: 
Reduce length of stay 50 percent for patients living close to hospital and 10 percent 
for others; (3) tuberculosis: Reduce length of stay at least 10 percent; (4) medicine 
and surgery: Reduce length of stay by 15 percent. 

(b) What effect would such a program have on your cost of operation? To 
answer this we must assume that we are considering the care of a given number 
of patients. By shortening the average ——_ of stay of a given number of 

tients we could operate with fewer beds. he money it costs to operate the 
beds that could be closed could be used to pay the increased cost of the outpatient 
program. This should certainly be no more expensive and possibly would be 
less expensive from the overall standpoint. This concept has future implications 
when there will be an increased number of veterans requiring hospitalization. 
This concept would allow the care of many additional patients without the need 
of constructing additional beds. 

5. What would you suggest to further reduce hospital stay without impairin 
care? (1) Preadmission workup; (2) posthospitalization outpatient care; (3 
freedom from average daily patient load concept of financing; (4) increase of 
personnel ratio per patient, especially physicians, technicians, therapists, and 
clerical personnel who support medical care procedures; (5) expeditious handling 
of pension and aid and dependent requests; (6) increased use of nursing and foster 
homes; (7) hotellike accommodations (self-care) for prehospital and convalescent 
patients; (8) eliminate diagnostic and workup bottlenecks (X-ray, laboratory, 
etc.) 

6. What is needed to improve turnover of patients? Same as above. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA}| Not yet 

hospitals |hospitaiized 

L Total applicants. | 166 


ee as “ined patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Chronological by medical urgency category in accordance with central office 
directed categorization. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 57 telephone contacts awaiting formal application. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘Yes,’’ please describe the circumstances. Yes. Riuchaseer and 
urgent cases are admitted at once. Nonemergent or nonurgent cases admitted at 
once without being referred to waiting list if beds are available and waiting list 
for that service is small. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 7,894; approved, 5,539; rejected, 2,355. 


383427—_59——100 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 
1. 1, 385, 275 1, 489. 4 +104.1 
2. Physicians, full- and part-time.-_.-............-..-.. 43. 625 59.0 +15.4 
3. Physicians, residents and interns-._.._-.----..------ 38.8 34.0 —4.8 
4. Physicians, consultants and attendings-_-__-----.---- 21.7 18.8 ~3.1 
5. Dentists ‘ 8.1 6.0 -2.1 
6. Nurses_...-... 197.0 197.0 0 
320. 0 380.5 +60.5 
8. Therapists and technicians !___._..........-...-.--- 69.9 70.0 +.1 
10, Office of manager, personnel, and finance .....--....- 31.2 34.0 +2.8 
12. Other food-service employees-.............-.--..--.- 168. 5 186. 5 +18.5 
14. Engineering maintenance (excluding laundry) --..._- 42.6 47.0 +4.5 
15. Engineering operations (excluding laundry) - --..----. 42.3 47.8 +5.5 
Operating beds for month of December --.._._....--.-- 1, 067.0 1, 252.0 +185.0 
Average daily patient load .............--...----..-.- 990. 0 1, 132.0 +143.0 


1 In physical medicine, dentistry, laboratory, X-ray. 
2 Inerease due to regional office common service arrangements. 


19. (a) Number of member employees as of January 12, 1959: Five. An- 
nual wage (average) $869. 

(b) What is the value of this program to the member and to the hospital? 
This program is extremely valuable for selected patients in evaluating their work 
tolerance and their adjustment to a responsible social status. Most of these are 

atients for whom the prognosis is not good and this transitional experience 
rom the hospital setting to community life helps in the rehabilitation of certain 
atients to a productive place in society that would not be possible otherwise. 

his is a valuable adjunct therapy for making discharge possible for certain diffi- 
cult patients. Helps make them self-supporting, taxpaying citizens. 

20. What was the number of guards on duty December 31, 1958? Six. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 136. 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 115. 

(c) Average days of hospitalization of patients reported in (b): 154. 

22. Number of patients in day hospitalization: Two. 

23. Number of patients in night hospitalization: Four. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... __....-_. 122 131 125 
Average payment per consultant or attending !_____.____.--.- $1, 487 $1, 312 $1, 336 
Total amount paid to all consultants and attendings !-_...___- $181, 425 $171, 933 $167, 000 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased: 


Catego Full time Part time Consultants, 

attendings 
3 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Attracting, holding, and developing good staffs; (2) keeping hospitals abreast 
of new and better techniques; (3) effect on morale and general atmosphere, stimu- 
lation of initiative; (4) development of techniques for better patient care; (5) 
advantages of affiliation with medical schools; (6) attracting more desirable 
physicians; (7) improved patient care. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. pe) RS 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 185 12 30 3 2 138 
(t) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition..............-.--- 162 10 23 3 2 124 
(1) Patient has compensable serv- 
ice-connected disability... 26 1 2 0 0 23 
@ In receipt of VA pension.__.._ 41 3 3 0 0 35 
(3) In hospital more than 30 days_ 36 5 14 1 0 16 
59 1 4 2 2 50 


1 Any form of prepayment insurance. 


Nore,—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of ad- 
mission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: Two. 

(b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense of the veteran: One. 


nt 
or 
) 
n 
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3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) In all cases coming to our attention where there is indication that to 
pitalization insurance is in existence, with the exception of certain companies 
whose group policies all include the statement “not applicable to tax-supported 
hospitals,’ we submit a statement of the entire cost of hospitalization predicated 
upon the planned per diem rate. In those cases which the insurance company 
desires a breakdown of the statement we itemized individual charges related to 
the overall hospital statement. It has been noted in the past several months, 
supecielty since the affirmation in the appellate court of the Federal district court 
ruling in Nebraska that the Veterans’ Administration did not make charges for 
services rendered; that the insurance company was not beholden upon receipt of 
the assignment; that many insurance companies, specifically the Metropolitan, 
Equitable, and Prudential, have been using this decision to reject staten ents for 
payment of hospitalization benefits under policies held by veterans providing the 
veteran is hospitalized in a VA hospital. In large measure, this is the prime 
cause of the reduction in the amount collected in calendar year 1958 as opposed to 
calendar year 1957. It is also noted that only 8 percent of the applicants for 
hospitalization during the month of December 1958, held any type hospital in- 
surance policies. It is unknown whether the economical situation is the basie 
cause of so few veteran-held hospitalization policies or whether the prem ise that 
a veteran may receive hospital treatment under auspices of the Veterans’ Admin- 
istration is the cause. The estimated cost of insurance billing for calendar year 
1957 was $4,646.79 and for calendar year 1958 was $5,155.20. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


Amount collected............ 38, 864. 47 24, 174.07 


an Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Seven. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? This is almost impossible to 
accomplish with any degree of accuracy or effectiveness. In an effort to get local 
. data on cost of care we presented the problem of the executive committee of the 
local medical society. hey stated that they didn’t know how the VA could 
. expect to do this when local physicians with patients they know cannot advise 
) their own patients with over 50 percent accuracy of their possible cost of care. 
The executive committee declined to be of assistance. We do advise patients to 
the best of our ability using the VA fee schedule and regional hospital costs for 
this area of the country. To be factual, this requirement is probably not being 
met satisfactorily. 

8. In your opinion are there abuses of non-service-connected care? Occasional 
cases are indicated and seven cases have been revorted to central office in the past 
12 months. Perhaps our screening could and should be improved. However, it 
is our impression that there are few abuses. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

81.1 81.9 100 
All patients 15.4 84.6 100 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for commen 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
a) Average daily patient load............ 1,001 999 1,000 1,109 1,191 
§ Full-time equivalent staff_...........- 1,385 1, 396 1, 388 1,471 1, 504 
(c) $7, 121, 305 | $7, 662,463 | $7,802,352 | $9,052,328 | $9, 741,411 
(d) Salaries of staff 5, 548,479 | 6,053,246 | 6,165,507 | 7,266,363} 7,854,279 
77, 156 75, 239 63, 428 59, 497 66, 000 
Communications- 33, 483 35. 151 34, 861 38, 237 38, 621 
) Utilities (gas, coal, water, etc.).......- 120, 754 129, 176 152, 998 167, 705 190, 000 
476, 087 463, 400 445, 623 470, 448 531, 230 
(i) Drugs and medicines. -.-_.........--- 260, 817 299, 696 286, 459 294, 259 354, 692 
Medical and dental supplies_-_-_____-- 241, 563 252, 804 311, 460 318, 013 328, 056 

) Asset acquisitions including equip- : 
ALT 137, 332 49, 410 69, 201 98, 151 34, 491 
(m) Cost per discharged patient..___.._..- 769 773 7380 916 860 


1 Adiusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Basically the answer is ‘‘No.” The pri- 
mary fund allocation is primarily based on the achievement of a certain average 
daily patient load and is not related to the number of different patients cared for 
during the year. If the number of patients admitted and the turnover rate is 
held down then it possibly could be said that the primary fund allocation is ade- 
quate to provide an acceptable standard of care. However, if this is done the 
good physicians and other professional personnel would leave the VA with a 
resulting deterioration in the quality of care. 

If turnover is pushed and an increased number of patients are admitted, although 
the average daily patient load remains constant, then the answer is “No; the 
primary fund allocation is not adequate to provide an acceptable standard of 
care.’ To illustrate, the following data show the number of patients admitted 
to our surgical service during the first 6 months of fiscal years 1958 and 1959. 


Difference, 

Fiscal year | Fiscal year fiseal year 
1958, Ist 1959, Ist 1958 between 

6 months 6 months year 


The above shows that for fiscal year 1959 with an average daily patient load 
of 4 less than for the same period of fiscal year 1958 there were 467 more patients 
admitted in fiscal year 1959 than in fiscal year 1958 while operating the same 
number of beds. Since the greatest cost of care occurs early in the patient’s 
hospitalization, the additional 467 patients admitted required the expenditure of 
& great deal more money although the average daily patient load was actually 
less than for the same period of fiscal year 1958. he added costs ran us into 
real financial difficulties, and we were forced to slow down our tempo of operation. 
We are continuing to hold back and now we see a marked increase in our waiting 
lists. The fact is that acceptable standards of care cannot be maintained and the 
hospital that tries to be efficient is penalized. 

3. Does the allotment of funds on the basis of average dolly patient load increase 
or decrease the patient’s length of stay? How or why? Yes; the allotment of 


funds on the basic average daily patient load does increase the patients’ length 
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of stay. A major concern to VA i managers is the maintenance of the 
projected average daily patient load. his is accomplished by admitting patients 
who are not in need of hospitalization, condoning operational policies that slow 
down the hospital diagnostic and treatment procedures which prolong hospitaliza- 
tion and finally, the simple expedient of not discharging patients when they no 
longer require hospitalization. Also, see exhibit E. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hosvitals? Are such comparisons apvropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We are furnished 
a number of rather good comparative reports for VA hospitals but they are often 
misleading if taken at face value. Because hospitals vary so greatly in the types 
of patients given care, in the degree of illness of the patients, the extensiveness 
of diagnostic and therapeutic facilities and procedures, the extent of research and 
education, and the number of patients given care (not average daily patient load) 
these comparative data are of value only when reviewed objectively as related to 
the above factors. These data are of value if supplemented by additional infor- 
mation and related to the local situation. We believe that these data are taken 
at tace value by some officials when allocating operating funds and may work to 
the disadvantage of some hospitals. This is especially critical in the current prac- 
tice of emphasizing average daily patient load and per diem costs and not pro- 
ductivity in allocation of operating funds. A truer comparative evaluation could 
be made if data were developed (it is available) to show the number of patients 
treated by diagnostic grouping and the cost of this care per patient. 

Some effort has been made to present comparative data on civil hosvitals, i.e., 
Chief Medical Director's letter No. 58-45, December 1, 1958, subject, hospital 
staffing and costs. These data were interesting but misleading. They showed 
the VA to have a low staffing pattern and low per diem as compared to civil hos- 
pitals. However, these same data, if compared to one other factor, number of 
patients cared for, indicated the VA costs per patient to be considerably above 
those of civil hospitals. 

5. (a) What is the average raw-food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.131. 

(b) What is the cost per served ration for all other food-service activities from 
July 1, 1958, through December 31, 1958? $1.784. 

{c), If all your patients are not on the same ration, what differences are there? 

y? 

The ration differs for each type of patient. No matter how funds are allotted, 
the per patient quantity and cost of food issued is restricted in use to $1 for neuro- 
psychiatrics, $1.10 for general medical and surgical patients, and $1.30 for tuber- 
cular patients each day. 

The fallacy of this type ration limitations lies in the assumption that it costs 
less to feed an active neuropsychiatric patient than any other or vice versa, that 
food cost is greater if one is to provide a nutritionally adequate menu for tuber- 
cular patients. This creates a great deal of needless trouble in making sensible 
use of dietary funds since the dietitian is still expected to furnish the same menu 
in the same quantity to a neuropsychiatric patient that she is expected to furnish 
a tubercular patient. Confusion would certainly be compounded if these basic 
ration allowances were adhered to by patient type in our main dining room where 
neuropsychiatric, general medical and surgical, and negative tubercular patients 
are fed simultaneously together. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 0 housekeeping; 35 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters make a significant contribution to maintaining and/or 
recruiting professional staff. As an example, two excellent physicians, our own 
director of professional services and one who trained at this hospital and now is 
director of professional services at another VA hospital were certainly influenced 
to join the VA by the fact that reasonable living accommodations were provided. 
Adequate nonhousekeeping quarters are essential in recruiting and keeping 
personnel such as nurses, technicians, ete. Also, they play an important part in 
the establishment and maintenance of various teaching programs such as medical 
residences, affiliate nurses, etc., all of which are important in quality medical care. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? It is recognized that there are practical limits to how far the VA 
ean and should go in providing either housekeeping or nonhousekeeping quarters. 
I would suggest that for certain hospitals a limited number of unfurnished house- 
peyre apartments be made available for married physicians, both resident and 

e. 
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(d) Could cost of such quarters be a lucrative investment? If adequate 
quarters were constructed at a reasonable cost comparable to similar accommoda- 
tions in the community they should be amortized from a financial standpoint 
over a period of years. Also, there would be the intangible consideration of 
recruiting and maintaining a better professional staff and protecting the VA’s 
investment in this personnel. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $19,523,312. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (a) Increased cost of communications 
as a result of rate increases; (b) increased cost of all utilities as a result of rate 
increases; (c) increased cost of blood as a result of unit cost increase of contract; 
(d) increased cost of drugs and medications as result of unit cost increase as well 
as the increased use of new and more expensive drugs; (e) increase of total cost for 
supervoltage radiation treatment of malignancies because an increasing number 
of patients are being admitted and transferred in from other VA hospitals requiring 
this type of therapy; (f) rising costs per unit and increased usage of prosthetic 
appliances and sensory aids; (g) increased basic salary costs together with cost of 
supporting fringe benefits, e.g., uniform allowances, life insurance, etc.; (h) rising 
cost of equipment; (7) increased number of deaths which increase cost of burial 
and necropsy; (j) increased turnover rate; (k) increased number of patients 
admitted and treated with no additional funds to support additional load; (J) 
increased scope of research programs which also increase the cost of those services 
and support facilities that are paid from 8400 funds; (m) cost of workup and 
careful evaluation of applicants to be sure they do not need hospitalization; 
(n) increase cost of CBOC program. 

These factors have the effect of increasing the cost per patient treated as well 
as the per diem cost. When costs increase for items essential to care and opera- 
tions such as expendable supplies, utilities, and services over which we have little 
or no control, and are not covered by an increase in the basic operating fund, the 
hospital is forced to divert funds planned for expenditure in other activities 

The areas most vulnerable to reductions to meet this uncontrolled cost are: 
The number of employees, planned replacement of portable and fixed equipment, 
and routine maintenance of the facility. 

Over the past several years, to cover these increasing costs, we have had to 
reduce gradually the number of employees so our ratio of employees to patients 
is getting smaller each year. This is affecting the efficiency and morale of em- 
ployees and it is becoming more and more difficult to inspire them to continued 
excellent performance under mounting pressures. This can only result in a 
decline in the quality of medical care. 

In this connection we should not overlook the danger of inviting a serious 
outbreak of staphylococcus aureus infection. Our aging patients are especially 
vulnerable to this infection and as our nursing, housekeeping, and other personnel 
are reduced in numbers it is going to be more and more difficult to maintain 
techniques and standards to protect the patients from this infection. 

At a time when we should be increasing personnel such as social workers, 
rehabilitation therapists, psychologists, ete., who can be of tremendous importance 
in planning and preparing difficult disposition cases for discharge from the hospital, 
we are actually compounding these problems by reducing personnel. This will 
lead to further stagnation of our patient load. 

We are unable to purchase major items of new equipment that would make 
our employees more productive or to keep abreast of new medical techniques 
and therapies. Many items of old equipment are in need of replacement. 

Although our hard core plant maintenance is in reasonably good shape there 
is much to be desired as far as ‘‘veneer’’? maintenance such as painting, main- 
tenance of doors, floors, ete. 

The overall accumulation of many small things is leading to a gradual deteriora- 
tion of everything that a good hospital and good hospital care demands. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (a) We have increased the types of cost information to the 
staff to keep them abreast and conscious of their costs; (b) we are placing emphasis 
on the responsibility of the department chiefs to review their own operations in 
quest of areas where cost reduction is possible; (c) the therapeutic committee has 
taken aggressive steps to evaluate and reduce the cost of drugs; (d) the executive 
committee of the medical staff has taken positive steps to increase the procurement 
of blood from volunteer donors; (¢) we have installed the use of certain disposable 
items such as needles and syringes which have resulted in overall station cost 
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savings—other items are being evaluated; (f) laborsaving equipment such ag 
autoanalyzers have been installed. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 
12.5 
9.2 


5, 360, 272 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
inelude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.028; per pound, $0.037. 

Laundry costs computed on basis of commercial operation, including mem- 
orandum accounts: Per piece, $0.033; per pound, $0.044. We are being 
forced to do unproductive bookkeeping and work by VA interim issue 
CONTR-112. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? This concept is a deterrent to 
the manager and hospital who want to handle their patients in a manner com- 
parable to the concepts of good hospital administration and medical care as 
practiced by good hospitals in his community. The system fosters the one objec- 
tive of management to maintain the average daily patient load at all cost. The 
manager who provides the leadership and the staff that can handle their patients 
apeeeny and give excellent care are penalized because as they become more 
efficient they tend to increase slightly their daily operating expenses because they 
are caring for more and sicker patients. At the same time they endanger the 
hospital’s financial position of having funds withdrawn because they run out of 
patients and cannot maintain the average daily patient load even though they are 
treating a greater number of patients. The system also allows the indifferent 
manager or the one who knows no different to operate casually as long as he 
maintains his average daily patient load. 

To illustrate, the great variance, shown by VA Field Station Summary, 
D.M. & 8., Part 3, June 1958, of the percentage of applicants eligible for admis- 
sion to the various hospitals range from a low of 33 percent to a high of 97 percent. 
Granted, there are factors that cannot be evaluated. It is difficult to believe that 
the total of 97 percent of applicants at any one hospital are ill enough to require 
legitimate hospitalization. The hospitals that admit a high percentage of appli- 
cants are in general those which do not have any waiting list and are struggling 
to  acrgeng average daily patient load. On the surface the record speaks for 
itself. 

This hospital certainly cannot be accused of admitting applicants who do not 
— hospital care. e following data shows our rejection rate for December 


Service Nonservice Total 
connected mnected 


co 
117 367 484 
Percent rejected 31 43 39 


| | | 


PS, 
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12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? See item 13(a) below. 

13. (a) If CBOC program ‘could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? We feel that these two questions (12 
and 13) are so closely related our remarks pertain to both. To enable us to handle 
the hospitalization requirements of the beneficiaries as efficiently as possible at 
a reasonable cost as possible we need, in addition to being free of the average 
daily patient load concept of financing hospital operations, a system for pre- 
admission workup, outpatient care for posthospital followup (CBOC), additional 
administrative and professional personnel whose salaries could probably be com- 

nsated for by salary savings on personnel who are now staffing nursing units 
that could be eliminated and full use of foster home and nursing home facilities. 
We believe if most of the above could be utilized we could eliminate the following 
number of beds and still meet our present requirements of hospitalization: 


(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $31,448. 
3} Visits to hospitals by patients on CBOC status: 8,137. 
3) Cost per visit: $3.86. ; 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples: It is 
actually difficult to get specific citations from operating staff by circulating such 
a questionnaire because supervisors have become accustomed and immune to 
individual redtape procedures, and cannot remember them. This adaptability 
is the human reason why some well-intentioned person can conceive and impose 


- inhibitions or restrictive mandatory procedure details, or in the sanctity of 


“uniformity,” which sap infinitesimally the time and morale of a helpless field 
station in a more insidious way than occurs in a squad of combat soldiers infested 
with the P. pr without benefit of insecticide. Some examples are discussed 
in subparagraph (e). All obviously originated as a mandatory method to safe- 
guard function but unfortunately with the expense of impairment of responsibility 
and authority, i.e., responsible brains and thinking at lower levels. 

(b) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? One 
of five of the team had experience. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? In general, the audit team was interested in good practical 
administration. However, in certain instances they obviously had been 
instructed by central office to check into minutiae of procedures. 

(3) How was the internal audit valuable to your hospital? (a) The 
main value was that it stimulated our staff to take an objective look at what 
they were doing and to evaluate their procedures; (b) several timesavin 
suggestions were offered and adopted; (c) our psychology service aecchened 
an evaluation questionnaire which our staff used to evaluate the internal 
audit team; response was generally favorable. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No; where we did not agree with a recom- 
mendation we stated our reasons and stood our ground. Our position was 
later substantiated by central office. 
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(c) If a fair sproteesions) medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACQ? Or 
be conducted by a joint team? Furnish information by which central office and 
managers pacts § base action for improvements by comparative evaluations of 
management and hospital operations, and for program analysis and improvement, 
Nongovernmental sources would be most valuable but as a part of joint team 
effort and practice. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? In effect they are like a disassembled internal audit team but without 
advantages the internal auditors have for three-way cross-checking between 
themselves and chiefs of services and divisions on the job. The hospital 
operating chiefs acknowledge their helpfulness but think they are more 
helpful to VACO. 

2) Of what value would you think these visits are to VACO? Un- 
doubtedly they furnish information and advice on how well personnel and 
procedures are working in the hospitals. Much of the voluminous routine 
and special reports sent to central office pass through the hands at area 
office for consideration and comment (by nonhospital-attached specialists) 
with some acquaintance with the hospital. 

(3) Would less frequent visits be more useful? Yes; organized as internal 
audit teams. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

(1) Recentralization of all routine promotions of doctors and dentists. 

(2) M-2, part IX, paragraph 2.0la(2) sets up an exempted committee 
although the manager is still responsible for what it does. Paragraph 
2.01a(4) levies on hospital personnel for exempted committee which has 
direct communication with central office. Much of the remainder of this 
section of manual is so ritualistically mandatory as to cause wonder whether 
it is the ritual or the patient that is most important. Exception was 
requested to permit this hospital to make appointments for our patients 
with an affiliated civil clinic, but it still remains mandatory to have a person 
from the downtown regional office do this. He is the same nonmedical 
person who must recite a résumé on our patients to a board of our own 
personnel, and while the patient’s doctor is waiting to present the case. 

(3) Manual M10-6, section VI, June 1, 1947, paragraph 71—Policy for 
Granting Passes and Leaves: There is a studiously detailed use of the 
mandatory “will’’ in paragraphs 72, 73, and 74, from the time the patient 

ts his pass or leave initiated until the time he gets back in the ward. It 
is a classical example of mandatory manual procedure which interferes with 
delegation of clinical or administrative authority to the lowest possible 
levels. It is annoyingly wasteful of clinicians’ time, goes beyond realistic 
handling of records if anyone in authority insists on following it by the 
letter: ‘‘The chief of service will review leave requests and signify approval 
or disapproval.” Just why, if he has an employable ward officer? Para- 
graph 73d specifies sending various forms and the clinical record folder to 
the chief of service presumably so he can look through the entire record 
and decide whether he is going to approve or disapprove the ward officer’s 
decision; it ends with ‘‘the clinical record folder in each instance will be 
returned to the ward.” There is considerably more detail which becomes 
actually necessary once such a decision is made for mandatory exception to 
normal authority for an operation at field station level. It has to be that 
way or matters would really foul up if field station people were not told 
how to get out of the situation “by the book.” 

(4) Cireular 10-36 dated March 24, 1958, states: 

(a) “There is no current directive defining the frequency with which 
temperature, pulse, and respiratory rate data are to be determined. 
The determination of such data has been routinized. The recorded 
data often serve no clinical purpose, or, as a consequence of a routine 
approach, may be inaccurate. 

“Effective upon receipt of this circular, the recording of temperature, 
pulse, and respiratory rate will be regularly ordered in writing by the 
attending physician for each individual patient. The order will specify 
the data required as well as the frequency of determination. It will be 
based upon medical indications rather than a routine procedure which 
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might conceivably have no specific purpose in application to the given 
atient. 
A (b) In this large general hospital at least 14 different routines were 
established for the nurses to take and record patient’s pulse, tempera- 
ture, and respiration. These were intelligently arrived at by the doctors 
on the various services and sections to give them timely indication of 
change in the vital signs of their patients, and at what they consider 
as minimum frequency. They vary from once daily at 11 o’clock ona 
dermatology section to every 4 hours on several other services if the 
patient is showing some abnormal reaction. Thus, this circular is a 
most spectacular recentralization of handling of patients from the judg- 
ment of people who have the actual responsibility forthem. Iam under 
the impression that the circular was published to free doctors and nurses 
from any slavish routine of taking and recording these vital signs each 
4 hours or four times daily. It is contrary to commonsense medically. 
(c) Operations letters 56-67 and 57-30; Manual M-2, part V, change 
4, paragraph 1.13, page 19 (April 28, 1958) all apply to the disinfecting 
of all types of clinical thermometers. The use of objectionable solution 
of iodine and alcohol has been rigidly specified, apparently over the pro- 
tests of an undisclosed number of hospitals. It is irritating to the skin, 
the eyes, and the nasal membranes of many of the people who use it. 
We are not aware that explanation has been given field stations for the 
rigidity of this central office pronouncement. Technically trained doc- 
tors, nurses, and bacteriologists who have competent knowledge to 
handle lives of patients also have competent knowledge to eliminate 
objectionable features of this rigidly prescribed routine, but are with- 
out the authority. 


(5) Dentistry, Manual M-—4, May 16, 1955, and changes: 


(a) I am impressed by the proclivity of chiefs of dental services in the 
VA to regard their position as full-time administrative. In hospitals, 
they are appointed because of professional experience and attainments. 
It was with some pressure established at this affiliated teaching hospital 
with a dental program that withdrawing from professional contact with 
patients was highly undesirable, and certainly not in consonance with 
practice of other chiefs of clinical services. The dental program manual 
reflects the many details of bookkeeping and reports regarded necessary. 
Some recent operational recentralization could make additional con- 
tributions to such an attitude for withdrawal. 

(b) M-4, change 5 dated November 20, 1958, section 2, policy, para- 
graph 1.03, appears to be without flaw: ‘‘Hospitalized VA beneficiaries 
will be furnished dental services consistent with professional require- 
ments for complete treatment planning and integrated medico-dental 
patient care.’’ The foreword M—4—Dentistry, indicates what is not 
policy is mandatory procedure. Our dental service has the following to 
“e about subsequent paragraph 1.04 about oral examination proce- 

ures: 

“The requirement that all patients be given a complete oral examination, 
including full mouth X-ray examinations, is an example. When this 
cannot be accomplished, screening type of examinations are to be made. 
This directive does not take into account the numerous readmissions and 
conversions from CBOC to regular admissions that take place in a 
hospital of this type. To follow this directive in this hospital would 
require about 40 patients being given a complete oral examination 
each working day; and, therefore, approximately 30 full mouth X-ray 
reviews. would have to be made. In order to accomplish this so much 
time and effort would be required, little or no definitive treatment could 
be accomplished. There is considerable repetition in the posting of 
dental treatment accomplished. Each item of dental treatment has to 
be noted on at least four records (VA form 10-2995, VA form 10-2679, 
VA form 10-2958, and SF-509).”’ 

(c) This same recent change, November 20, 1958, contains several 
interesting recentralizations. It is a general administrative principle 
that chief of service should be held responsible for whatever goes on 
within his service and he must have authority to carry out his functions. 

(1) This manual removes from the manager or the chief of dental 
service any authority to designate a subordinate to arrange a pre- 
scribed diet with the hospital dietitian for a member-employee (type 
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of domiciliary patient) (par. 2.06). The chief of dental service 
must do it personally. 
(2) Paragraph 4.09: The manager or chief of dental service can 
no longer designate some subordinate to have custody of all dental 
gold, ete. By gee 4.10, the chief, dental service, must per- 
sonally do all the bookkeeping for scrapped precious metals or for 
the issue of gold, platinum, etc. He now personally determines 
whether old gold removed from mouths of patients was furnished 
by the Veterans’ Administration or from some private source, and 
must personally make a decision whether or not it will be retained 
by the Government or cleaned up and handed back to the patient. 
If the patient does not want it, the chief, dental service, will per- 
sonally pick it up on the property accounts, ete. A dental tech- 
nician is capable to perform this duty. 

(d) It seems obvious that cumulative recentralizations of such nature 
create a climate of creeping depreciation of official stature and morale 
in a service which must eventually reflect in care of patients. 

(6) Circular 10-197, October 14, 1958, subject, ‘Social Service Folders.” 
“It has been decided to use outpatient treatment folders type B as social 
service folders, effective December 1, 1958.” In addition to the printing 
on the front portion of this “sturdier’’ folder, a rubber stamp must be made 
to overprint some existing materials. Further explanation is made how to 
use this modified folder to permit filing of inactive foiders in alphabetical 
sequence in lieu of chronological filing. 

(a) When retirement of inactive files will be necessary by the new 
method, it will require in this office at least 614 uninterrupted man-hours 
to sort the folders. There are approximately 900 per year. Our 
system gradually accumulates the outdated files in a separate (chrono- 
logical) drawer so that it requires only 10 or 15 minutes for a clerk to 
tie them into a bundle and send them out for destruction. Moreover, 
we have been using simple manila folders which cost about $100 less 
than the new folders each year. The new folder increases the cost of 
social work expendable budget about 40 percent. The file clerk reports 
that only three or four manila folders are replaced each year for wear 
and tear. These files are gens eos d transferred from one hospital to 
another, so that uniformity of folders is of comparatively little impor- 
tance. Our chief, social work service and registrar (records disposal) 
requested exemption from this requirement but was denied. 

%B) This change is a ritualistic recentralization of a simple procedure 
at greater expense to the taxpayer. Inasmuch as our admonitory letter 
came over the signature of the chief medical director, the manager is 
obliged to comply blindly or to recapture his delegated authority to do 
the same job at a lesser cost. Our hospital system was evolved through 
experience, time and motion studies to save manpower in order to put 
more of our allotted funds into professional ro ancillary personnel. 
Central office also objects to the use of a staple in the dead folder instead 
of the metal fastener whereas our experience indicates that when the 
metal fastener is removed the staple allows 50 to 100 percent more dead 
folders in the filing space, all in an upright position so the names are 
easily visible. 

(c) I feel apologetic to the committee for devoting personal attention 
to the inroads of recentralization which mandates control of the expendi- 
ture of funds and use of man-hours unnecessarily for which I have 
responsibility to direct toward care of patients. I believe we have 
literally dissipated by futile effort the anticipated savings of the first 
year already. One gains the impression after a few times that those 
who really handle such matters have jointly concluded to be fair and 
impartial with all stations, but against any with propensity to retain 
operational! authorities. 

2. Is the management development program directed toward making good 
employees or good managers? There is a subtle distinction required by this 
question. I am under the impression that the program tends to emphasize 


por abel compliance rather than encouragement of developing managerial (type) 
iative and force. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1573 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.1.R. (over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
1960 | New building for outpatient facilities s (design) (scheduled but canceled in the past 1 $108, 606 
2weeks. Request to be reinstituted). 
1961 | New building for outpatient facilities (construction). RAE PEE, 1 2, 063, 508 
Consolidate facilities for supply division (scheduled but canceled in the past 2 112, 531 
weeks. Request to be reinstituted). 
1 Estimated. 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
1, Alterations and improvements required in buildings 1 and 2 to adequately serve ex- 
2. Proposed modernization and improvements, buildings 3-5 and 4-6__..............--.... 1, 176, 448 
3. Proposed modernization and improvements, new construction connecting buildings 
103-104, 101-102, 113-114, 110-114, 105-106___.-._._..--.-.--.--------.------------.--..- 258, 000 
4, Proposed modernization and improvements to medical research and radioisotope re- 
5. Proposed development of basement spaces and minor alterations in building 26_........ 38, 000 
7. Proposed pneumatic tube dispatch system_._........-- 400, 000 
8. Proposed new water well and water supply tank ___ niece 150, 000 
9. Standby electric generator to serve the entire hospital _ .............-----....-.------... 200, 000 
12. Proposed air conditioning of portion of women’s quarters. 25, 009 
13, Proposed new parking lot to accommodate expanded hospital__................-..--...- 31, 000 
14. Expansion of outside utility system to serve proposed new additions.................... 80, 000 
15, Proposed new 2, 400 
3, 145, 348 
* Total 3, 411, 221 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
5, 000 
Electrical (secondary) - 3, 500 
Floors 1, 200 
Masonry and plasterin 2, 300 
Painting estimate.______ 2, 000 
Steam generation plant and auxiliary... 5, 500 
500 
000 
900 
100 
800 
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Description Amount 


Gas distribution system... 
Steam distribution system 

35-millimeter motion picture system.............-.-.---.-----.------------ 

Hot water storage and system-__................- 
Short wave radio system... 
TV antenna 
Elevators (contract service) 


Total. 


# 


ree 


@ 


8 


(b) In addition, list those items deferred due to lack of funds which in your 
aor will result in further deterioration of property because of such deferral. 

one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 
1960 | See items listed par. 1(a) $90, 300 
1961 |-.... 90, 300 


Note.—Item 1(a) is representative of normal recurring requirements to conduct a planned preventative 
maintenance program for each fiscal year—1960 and 1961. erred items such as replacement of roofs, 
flooring, etc., will not be a matter of concern before fiscal year 1965. Dollar amounts indicated do not include 
personal service and utilities. 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 
1960 | Total estimated requirements based on past performance. & $5, 000 
1961 |.....do 5, 000 


Norte.—No minor betterments requested or scheduled for fiscal year 1960. Projects of this nature diffi- 
cult to predict inasmuch as their need is based on changing requirements and improved methods as well as 
projects to support research work. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


1 boiler feed water pump for heating plant 
1 mixing machine for kitchen 

a ers for Menu » 
1 food chopper for menu kitchen 


1 proof box for menu kitchen. 
1 do-nut machine for menu kitchen. 


3. What, in your opinion, are the most 5 prewaiing needs in your installation? _ 
(a) Financial support so additional personnel, both professional (physi- 
cians, nurses, technicians, therapists, and social workers) and administrative 
who give direct support to professional personnel, can be increased. 
(b) An opportunity to increase our efficiency by freedom from the average 
daily patient load concept of workload as the primary factor in allocating 
operating funds. 


Amount 


| 
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(c) Modernization of our X-ray facilities and equipment: 


Description Amount 


1, Remodeling of our X-ray darkroom and installation of Eastman Kodak X-OMAT proc- 


2. oe of 5 X-ray machines and 5 cassette changers, all of which have been in con- 
t 
3. Initial new equipment, X-ray apparatus, mobile, and film changer, radiographic, medi- 


essor, model M-2 (this is included under project 1, Part X: Capital Improvement). 
Not programed or under consideration for Ascal $40, 000 


Total. 128, 786 


(d) To be freed from the multiplicity of reports and visitations to which 
we are subjected, not that we do not enjoy these visitations but they con- 
sume so much time that we do not have time to devote to the business of 
running our hospital. If a number of reports could be eliminated or con- 
solidated our staff would have more time to devote to the problems of oper- 
ation and improving service. 

(e) To have the nonbed betterment project shown under part X, para- 
graph 1, approved for development and construction. 

(f) To have approval given to the modernization projects shown under 
part X, not programed or under consideration for fiscal year 1962. 


KERRVILLE, TEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: None. 

City and State: K -rrville, Tex. 

Type of services: Type of hospital, TB; formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: O is N. Shelton, M.D.; approved by VA central office; 6 years. 
(b) Assistant manager A. W. Farley; approved by VA central office; 13 years. 
(c) Director, pro‘essional services: Van Cookerly, M.D.; approved by VA 


central office; 11 years. 


II. Bed capacity and patient load 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless et a 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Rated bed capacity. 449 252 197 


Beds not in use (unavailable): 
Total 


Staff not recruitable: Beds re- 
Type of bed not required for cur- 
rent operating plan regardless of 


1, 
2. 
3. 
In process of activation...........- 
6. 
7. 


10. Average daily patient load for 12 

months en Dec. 31, 1958._.....-- 405 7 MB 


| 
| 
| 
| 
00 
s, 
le 
| 
+4 
00 
00 | 
i- | 
ze 
| 
| 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless - 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


Percent of total patients re- 
maining 49 50 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during 
15. Number of patients on trial-visit status as of 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
BV. 1, 351 1, 356 1, 436 
935 1,021 1,093 


(b) If there are trends in any of the components above, please describe their 
significanee and impact on the activities of your hospital. ue to veterans’ age 
and the increase in general medical cases which embrace long-term chronic 
ailments, the mortality rate will increase. 

17. (a) Whatis the number of TB beds (rated capacity) which were unavailable 
on me ge = 4 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 46 beds converted from TB to general medical 


on July 1, 1958. 
III. Length of stay 


1, Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(b) TB hospitals: Average stay for TB patients, 148 days. 

3. (a) What system of control do you have to insure a minimum stay in 
hospital? Discharge patients when they reach maximum hospital benefits. The 
hospital has a length-of-stay committee which reviews length of stay of medi- 
cal patients. 

(6) What improvements have you made since your last report to this com- 
we An active length-of-stay committee has been appointed which. meets 
monthly. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None known. 

(d) Are there anv identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) There is an increasing number of 
long-term chronic patients. 


USE OF TRIAL VISIT 
| 
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4. (a) What would be the effect on length of stay if ron were able to provide 
thospital followup care, as needed, on an outpatient basis? None. e have 
Ped occupancy care program, which permits the patient who has not yet reached 
MHB to return to the hospital for followup care (CBOC program). 
(b) What effect would such a program have on your cost of operation? The 
program (CBOC) is more economical than the cost of continued hospitalization. 
5. What would you suggest to further reduce hospital stay without impairing 
eare? Have no suggestions. It is believed CBOC program is adequate. 
6. What is needed to improve turnover of patients? More and better non- 
Federal facilities for care of indigent non-service-connected patients after reaching 


status of MHB. 
IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA} Not yet 

hospitals |hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? G.M. & g" 7; TB, 15. 

3. What system do you use for scheduling admissions from the waiting list? 
Use of priority groupings as established by central office; consideration of each 
application in order by priority as vacancies are anticipated. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? Five. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Veterans who “drop in” and 
are medical emergencies are admitted. If not an emergency, then applications 
are placed on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 753; approved, 704; rejected, 49. 


V. Hospital staff 


(Oopert full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. ._._....__.......---- 15 16 +1 

4. Physicians, consultants and attendings.........._.-- 14 17 +3 

6. 56 57 +1 

8. Therapists and technicians ?___________._.-.-------- 28 23 —5 

10, Office of manager, personnel, and finance ....-------- 14 15 +1 
14. Engineering maintenance (excluding laundry) 6 
15. Engineering operations (excluding laundry) ..------- 32 31 -1 
71 81 +10 


Total does not include line 4. 
In physical medicine, dentistry, laboratory, X-ray. 


33427—59——_101 


| 
| 
| 
| 
| 
| | 
- 
2 
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19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 5. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program: 14, 
(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 5. 

(c) Average days of hospitalization of patients reported in (b): 139 days. 

22. Number of patients in day hospitalization: 5, 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data, 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -......-..- 16 14 14 
Average payment per consultant or attending !__.._.......... $890. 62 $992. 14 $957. 14 
Total amount to all consultants and attendings !__....... $14, 250 $13, 900 $13, 400 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


Nurses__..- x 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Provides basis to determine more effectively the proper administration and 
therapy of drugs dosage in treatment of pulmonary diseases. 

3. Amount of funds available in fiscal year 1958: 


For education 

Research and train- 

ing (pro- 

gram 8300) 
1. VA appropriation._..... $15, 377 0 
2. Gifts and donations deposited in general 
3. Grants from other sources administered t h affiliated medical schools 


erapy 
given 


8 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
({b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 19 2 12 
(1) Patient has compensable serv- 
(2) In receipt of VA pension. 3 
(3) In hospital more than 30 days- 3 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Bill insurance company on non-service-connected patients; followups 
made if no reply received. If company denies liability or doesn’t reply, records 
forwarded to chief attorney at regional office. The number of companies who 
have policies in effect that do not pay to Federal hospitals is increasing. Cost to 
carry on collection program, $130 per year. No change since 1957. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: : 


Calendar year | Calendar year 
1957 1958 


Amount collected_ 2, 870 2, 057 


i Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? One. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The examining physician 
notes on the ap»lication for hospital treatment how long, in his opinion, hospitali- 
zation will be. The admitting clerk then advises the veteran that it would cost 
approximately $12 per day in a local hospital, in addition to certain doctor, labora- 
tory, and X-ray fees. 

- In your opinion are there abuses of non-service-connected care? In our 
opinion there might have been one abuse involving ability to pay in the past year. 
hat case has been reported to central office. 


| 
| 
a. 
9 
14 
957, 14 
3, 400 
0 
und 
igs 
he 
1? 
nd 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
a) A daily patient load_._.......-. | 398 397 394. 0 398.0 410.0 
Full-time equivalent | 449 445 438. 6 444.9 444.8 
(c) Tote antt 3, ocwesangesersnssen=o $2, 241, 363 | $2,315,090 | $2, 276,403 | $2,543,013 | $2,646, 948 
1,793,491 | 1,880,588 | 1,882,715 | 2,125,642 2, 226, 479 

7, 595 10, 680 12, 477 10, 326 
(f) Communications ----...........-.--..- 6, 437 6, 673 6,770 6, 793 6, 780 
) Utilities (gas, coal, water, etc.)_......- 44, 401 46, 440 48, 174 51, 821 49, 008 
181, 651 172, 070 176, 257 172, 451 173, 084 
(i) Drugs and medicines. -__.............- (8) 46, 199 51, 990 61, 536 61, 326 
4 Medical and dental supplies---....... () 36, 994 41, 620 40, 482 39, 998 

k) Asset acquisitions including equip- 

52, 629 36, 541 12, 562 16, 191 7, 276 
155, 159 77,905 43, 838 57,771 72, 466 
(m) Cost per discharged patient_.......... 1, 606. 11 1, 753. 32 1, 602. 64 1, 673. 57 1, 644, 45 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
3 All materials and supplies for fiscal year 1955 were under the same cost symbol. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? No. Length of 
stay of patients is established on need for hospitalization as determined medically. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons apvropriate? What improvements seem 
possible? Have they been discussed with responsible officials? (VA), yes. 
Statistical cost comparisons, conferences, interhospital seminars. Civil hospital 
statistical data are available but not considered an adequate basis for comparison. 
Present comparisons seem adequate. Yes. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.191. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.199. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All on same ration pattern. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 2 housekeeping; 13 nonhouskeeping. 

b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The availability of quarters does assist in the recruitment and mainte- 
nance of adequate staff. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None additional needed. 

(d) Could cost of such quarters be a lucrative investment? Not applicable. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10 million. 
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8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increase in labor, material, and supply 
costs. nversion of TB beds for care of G.M. & 8S. patients. G.M. & S. patient 
requires greater expenditure of money. 

9. What internal programs have you developed to engender cost consciousness 
at your station? here has been established a system of quarterly budget 
control which keeps all departments advised as to the funds allocated to that 
department. These allocation sheets are reconciled monthly and serve to assist 
the department in controlling funds for the best interests of the service. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pounds. 1, 306, 583 8.7 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pur of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.044; per pound, $0.054. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.046; per pound, $0.058. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? No effect on patient turnover. We 
do not admit patients who do not require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating ‘beds required to meet the needs of veterans 
actually needing hospitalization? Tons. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,442.65. 
(2) Visits to hospitals by patients on CBOC status: 245. 
(3) Cost per visit: $9.97. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 


(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Budgetary and 
ict ion Cite examples. Primary fund allocation; recentralization of certain 
positions. 


(b) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair pectessionel medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 


be conducted by a joint team? It is believed the hospital accreditation require- 
ments, visits from VA central office and area officials, consultant visits and 
am in residence visits constitute an adequate and fair professional medical 
audit. 
(d) The area medical director’s office is regarded as part of the central office. 
(1) How helpful to the hospital are supervisory visits of the area office staff? 
Helpfulness varies with individual and department involved. 
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(2) Of what value would you think these visits are to VACO? Keeps 
VACO appraised of existing operating conditions, 
(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. 

2. Is the management development program directed toward making good 
employees or good managers? es. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 | Remodel central service (project 42-5314). -_........-..-------.----------------2--- $30, 500 
sprinklers, buildings 1 and 11 (project 42-5313) 8, 500: 
one. 


Not programed or under consideration for fiscal year 1962: None. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 
Coffee urn, $1,030. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 

10. Rerouting of hot and soft water distribution system. .............-....--..-.-----.------ 4, 800 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 
4. General reconditioning, overhaul, replacement of air conditioning and refrig- 
1961 | 1. Truck, 2-ton dump-- 3, 000 
4. General reconditioning, overhaul, replacement of air conditioning and refrig- 
eration plants 1, 500 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal - Deseription Amount 
year 


(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal Description Amount 

year 


3. What, in your opinion, are the most pressing needs in your installation? 
There is a need for sufficient moneys to replace medical, surgical, and hospital 
equipment which is obsolete and which cannot be procured out of the present 
annual dollar allocation. This would include such items as X-ray units and 
accessories (dental and medical), dietetic equipment, and other hospital equipment 
(medical) which have deteriorated through fair wear and tear. 


MARLIN, TEX. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Ward Street. 

City and State: Marlin, Tex. 

Type of services: Type of hospital, G.M. & S.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure— 

(a) Manager: J. B. Chandler, M.D. degree; 27 years of Government service}; 
2 years present position. 

(b) Assistant manager: J. L. Howerton, M.A. degree; 23 years Government 
service; 2 years present position. 

(c) Director, professional services: Manager serves in dual role. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 


otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 

6. Staff not recruitable: Beds re- 

ts Type of bed not required for cur- 


8. 


| 
| 
L 
i 
7 
| 
| 
) 
| | 
| 
) 
j 
) 
rent operating plan regardless of 
9. Patients 206 0 44 7 
10. Average daily patient load for 12 
months ending Dec. 31, 193 0 46 5 
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IT. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 
Total | TB Psy- Neuro- | G.M. & 8, 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1958, 
who were 55 years of age or older: 
ot Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
° USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit oes + ie None None None None 
15. Number of patients on trial-visit status as 0} . Sl. None None None None 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: We believe that the 
average age of our patients will tend to increase in the future and that the average 
length of hospital stay will tend to increase rather than decrease. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. oe vee Average stay for G.M. & 8. patients, 23.81 days. 

2. (For G.M. & §. hospitals only: Give the average number of days of hospitali- 


zation required for — discharged during the period April 1, 1958, through 
or the following operations (include only the experience of 


October 31, 1958, 


Coon 


yf 
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patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple-treated conditions): 


Average 
Cases length of 
stay 

Appendectomy -. .....----.------------- 4 7 
36 15. 33 

Cholecystectomy - 2 46 

Subtotal gastrectomy for duodenal ulcer--........--.----..-.-..----.--.----- 1 27 

Prostatectomy: 


3. (a2) What system of control do you have to insure a minimum stay in hos- 
ital? Committee appointed by manager reviews records of discharged patients 
o recommend procedures to insure minimum stay consistent with good profes- 

sional practices. Statistical reports published monthly show the length of stay 
on each ward. These reports are placed on bulletin boards in all ward areas 
and have a tendency to create competition. 

(6) What improvements have you made since your last report to this com- 
mittee? Better screening in the admission office by full-time physician. Im- 
provement in mail delivery through rescheduling of pickup and delivery. More 
prompt dictation and transcription of medical reports. Earlier referral to social 
service and better posthospital discharge planning. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Chronically ill patients require 
longer and more expensive periods of hospitalization. 

4. (a2) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Through our 
CBOC program this hospital provides posthospital followup care as needed 
which is operated essentially the same as an outpatient clinic since the patient 
does not oceupy a hospital bed. This program permits better utilization of hos- 
pital beds and does reduce the average length of stay. 

(b) What effect would such a program have on your cost of operation? It has 
increased the cost of operation. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Know of no further steps. 

6. What is needed to improve turnover of patients? Have no suggestions, 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: None. 
uae a many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Follow the policy of the central office; namely, Circular 18 of September 8, 1958. 
The priority groups are followed. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 

many additional persons were known to you on pene 12, 1959, who were 
potential admissions? 5. 
__ 5, Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. All cases representing a medical 
emergency are admitted without placing on waiting list. Otherwise legal eligi- 
bility is determined prior to admission. It is usually not necessary to place a 
name on waiting list after legal eligibility has been determined, since a bed is 
usually available. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,233; approved, 1,146; rejected, 87. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. 8.0 12.5 +4.5 

3. Physicians, residents and interns__.................- 0 0 0 
4, Physicians, consultants and attendings_.._.........- 1.8 1.1 -.7 

8. Therapists and technicians !__................----...- 18.0 19.0 +1.0 

1.0 1,0 0 
10. Office of manager, personnel, and finance ‘< 12.0 13.0 +1.0 

12, Other food-service employees............--..-------- 31.5 31.5 0 
14, Engineering maintenance (excluding laundry) ------- 24.0 23.0 —-10 
15, Engineering operations (excluding laundry) 10.0 7.0 —3.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 4. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


program: None. 


(6) Number of patients discharged during past 3 months who were given in- 


dustrial therapy: None. 


22. Number of patients in day hospitalization: None. 
23. Numbter of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data, 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service 9 11 7 
Average payment per consultant or attending ?___._._....-_.. $1, 438 $546 
Total amount paid to all consultants and attendings ?_.._...-- $12, 945 $9, 460 $3, 825 


1 Through Dee. 31, 1958. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 


allotment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and Education 


2. For hospitals without approved research and edueation activities: What 
benefits would accrue to the operation of your patient care 
ence of (1) research and (2) training programs such as me 
hospital administrative trainees? one. 

3. Amount of funds available in fiscal year 1958: None. 
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VII. Eligibility and Ability To Pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
c) For treatment of a non-service-con- 
(1) Patient has compensable 
service-connected disability. 1 4 
(2) In receipt of VA pension 1 19 
(3) In hospital more than 30 days_- 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for anon-Sservice-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 


admission indicated workmen’s compensation coverage for an alleged industrial 


or job-connected injury: 1. 

(b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958). Estimate of cost of collection, calendar year 1958, $92. Essentially 
no change since last report, January 1957. The chief attorney, VA Center, 
Waco, Tex., has furnished us with a list of insurance companies that we are not 
to prepare bills on because they have denied liability. his list consists of 76 
companies. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$9, 859 
1, 044 


2 . Is the addendum filled in before or after the oath of inability to pay is signed? 
efore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 3. 

What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Applicants for hospital treat- 
ment who are required to complete the addendum to the 10—P-10 are given an 
estimate of the cost of care in the community and the probable length of stay. 

8. In your opinion are there abuses of non-service-connected care? Only in 
the three cases. (See question 6 above.) 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

40 60 100 

World War II... 18 82 10 
3 97 100 
All patients aed ll 89 100 

VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
(a) Average daily patient load_._........- 127 171 191 194 194 
(6) Full-time equivalent staff__.......... 211 241 257 267 267 
(c) Tee es fo as ek $1, 009, 682 | $1, 209, 594 | $1,317,172 | $1, 548,594 | $1, 629, 464 
EERO eee 827, 093 990,333 | 1,079,502 | 1,291, 506 1, 382, 025 
7, 008 5, 475 6, 486 , 037 , 037 
5, 818 6, 140 6, 500 6, 671 6, 629 
(g) Utilities (gas, coal, water, etc.).......-. 27, 708 28, 221 30, 657 31, 837 31, 444 
CR) 55, 174 65, 404 75, O11 75, 979 76, 647 
(i) Drugs and medicines. _--.............. 20, 555 30, 471 32, 937 44, 048 39, 694 
(j) Medical and dental supplies. _...._... 15, 453 18, 606 22, 722 30, 349 29, 802 

(k) Asset acquisitions including equip- 
0 Siriaas 20, 059 10, 990 19, 520 35, 209 7, 880 
() All other. ine 30, 814 53, 954 43, 837 22, 958 44, 306 
(m) Cost per discharged patient__......... 741 895 759 744 741 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, at present. Our hospitail is relatively 
new (opened in 1950). The need for replacement of equipment and major repair 
work is just beginning. As our facilities get older more money must be provided 
for these purposes. 

3. Does the allotment of funds on the basis of average daily patient load increase 
- on the patient’s length of stay? How or why? as no effect at this 

ospital. 

ra Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
, Have they been discussed with responsible officials? Yes; with other 

A hospitals on basis of statistics published by central office and inquiries with 
other VA stations. Improvements are constantly being made as a result of such 
comparisons. We are not so directly comparable with other civil hospitals, but 
we seek ideas from them through publications and hospital organizational 
meetings. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.016. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.853. 


(c) if all your patients are not on the same ration, what differences are there? 
y? They are all on the same ration. 
6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 5 nonhousekeeping. 
(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are of some use but not considered indispensable since adequate 
housing is usually available. 


i= 
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(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? Not at this 

tion. 
ye What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $4,961,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. General increase in everything in- 
cluding salaries, cost of drugs, supplies, equipment, utilities, ete.; advances in 
medicine require more expensive drugs and equipment. The effect is to require 
more money to provide the same service. So far our station has not fared too 
badly. (See question 2 above.) 

9, What internal programs have you developed to engender cost conscious- 
ness at your station? Decentralization and allocation of funds to using divisions 
and services, therefore, requiring them to be responsible for economically running 
their department; enlarged membership on budget advisory committee to include 
all division and service chiefs; use of this committee to assist in budget prepara- 
tion, also hold quarterly meetings to review status of funds and progress of fiscal 
plan; discuss at weekly administrative staff conference as appropriate. 

(10). Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


Pieces. 995, 782 14.0 
734, 294 10.3 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as deprecia- 
tion on plant and equipment, maintenance, utilities, supplies, etc., as well as 
personal services, and which were instituted for the purpose of making VA laundry 
operations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.048; per pound, $0.065. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.065; per pound, $0.089. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? In this hospital it has no 
bearing. Patients are discharged when they have received maximum hospital 
benefits regardless of the average daily patient load at the particular time. 
Patients are also admitted only when medical condition warrants it. 

12. How many operating beds could be closed if we were not forced by the aver- 
age daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: Program just started. 
(2) Visits to hospitals by patients on CBOC status: 63. 
(3) Cost per visit: Not known. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Have 
noted no appreciable change. 
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(b) Has your hospital had an internal audit of its administrative operations? 
Yes. 


(1) Was the team personally experienced with hospital operation? Yes, 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were fol- 
lowed? Their principal interest was in checking the effectiveness of our 
management activities and recommending improvements. We were also 
checked on compliance with regulations but this was not overemphasized, 

(3) How was the internal audit valuable to your hospital? Many worth- 
while improvements in our methods were recommended and adopted. We 
were stimulated to do a better job of management by their visit. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair eran medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Do not believe a fair medical audit could be 
devised because of problems peculiar to each hospital. 

(d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Such supervisory visits are helpful to us in solving problems and 
strengthening station management. 

(2) Of what value would you think these visits are to VACO? Of some 
value, but reports of such visits would not be as valuable as direct visits by 
central office staff officials. ~ 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? It is directed toward supervisors at all levels. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1960 | Air conditioning for central service supply -..--.......-..---...------------------.- $12, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
Air conditioning for EENT, dental laboratory and occupational therapy clinic___.._.-.---- 11, 000 
Air conditioning for laboratory 9, 000 
Air conditioning of chapel, recreation hall, radio room, and library-......................-. 10, 000 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
1. Modification of boiler plant flame failure control to conform with latest VA specification _- $3, 000 
2. Reconstruction of service load to personnel quarters-___..........-.---..------------.---- 2, 500 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
1. Positive ventilation for penthouse transformer room -_....-.---.------------------------ $1, 100 
2. Replacement of ceiling in kitchen areas_---...........------.---------------------------- 1, 500 
3. Auxiliary electric feeder line for hospital 1,700 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replacement of flooring - $2, 000 
Repair of roads, walks, and parking area-_.---.---.-.-.--.------- 2, 000 
Replacement of boiler plant accessory equipment 1, 200 
efiective heeting control 20, 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description | Amount 
Fire sprinkler system for pharmacy, occupational therapy, and canteen storage ...........--. $1, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
Evaporative condenser for refrigeration system_-...............--.-.-------.---------------. 2, 900 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Air conditioning for the hospital and (2) effective heating control system. 


McKINNEY, TEX. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: McKinney, Tex. 
yn yee of services: Type of hospital, G.M. & 8.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of — 

(a) Manager: George W. Hobson, M.D.; manager, 1 year 10} months; direc- 
tor, professional services, 5 years; entered VA June 1949. 

(b) Assistant manager: Eugene E. Speer, Jr.; VA hospital administrator, 7 
years, entered VA June 28, 1946. 

(c) Director, professional services: R. O. Price, M.D., formerly admitting 
physician, entered VA July 16, 1950. 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 

Item of Jan. 12, 
Total | TB Psy- Neuro- | G.M. & 8. 

chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
10. Average daily patient load for 12 
months ending Dec. 31, 1958......... 328 75 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(b) Percent of total patients re- 
13. Patients in hospital on Jan, 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- . 
maining Jan. 10, 1957___....- 42.5 35.2 |. 


USE OF TRIAL VISIT 


Calendar year 
Item 


1955 1956 1957 1958 


14. Number of patients sent to trial visit during ==. 
15. Number of patients on trial-visit status as of 31. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Irregular discharge..........- 221 196 181 
All other 3, 603 3, 357 3, 124 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Statistics at this 
station for the past calendar year are deceptive. During the year a 128-bed 
tuberculosis service, 69-bed orthopedic section, and a 31-bed neurosurgical section 
were transferred to the VA Hospital, Dallas, Tex. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
~ oe 12, 1959, because they were not required for fiscal year 1959 operating 
plan? 194. 4 


| 
AGE OF PATIENTS 
| 
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(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. Our 128-bed tuberculosis service was 
eliminated by transfer to VA Hospital, Dallas, Tex. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 31.3 days. 

(b) TB hospitals: Average stay for TB patients, 135.6 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 

atients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer_-_.._...........-..-..----------.---- 8 36 
Prostatectomy: 
Retropubic 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Our hospital stay committee reviews clinical files of discharged patients 
and checks such things as delays in obtaining consultations, delays in obtaining 
completed laboratory and X-ray reports, delays in transfer of patients between 
services, etc. The results of these reviews are discussed with management and 
responsible professional and administrative personnel. 

6) What improvements have you made since your last report to this com- 
mittee? We are continuing the same program. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (Ifso, describe.) The veteran population is growing 
older. In the Spanish-American and World War I groups, a large percentage 
have multiple disabilities. The age factor will contribute to more cases of long- 
term, chronic-type care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? We are unable to 
make any forecast on basis of probability since most of our patients come from 
distant and rural areas. 

(b) What effect would such a program have on your cost of operation? If 
length of stay could be reduced, by such a program, turnover rate would increase 
and thereby increase both per diem and outpatient cost. 

5. What would you suggest to further reduce hospital stay without impairing 
care? The average hospital stay at this station was increased during several 
months of this past year due to lack of staff. We had no radiologist which re- 
sulted in delays in X-ray examinations. That situation is now corrected. We 
have no suggestions except the remarks in question 3(a), section III. 

6. What is needed to improve turnover of patients? If length of stay can be 
reduced, turnover rate will automatically increase assuming that demand for 
admissions remains approximately the same. 
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IV. Waiting lists 


1. Number of eligible applicants pers hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals |hospitalized 
1. Total applicants: G.M. & 9 


2. How many patieats are scheduled for admission subsequent to January 12, 
19597 11. 

3. What system do you use for scheduling admissions from the waiting list? 
Available beds filled by veterans from waiting list according to priority group 
(Cireular 18, dated Sept. 8, 1958 and medical area, St. Louis, letter No. 58-100, 
dated Dec. 16, 1958). 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 11. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. Service-connected and emer- 
gency non-service-connected cases admitted without placement on waiting list 
as beds are available. - 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,878; approved, 1,566; rejected, 312. 


: V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 

1. 593, 2 334, 2 —259.0 
2. Physicians, full- and part-time. 18.0 16.0 
3. Physicians, residents and interns___................. 6.5 0.5 —6.0 
4. Physicians, consultants and attendings__._.._......- 6.3 2.5 —3.8 
71.0 37.0 —34.0 
8. Therapists and technicians ! 36.0 15.0 —21.0 
10. Office of manager, personnel, and finance__--......-- 16.0 13.0 —3.0 
5.0 3.0 —2.0 
12. Other food-service employees.............---.-----.- 85.0 47.0 —38.0 
14. Engineering maintenance (excluding laundry)... 30.0 24.0 —6.0 
15. Engineering operations (excluding laundry) ---....-- 223.0 32.0 +9.0 
18. All other staff. a) 3140.4 68. 2 —72.2 


1 In physical medicine, dentistry, laboratory, X- 


2 Includes 16 previously reported under ““Rngineering—Other” as of Dec. 31, 1956. 
3 Includes 22 previously reported under ‘‘Engineering—Other’’ as of Dec. 31, 1956. 
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19. (a2) Number of member employees as of January 12, 1959: None; annual 
wage (average) None. 

(6) What is the value of this program to the member and to the hospital? 
None. 

20. What was number of guards on duty December 31, 19587 15 firefighter- 


ards. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 

Number of different persons who provided service. __....---- 44 
Average payment per consultant or attending: ! 

$25 $25 $25 

Total amount paid to all consultants and attendings !________- $54, 340 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research department, with its allocation of funds, was transferred to the 
Dallas VA Hospital in September 1958. We hope that we can reestablish a re- 
search program here soon. We now have one medical resident and four medical 
students who are a stimulus to our staff to provide excellent workup and treat- 
ment. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the pres- 
ence of (1) research and (2) training programs such as medical, para medical, or 
hospital administrative trainees? A good research program attracts well quali- 
fied physicians; thereby assuring good patient care. Research and training pro- 
grams are a stimulus to both staff physicians and residents to keep abreast of 
medical progress. It is recognized that hospitals with teaching programs are 
among the best in giving good patient care. 

3. Amount of funds available in fiscal year 1958: 


For education 
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gram 8300) 
2. Gifts and donations deposited in general post fund._......-......-----.---}--------------|-------------- 
3. Grants from other sources administered through affiliated medical schools..| 22, 865.00 |_..__-.---_--- 
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VII, Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
{c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
) In receipt of VA pension- 1 14 
) In hospital more than 30 days. 4 8 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a non-service-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of collection program to the hospital during calendar year 
1958.) A check is made of each case that has indicated eligibility for hospitaliza- 
tion benefits to determine if the company will or will not reimburse the Veterans’ 
Administration. The vast majority of companies will not. Where there may 
be doubt, the company is billed. Billing is routinely accomplished in all cases 
where third party liability apparently exists and in all workmen’s compensation 
eases wherein the employers or insurance carriers will not accept liability, at time 
of admission. All billings are coordinated through our chief attorney. Esti- 
mated cost of the collection program, $1,676. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 


aa Is addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Two. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Our examining physician fur- 
nishes an estimate of probable number of days private hospital care that would 
be required. We estimate daily private hospital costs at $25 per day, plus the 
probable amount for surgeons fee when applicable. If a nonsurgical case, we 
aay ve $5 per day for physicians care, plus $25 hospital expenses, total $30 
per day. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1597 


8. In your opinion are there abuses of non-service-connected care? There may 
be some few isolated cases of abuse but we have forwarded all reportable cases to 
our central office. In a number of cases applicants have withdrawn their request 
for hospitalization after thorough explanation of regulation concerning ability to 


me. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Totak 

connected connected 

Korean___- 18.7 81.3 100 

Spanish-American 0 100.0 100 

Peacetime- - 25.0 75.0 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load--.-......--- 515.0 457.0 420.0 495.0 259.0 
Full-time equivalent staff...........-.- 726. 3 642.1 593. 3 564. 9 363.3 
otal $3, 734, 512 | $3, 557,069 | $3,224,742 | $3,456,417 | $2, 449, 138 
2, 972,457 | 2,704,917 | 2,545,771 | 2, 739, 457 1, 976, 885 
45, 725 36, 903 36, 919 27, 368 14, 459 
Communications..................-... 14, 558 15, 561 15, 882 15, 846 14, 696 
Utilities (gas, coal, water, etc.)......-- 92, 460 93, 955 106, 221 117, 158 115, 563 
211, 811 176, 206 161, 112 161, 196 98, 249 
Drugs and medicines_.............-.-- 135, 892 123, 113 120, 290 128, 362 79, 457 
g) Medical and dental supplies ____._..--- 94, 708 118, 419 86, 037 77, 854 52, 926 
) Asset acquisitions including equip- 
22, 832 53, 183 27, 970 36, 578 6, 752 
(@ All other... 144, 069 234, 812 124, 540 152, 598 90, 151 
(m) Cost per discharged patient 3._.......- 748 761 774 986 903 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 
3 For cost computation average length of stay on 25 percent sample of discharge records, 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes, the primary fund allocation is sufficient 
to provide an acceptable standard of medical care. This is mainly because funds 
are set aside to provide the one main purpose for our existence, that os second- 
to-none medical care to eligible veterans. However, primary fund allocations 
are not sufficient, after providing the best medical care, to provide necessary 
maintenance and repair and to replace needed equipment. This is particularly 
noticeable in a cantonment-type hospital of temporary military construction. 
pmantenanee and repair being a major problem due to this hospital’s age and 

ngevity. 

3. Does the allotment of funds on the basis of average daily patient load in- 
erease or decrease the patient’s length of stay? How or why? it is not felt that 
the allotment of funds on the basis of average daily patient load either increases 
or decreases the patient’s length of stay. The length of stay is based on the need 
for care until maximum hospital benefits have been attained by each veteran 
patient admitted. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We have com- 
parison standards with other VA hospitals. Such comparisons as departmental 
cost, workload, both employee and patient, departmental and hospital per diem, 
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etc. Standards are grouped by type of service rendered, i.e., general medical, 
TB, etc. The comparison standards seem to be appropriate as far as they go, 
However, all hospitals not being of the same structure and physical layout, not 
having-same employee and patient load sometimes seem to decrease the usefulness 
of the standards. Possible improvements could be made by grouping hospitals 
of the same or similar structure and physical plant, rendering the same type patient 
care and of similar patient and employee load. Discussion of these possibilities 
has been to a limited degree. 

5. (a) What is the average raw food cost per served ration from July 1, 1958 
through December 31, 1958? $0.998. 5 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.68. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration from the standpoint of cost computa- 
tion. No special costs are maintained for modified or special rations. Modified 
and special rations are required for some patients and cost of these is higher, 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 22 housekeeping apartments, 25 nonhousekeeping rooms. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? If we are to retain our training affiliation, they are very important in 
maintaining staff and for recruitment purposes, particularly for the physician and 
technical specialty groups. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? At least five sets of duplex apartment houses and one manager’s 
home. These units to replace the ones now in use and beyond the advisable re- 
pair stage as they are of cheap wartime construction and have reached the stage 
where only emergent the pice and maintenance are practicable. 

(d) Could cost of such quarters be a lucrative investment? From the stand- 
point of recruitment, yes. Quarters now in use are at or beyond the renovation 
stage being wartime construction and if utilized much longer will require extensive: 
repairs which would not seem advisable. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $3,189,500 (based on military acquired value). 

8, What factors have ope to change the costs of hospital operation? 
Please explain the effect of these factors. The fact that this hospital has decreased 
about 50 percent in both patient and employee load in August and September 
makes this question difficult to analyze as we are forced to weigh two entirely 
different cost picture factors. Cost of steam, even though we have closed a num- 
ber of TB wards will be about $5,000, more this year than the prior year. We 
procure all utilities from local sources. The payment of the 6%-percent employee 
retirement benefits locally instead of the Government’s share being appropriated 
by Congress and allotted to the Civil Service Commission has affected hospital 
costs for this fiscal year about $114,629. The recent pay raise legislation for 
classified and D.M. & 8. employees will increase annual cost about $148,000. 
The Wage Administration pay system and its upward revised pay scales is in- 
creasing operating costs. We have incurred two increased Wage Administration 
pay scales within the last 9 months which will cost $26,088 annually. Has 
resulted in diminished staff in critical areas. 

9. What internal programs have you developed to engender cost conseiousness 
at your station?’ For the past: 3 vears, funds have been allotted to the depart- 
mental level. Through this suballotment of funds, operating division and service 
chiefs have had the responsiility of controlling their own departmental funds to 
the extent that receipts during a given allotment period do not exceed funds 
available. This system of funds control has encouraged cost consciousness in 
that operating officials controlling funds are now aware of the cost of most items 
of need in their department and they are more cautious that they do not buy 
more than their need for a given period. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


Pieces- 1,380, 162 ll. 
Pounds -| 1001, 786 8. 


w. 
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b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and aawipasses, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0483; per pound, $0.0652. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.0507 ; per pound, $0.0683. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? It is not felt that patient turnover 
rate is affected by the average daily patient load concept of financing hospital 
operations. Patients are not admitted to this hospital who do not require hospital 
care. Doctors will not admit a patient for work-up just to enhance average daily 
patient load when hospitalization is not necessary. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load contest of financing just to maintain an average daily 
patient load so funds would not be withdrawn? We are now operating 265 beds. 
Considering that 90 percent (90 percent is the normal percentage of utilization) 
utilization rate of these beds is achieved, we need to carry an average daily patient 
load of about 238. It is planned and we now are maintaining an average daily 
patient load of about 240. Presently we could not close any operating beds. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Practically none. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $10,178 (actual cost). 
(2) Visits to hospitals by patients on CBOC status: 809. 
(3) Cost per visit: $12.58. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Directive 
changes from central office. Cite examples. Increased since 1953—decentral- 
ization of classification authority on centralized positions (except assistant man- 
ager); local determination of number of operating beds for major bed programs; 
purchase of certain equipment ‘‘decontrolled’’; liberalization of petty cash pur- 
chases, blanket purchases, impressed fund authority and open market purchases; 
making promotions to senior grade, i.e.. through intermediate grade, for D.M. & 8. 
employees; and liberalization of leave granting authority. 

ee since 1953—recentralization of classification authority mentioned 
above. 
ao Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? Professional medical audit committee or teams 
might first be established with the frame of professional services in the hospital. 
A joint team made up of professional hospital consultants and area medical office 
or VA central office representatives might then be established for the purpose of 
studying and raising standards of practice procedures along professional adminis- 
trative lines in a cooperative participating program with the hospital. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. These visits are almost invariably conducted in an 
atmosphere of constructiveness. 

(2) Of what value would you think these visits are to VACO? Perhaps 
these visits result in information to VACO of significance in their evaluation 
of the individual characteristics of stations. 
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(3) Would less frequent visits be more useful? Longer visits would be 
more productive and useful in most instances (this would possibly entail less 
frequent visits). 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficia) to the hospital’s operation? Not to any great extent. 

2. ls the management — ye ae program directed toward making good em- 
pares or good managers? Good employees and, according to our coneep 


tter management personnel since we are endeavoring to promote the philosophy 
that all employees tat least those in supervisory positions) are an integral part 
of management. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 

Not programed, or under consideration for fiscal year 1962: Station request to 
be submitted for construction of 11 sets of permanent quarters. The request 
previously submitted for remodeling five ward-type buildings will be changed 
to show intended use by staff doctors. This is necessary as an added inducement 
in recruiting physicians for duty here. 


XI, Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


Install acoustic tile in corridors 
Remodel administration building, building 1 
Install cooling towers and pumps for air conditioning.......................----.------.-..- 
Install used air conditioning units, including duct work in buildings not air conditioned in 
present remodeling contract (list of buildings approved by central office) 
Refinish all hospital metal furniture and equipment in ivory enamel 


pB 
25823 


(b) In addition, list those items deferred due to lack of funds which in your 
cree will result in further deterioration of property because of such deferral. 

roofing miscellaneous buildings outside the patient-used area such as ware- 
houses, quarters, utility buildings, ete. Estimated cost, $41,110. 

2. Future plans: In the following three categories, list all items for which 
there will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed 
in question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Coating and waterproofing exterior of masonry buildings. - ae $142, 000 
Installation of sash balances on windows to replace present spring pins - 11, 400 
Paint exterior wood trim of all buildings_ -+}.- 16, 400 
Completion of refurbishing hospital corridors and new tile floor__............-.-...------- 7, 500 
Electrically operated overhead doors in fire station and garage... __...........-..-..-..---- 1,700 
Install additional 6- and 8-inch valves in cast iron water distribution system _-_.......---..- 2, 700 
Tab down all strip shingles to prevent damage by wind.._............---...--.----..------ 3, 600 
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(b) Minor betterments costing less than $2,000, excluding equipment: None. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Air conditioners, self-contained (4 3-ton, 6 5-ton, and 4 7}4-ton units) ._.......-.-..--.-.-.-- $10, 700 
Steam unit heaters for corridors (10 each, 75,000 B.t.u.)_.....-...----------..--------------- 1, 600: 
Replacement of developing and fixing unit, radiology --_-_-..........----.-----.-----.------ 3, 000 

Replace contractor-built chapel pews with new padded pews with padded kneelers_.._____- 7, 500 


3. What, in your opinion, are the most pressing needs in your installation? 
This hospital has been operated on a temporary basis up to 1957. As such, 
maintenance of buildings and facilities and replacement of equipment were done 
only when absolutely essential to prevent a breakdown in function. 

he $2 million presently being spent for remodeling this hospital is used only 
in the patient-care portion of the hospital with practically none expended for 
other buildings. Also, the funds are being used almost exclusively for refur- 
bishing the interior of the building with. little or no work on the exterior except 
some reroofing. 

In order to make up for the past practices, our most pressing need is to obtain 
the maintenance and equipment funds covered in paragraph 1(a), 2(a), and 2(c) 
of Section XI— Maintenance. 

In addition, we need a complete survey of our roads and drainage system to 
determine cost of correcting present deficiencies. The roads retained at the 
station should be rebuilt by establishing new profiles, constructing concrete curbs 
and gutters and repaving. This should be integrated with the designing of an 
underground drainage system to collect surface water that presently runs under 
the buildings and corridors. There is not enough time to permit preparation 
of such plans and estimates for this report. 


TEMPLE, TEX. 
I. General 


Name of hospital: Veterans’ Administration Center. 
Street address: South First Street. 
City and State: Temple, Tex. " 
Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; domicile, yes; 
formal outpatient clinic, no. 
Name, qualifications, and tenure of — 
_(a) Manager: Leroy M. Cochran, M.D.; member, American College of Hos- 
pital Administration; July 2, 1946. 
(b) Assistant manager: Walter R. Armstrong, Jr.; nominee, :American College 
of Hospital Administration; November 20, 1955. 
(c) Director, professional services: Thomas C. Black, M.D.; American College 
of Chest Physicians; June 1, 1958. 
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II, Bed capacity and patient load . 


Hospitals—T ype of bed or patient 
herwise specified 
Total | TB Psy- Neuro- | G.M. & 8. — 
chiatr logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ca | TEER 800 116 201 |.. 483 383 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
% Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 731 108 197 34 392 394 
10. Average daily patient load for 12 
months ending Dee, 31, 1958_......_- 706 104 194 39 369 380 
AGE OF PATIENTS 
12. in hospital Jan. 
who were 55 years o ro 3, 
(a) Number. 434 36 134 26 238 293 
(b) Percent of total patients re- 
maining (line 9)_......_.___. 59 33 68 76 61 74 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total patients re- 
maining Jan. 10, 61 39 62 82 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year __ 3 5 3 10 
15. Number of patients on trial-visit status as of Dec. 31- 2 2 3 6 


16. (a) What is the number of patients discharged from your hospital during 


he ears? 
the past 3 calendar.y 
Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe theif 


significance and impact on the activities of your hospital. 


We continue to have 


more frozen beds @ue to the imcrease in chronic long-term patients who cannot be 
discharged. This increases our length of stay and reduces our patient turnover. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
be: ees 12, 1959, because they were not required for fiscal year 1959 operating 
plan? None. 


(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 


None. 
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IIT. Length of stay 


1, Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8. patients, 38 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospitali- 
zation required for } ewer discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions: 


Average 
Cases length of 
stay 


Subtotal gastrectomy for duodenal ulcer_---...........-.-..----.------------ 
Prostatectomy: 


BREEO 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Continual emphasis is placed on importance of reducing length of patient stay in 
manager’s and professional staff meetings. The hospital stay committee periodi- 
cally analyzes a sample of clinical records on discharged patients as a means of 
spotting practices which might result in unnecessary extension of patient. stay 
and takes action to correct such practices as indicated. Length of stay data, 
by service, is published in monthly reports for the information of administrative 
and professional staff concerned. 

(b) What improvements have you made since your last report to this committee? 
It is believed by continuously improved liaison between professional staff members 
and our social work service, better progress has been made in planning for, 
pana care, either by discharge to care of family, for care in a nursing home 
oster home, ete., thus permitting earlier discharge. sank 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) We are not cognizant 
of any administrative practices or policies which may be contributing to increased 
leneth of stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The aging veteran population, 
particularly those of World War I, presents an easily identifiable increase in 
demand for care as chronic cases. Sone of these, subsequent to completion of 
definitive treatment, require only nursing care. Many of them have no home or 
means to secure care outside of the VA and must be retained at the expense of 
an ever-increasing number of frozen beds... This type patient no doubt poses’ the 
foc pat problem as far as future VA hospital bed needs are concerned for long- 

rm care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed. on an outpatient basis? The CBOC 
prorram now in effect, permitting recall of patients for evaluation at appropriate 
intervals, shortens length of stay by permitting evaluation following hospitaliza- 
tion before final discharge of the patient. If outpatient care is legalized for any 
veteran previously hospitalized, it should lessen length of stay. 

(b) What effect would such a program have on your cost of operation? Such 
& procram would lessen cost of operation insofar as affecting the above patients 
involved are concerned; however, it is believed that the more rapid turnover of 
patients that would result actually would mean increased operative costs because 

an increase in admissions permitted: and the treatment of more inpatients. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Any preadmission workup in a VA outpatient clinic, such as laboratory 
and X-ray examinations, especially concerning surgical patients, should reduce 
length of stay in that it would be unnecessary to have such examinations made 
on an inpatient basis. 
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6. What is needed to improve turnover of patients? Length of stay is inti- 
mately related to turnover in that, assuming shorter length of stays, more patients. 
could be treated and discharged over any even period. The suggestion posed in 
item 5 would undoubtedly result in more discharges and hence increase the turn- 
over rate. 

IV. Waiting lists 


1. Number of eligible applicants not Pa hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
t 
2. Dom y care: Total applicants. _.... 2 2 82 


OF ae many patients are scheduled for admission subsequent to January 12, 
1 . 

3. What system do you use for scheduling admissions from the waiting list? 
The oldest applications within the highest priority category are scheduled first. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? Hospital, 121; domiciliary, 12. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,”’ please describe the circumstances. Yes. Emergency cases are admitted 
ahead of the waiting list. Service-connected cases are also admitted without place- 
ment on the waiting list. On nonemergent cases, when a bed is available and there 
is no waiting list, admission is made without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,042; approved, 1,589; rejected, 453 (hospital only). 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of mber 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
(— 
m 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. - 29.0 30.0 +10 

3. Physicians, residents, and interns_--_--......-.-----|..-.------.----- 1.0 +1.0 
4, Physicians, consultants, and attendings__..........-- 3 115 +.85 

5. 4 4.4 5.0 +.6 

8. Therapists and technicians RES 48.8 40.0 —8.8 

10. Office of manager, personnel, and finance__._..-....- 21.6 21.2 -.4 

12, Other food-service employees.....-............---.-- 103. 6 101.3 —2.3 

14. Engineering maintenance (excluding laundry) -_.-.-- 56.0 53.9 —2.1 
15. Engineering operations (excluding laundry) - --...--- 39.5 28.9 —10.6 

17. 13.2 12.1 —1,1. 
18, other staff_.......... 138.0 147, 95 +9, 95 


1 In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: 33. Annual 
Ww (average), $779.54. 

“by What is the value of this program to the member and to the hospital? It 
js the general consensus of opinion of division and service chiefs that a member 
placed in the right position can do a good job. There are 33 members employed 
in the hospital, and it is believed that this program is of therapeutic value to the 
member. The objective of the planned living program for members is to rehabili- 
tate them if possible and at the earliest practicable date. Accomplishment of a 
task as a member employee serves a very useful purpose by eliminating any pos- 
sible defeatism attitude on his part. Rewarding practices, whether they be com- 
plimenting a member for a job well done or a monetary award because of his 
participating in the incentive awards program, certainly should improve the 
chances for rehabilitation of a member employee. 

20. What was number of guards on duty December 31, 1958? Two guards and 
fifteen firefighters.’ 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 48. 

(6) Number of patients discharged during past 3 months who were given 
jndustrial therapy: Two. 

(c) Average days of hospitalization of patients reported in (6): 131. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 ! 
Number of different persons who provided service _.....-..-- 26 27 25 
Average payment per consultant or attending ?______________- $50 $50 
Total amount paid to all consultants and attendings ?________- $7, 060 $14, 549 $8, 260 
Total for travel. ..........- are $361 $578 $315 


i Through Dec. 31, 1958. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
None approved at present other than the medical illustration service now function- 
ing at this center as an education activity. It permits improved clinical records 
and allows physicians who are treating patients to have a better insight into condi- 
tions before, during, and after treatment, through photographs, photomicrographs, 
and even films for movie projection concerning operative procedures and activities 
of patients before, during, and after a period of treatment, 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, para medical 
or hospital administrative trainees? In general, patient care should be improve 
because of the stimulus to the staff, leading to more reading, study, and a happier 
professional personnel. Training programs, if made effective as outlined, could be 
expanded by utilizing trainees in such areas. For success, funds would need to be 
provided for research and training programs, and, unquestionably, teaching and 
research programs lead to better patient care. 


? Firefighters perform guard-type duties in addition to basic assignment. 
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3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post fund__--_........-.-...-.-.-]--------------]--------.-.. 
3. Grants from other sources administered through affiliated medical schools__|_...._..-...--}..----. 222... 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
'b) For treatment of a service-connected 
(c) For treatment of a nonservice-con- 
(1) Patient has compensable serv- 
ice-connected disability . 22 19 
(2) In receipt of VA pension 14 13 
(3) In hospital more than 30 days. 17 15 


1 Any form of prepayment insurance. 


Norte.—If a patient receiving care for a nonservice-connected disability may be reported in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: Two. 

(6) Number of patients in (a) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease orinjury at no 
expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958.) Insurance companies are billed for treatment rendered one of their policy- 
holders by the VA. Collection efforts are pressed until such time as the chief 
attorney advises that the company has refused to pay the VA and that future 
billings to such firm are unnecessary. Most companies, through clauses in their 
policies refusing to pay Federal hospitals, are now on the nonbilling list. This 
trend, together with procedure now in effect not to seek reimbursement for work- 
men’s compensation cases admitted under VA Regulation 6047(D), explains the 
further reduction in our collections in 1958 over 1957. Cost of our collection 
program locally during 1958 is estimated as $1,100. 

4. Compare aounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


5, 890 3, 675 © 
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5. Is the addendum filled in before or after the oath of inability to pay is signed? 

fore. 
ar How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Three. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & S. care required before oath is signed? Based on the admitting physician’s 
considered estimate as to length of stay and probable treatment requirements, 
each veteran applicant who is required by law to execute affidavit as to ability to 
pay as a prerequisite to admission for VA care is advised as to estimated cost of 
treatment in a non-VA hospital. This is done prior to execution of affidavit as 
to ability to pay on VA form 10—P-10. Cost estimates are based on our best 
information as to prices for comparable treatment in local private hospitals. 

8. In your opinion are there abuses of non-service-connected care? In our 
opinion there are few flagrant and willful abuses. It is probable that many 
alleged and publicized abuses stem from lack of available criteria on the basis of 
which to determine ability to pay in a private hospital. Clarification in this 
regard would be helpful, both to sincere veterans who may he borderline cases 
and VA managers, in deciding whether to forward a questionable case to central 
office. For example, should a veteran be required to convert holdings in bonds, 
real estate, cattle, etc., at an inopportune time in order to have cash to pay private 
hospital expenses? 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service’ Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient load._.......__. 680 695.0 699. 0 704.0 704.0 
6) Full-time equivalent 798. 6 798. 1 794. 5 779.6 
(c) $4, 260, 464 | $4,347,478 | $4,699,191 | $4, 901, 823 
(d) Salaries of staff 3...................._-- 0) 3,343,754 | 3,409,364 | 3,783, 851 4, 028, 624 
Potions (1) 25, 070 26, 629 19, 374 20, 900 
(f) Communications....................-- () 13, 406 14, 642 16, 083 14, 346 
) Utilities (gas, coal, water, ete.) .....__- () 80, 113 81, 040 83, 060 82, 824 
Q) 249, 097 262, 742 274, 585 280, 467 
#) Drugs and medicines_...._.........--- (1) 93, 157 91, 644 109, 993 108, 388 
' Medical and dental supplies._.....___- Q) 72, 295 75, 014 84, 394 77,017 

Asset acquisitions including equip- 
0) 120, 575 106, 764 72, 411 35, 714 
(1) 262, 997 279, 639 255, 440 253, 043 
(m) Cost per discharged patient..........- () 695 771 874 906 


Dae ty Mahle. Local statistics destroyed in accordance with item 1625, Consolidated Records Disposal 
; Adjusted for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is sufficient 
to provide an acceptable standard of medical care. A deficiency exists, however 
in that needs for the operation of a VA hospital cannot be realistically presen 
as budget needs because the planning of such a budget must be predicated on the 
limited primary dollar allocation for operative purposes. This cantonment plant, 
built for 10 years’ utilization, is now approaching 17 years. In order to provide 
care of expected standards, sufficient funds are not available to maintain the plant 
as is desirable. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? his center has never 
operated other than to attempt to provide adequate care of patients in keeping 
with their needs and the volume of applications from the area that it serves. It 
is not our policy to retain a patient any longer than it can be justifiably said that 
he was retained for treatment until maximum benefit from hospital care shall 
have been received. We feel that the allotment of funds on the basis of average 
daily patient load neither increases or decreases the patient’s length of stay if 
such a policy is practiced. If a patient is retained under hospital care longer 
than is justified in order to maintain an average daily patient load at a certain 
level upon which funds have been allotted, to be sure, such an erroneous mainte- 
nance of average daily patient load would result in an increase in the patient's 
length of stay. No well-operated hospital, however, would have such a philosophy. 

4. Do you have any ilanuate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We do not have 
adequate comparison standards with other VA or civil hospitals. We do have 
statistics concerning other VA hospitals relative to per diem costs and average 
daily patient load maintained, but they are not of sufficient value to be regarded 
as adequate comparison. We do have reports of civil hospitals in various profes- 
sional journals pertaining to hospital activities; however, they permit of no 
comparison of or value because of so many factors with which we are not 
conversant. ype of criteria used by the VA should be improved upon in that 
common service charges required of centers such as ours, with both hospital and 
domiciliary activities, do not permit adequate comparison with other VA activities 
of a similar character since we never know what criteria have been used by others 
in prorating the various costs. This has been discussed on many occasions at 
managers’ conferences, and those of other professional and administrative offi- 
-cials, and in meetings with area and central office personnel. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.032. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.585. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Domiciliary members requiring a modified diet and psychotic patients 
receive a basic ration. Medical, surgical, neurological, and psychiatric patients 
receive a 10 percent increase for all foods in the basic ration. Tuberculosis and 
paraplegic patients receive a 30 percent increase over the basic ration for meat 
and milk and a 10 percent increase for all other foods in the basic ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 5 housekeeping; 31 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? With rental property in Temple at a premium because of demands by 
1,200 employees of two large clinics and three non-Federal hos- 
pitals, plus the largest Army fort in the United States, availability of quarters 
at reasonable rates has permitted us to maintain and recruit an adequate staff, 
including physicians and other scarce category types of employees, since VA 
operations began in 1946. 

(c) What additional quarters do you believe would add quality or stability to 

your staff? When this hospital is replaced by a modern structure, maintenance 
of staff or recruitment of physicians will be adversely affected if quarters are 
limited to five sets only, a: has been the policy in recent years in new construction 
programs. 
(d) Could cost of such quarters be a lucrative investment? Initial cost of 
-quarters at rental rates usually established by the Government can be amortized 
as soon or sooner than characterizes rents on investments in many communities. 
It is believed it is a wise investment in that a satisfied staff is most important, 
rather than added expenses by too rapid and too large a turnover of employees. 
Ready availability of staff undoubeadly permits of better services to veterans. 


5868S pe 
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7, What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18,864,550 (includes domiciliary buildings). 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Hospital operating costs have pro- 
gressively increased for at least the past 5 years, and this is no different from the 
gradual rise in costs in general since we have been in an inflation era and certainly 
in a recession during at least the past year. There has been some increase in 
salary costs, by reason of legislation, drugs, many food items, utility services, 
supplies and equipment that has materially increased the cost of operating hos- 

itals such as ours. For example, per diem costs have risen from $15.97 for 

| year 1956, to $16.26 for fiscal year 1957, and $17.64 for fiscal year 1958. 
The cumulative total hospital costs for 6 months ending December 31, 1958, 
have risen to $18.53. This shows the progressive trends of increased costs of 
hospital operation over a span of years. 

9. What internal programs have you developed to engender cost consciousness 
at your station? e have inaugurated and still have in effect a decentralized 
budget control policy, whereby funds are allotted to 32 control points. We have 
made effective a systematic review program on a continuing basis of operations 
in divisions, services, sections, etc., by means of a written schedule for review of 
activities throughout the year, by providing for analyses of procedures, the 
accomplishment of improvements in work planning and employee utilization, and 
in a noticeable manner we have permitted employees in general to become more 
cost conscious of operative costs. In a bn part due to better fund utilization 
as a result of the above developments during fiscal year 1958, the per diem cost 
of hospital operations at this center was the fifth lowest of 112 G.M. & 8S. hos- 
pitals of the VA, and the fourth lowest among all such hospitals with an average 
daily patient load of 628 or more. 

10. Laundry service: 

veadant was the utilization of laundry per patient per day during calendar 
year 


Numbrcr per 
patient-day 


Total 

num 
2, 600, 931 10. 09 
1, 939, 142 7. 53 


(b) What was the cost of laundry service during the last 6 months of calend ar 
ed 1958? (All stations other than NP hospitals will report costs separately to 
clude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and pa erage maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.041; per pound, $0.055. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.046; per pound, $0.061. 

11, What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? The average daily patient load 
now used as the yardstick concept of financing hospital operations has no relation- 
ship on the quality of patient care or length of stay of patients. They are admit- 

in keeping with legal eligibility and are discharged as promptly as maximum 
benefit is attained. This station has never had any difficulty in achieving an 
average daily patient load, and there has never been thought of any irregular 
practices merely to attain a planned average daily patient load. The more 
patients who are treated in a hospital, whereby there is a shortened length of 
stay and more rapid turnover, will always tend to increase operating costs; but 
the number of patients hospitalized in a given period is not affected by the average 
howd patient load. Medical eligibility; that is, need for inpatient treatment is 

asic. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? At this center we are not forced 
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to maintain average daily patient load so that funds will not be withdrawn. We 
look upon a projected average daily ae rm load as the current concept of finane- 
ing hospital operations and realize that funds are available —_ in keeping with 
that concept. We have never contemplated operating beds being closed so long 
as sufficient funds are allotted in keeping with the same. We have always had 
a seasonal waiting list and have served our area without known criticism, basically 
in keeping with demands for hospital care. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? We are unable to visualize any 
appreciable effect on the number of operating beds required to meet demands of 
veterans actually needing hospitalization if the CBOC program should be ex- 
peaey, identified as a cost factor of running a hospital. Should there be new 
egislation whereby more care may be rendered on an outpatient basis, an ap- 

reciable number of patient days might be decreased, thereby permitting an 
nerease in turnover rate of patients, with a result that you are accommodating 
more veterans with the same number of beds. 

(6) What was your estimated cost for this program during fiscal year 1958? 

fy Total cost: $11,423. 
2) Visits to hospitals by patients on CBOC status: 1,061. 
(3) Cost per visit: $10.77. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1958. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Greater delegation 
of authority to manager. Cite examples. Decentralized budget control through 
the establishment of objectives more general in character, permitting the manager 
to operate the station with greater flexibility and fewer restrictions as to the 
utilization of allotted funds; increase in decentralized authority to take action 
under the Classification Act; authorization to adjust classification and types of 
beds, with certain limitations, and within the authorized operating beds; more 
flexibility in regard to purchase of oyeipenens less restriction on employee travel; 
ang qonaiderabie decentralization of controls relative to supply and engineering 
activities. 


‘ (6) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Yes. The audit team’s interest was primarily in the area of 
good practical administration. 

(3) How was the internal audit valuable to your hospital? The audit 
assisted management through the identification of areas that need to be 
strengthened by improved management practices. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
 peroay changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACQ? Or 
be conducted by a joint team? Although such an audit undoubtedly would find 
minor things requiring correction, it is very doubtful if the results would justify 
the cost of such an audit. It is believed that surveys by representatives of area 
office, area physician consultants from medical schools, occasional VACO repre- 
sentatives in various specialties, together with inspections by the Joint Commis 
sion on Accreditation of Hospitals and the education council of the AMA, relative 
to residency training, are ample insofar as professional activities are concerned. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the ys meas are supervisory visits of the area office 
staff? They often furnish information that permits better understanding 
of policy matters that cannot be as clear through correspondence as it 
through face to face communicating. Possessing later information as to 
policy matters often permits timely adjustment of activities or minor cor- 
rections at the station level. Less budget limitations to afford area offices 
an increase in personnel should enhance this activity. 
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(2) Of what value would you think these visits are to VACO? Area 
supervisors being a part of the central office permits the latter at frequent 
intervals to learn more about the operation of field stations. Comments ‘ 
from the area concerning the reaction of field station managers should serve 
a useful purpose to enable VACO to change policies, directives, ete., designed 
to permit of better operation of field stations. 

3) Would less frequent visits be more useful? Frequency is not firmly 
established, and this has been no problem to this center. It is believed that 
visits should be governed by circumstances and justification for supervisory 
visits. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? o. Although the above are often 
voluminous, it is presumed that they are designed primarily for improvement or 
refinements in operations, and they do serve a useful purpose. 

2. Is the ee development program directed toward making good 


employees or good managers? ur interpretation of management includes all 


samen and the program is not designed for the development of managers 
only. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Description 


42-5327 automatic sprinkler system for neuropsychiatric wards 33 and 34 
42-5289 remodel cold storage plant, building 62 
No scheduled at present... 
1961 


Not programed, or under consideration for fiscal year 1962: 


' Central office project—no estimate of cost available. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


1. Replacement of roofs on 5 build and connecting corridors - - $6, 
2. Exterior painting of 5 buildings =: oti: 5, 
3. Replacement of covering in 2 buildings __- 2, 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


1. Exterior painting of 20 buildings and corridors... - $26, 
2. Replacement of roofs on 15 ings and connecting corridors - -- 34, 
3. Replacement of 54,595 square feet of floor covering in buildings and connecting corridors. 22, 


Nore.—The items shown above are not included elsewhere in this report. 
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2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed jp 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 


1960 | 1. Replace roofs on 5 buildings in north area, including flat decks on corridors 
between buildings ! 

2. Exterior painting on 5 buildings, Nos. 12, 13, 14, 15, and 16, in the north area '___ 

3. Replacement of floor cov: in 4 build in the north area '! 

4. Reset of obsolete lighting fixtures in 5 domiciliary buildings with fluores- 


5. Replace obsolete lighting fixtures in housekeeping quarters 

1. lace 5 roofs on build 45 in north area, including flat 
ecks on connecting corridors 

2. Exterior repainting on 5 buildings in north area ! 

3. Replacement of floor ly buildings in 


north area 
4. Replace concrete quarry tile and wainscot in kitchen 


Ses S82 


1 These items are not included in item 1(6) above, but are a part of a prorated project for repairs 
replacement from the regular budget each year. 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 


1960 | 1. Replace 1,200 linear feet of existing fence with chain link fencing. (This is a 


ject to replace present fence.) 
2. Change bathtubs on 3 wards to free-standing t 


ype 
3. Glass-in screen porches on neuropsychiatric dayrooms in building 31 
4. ne pot room and relocate garbage disposal and sinks in kit , building 


5. Construct office in kitchen, building 
6. Remodel recreation hall kitchen, building 30 
. Install toilet partitions in domiciliary, buildings 36-A and 37-A ! 
. Install sprinkler system for lawn in front of administration building 1 
Install 2 loading docks between buildings 44 and 45 and 18 and 22 
place 1,200 linear feet of existing fence with chain link fe 
Install metal toilet itions in domiciliary buildings 38-A and 39-A ! 
3. Glass-in screen on 


ore 


venet 
fire escapes on 


1 This is a prorated project until all toilet partitions in the domiciliary buildings have been installed. 
(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal Description 
year 


1960 | 1. Flake ice machine 
2. Revolving oven for domiciliary kitchen 
. 15-ton air-conditioning unit for peripheral vascular suite, building 19-A--.. 
. 15-ton air-conditioning unit for central supply, building 2 
. 2-way radio for protective section 
. Evaporative condenser for 50-ton 


Chapel organ 
15-ton air-conditioning unit on surgical suite, building 4, south 
. Replace 15-ton air-conditioning unit on surgical recovery ward, 14-A, east.._.-. 


Maintenance and engineering needs: The most Spores needs at this center 


are for replacement of sony, floor coverings, and repainting on the exteriors 
of the buildings. There are 26 buildings which need reroofing at an estima 

cost of $48,420, 30 buildings in need of exterior painting at an estimated cost 
of $38,400, and 137,747 square feet of floor covering which needs to be replaced 


4. Install fire ramps on screen porches of buildings 31-A and 32-A. ands Genaiietneanl 
5. Install sprinkler system for chapel lawn... 
Amount 
3 
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at an estimated cost of $39,100. We are trying to accomplish this work on a 
prorated basis by doing some of the work each year; however, our station funds 
are insufficient to handle the work fast enough to prevent deterioration. 

3. What, in your opinion, are the most pressing needs in your installation? 
Early replacement by construction of a new vertical-type hospital of sufficient 
size to accommodate no less number of patients and domiciliary members than 
now practiced is in order. Otherwise, maintenance will be difficult to justify 
for any extended period. The philosophy of grades and salaries for physicians, 
dentists, and nurses in the D.M. & 8. is b primarily on their qualifications. 
Grades and salaries for classified employees in addition take responsibilities into 
consideration. Willingness of physicians to serve as directors of professional 
services and medical managers is a big problem in the D.M. & 8. Sufficient in- 
centive for a physician to serve in such capacities is lacking in that inequities 
exist as salaries, seemingly, do not take responsibilities into consideration. Few 

hysicians in the prime of life and when their usefulness to the D.M. & S. would 
be for many years have a desire for administrative assignments when it is realized 
they can receive the same salary as a staff physician, or a staff dentist, as would 
be paid them as directors of professional services and/or medical managers. 
director of professional services and a medical manager should receive no less 
salary than other professional staff regardless of specialty allowances. Too rapid 
turnover of employees in general and need for replacement are costly; conse- 

are 4 so long as inflationary trends exist, substantial salary increases for 
DM. 8. employees and to remove certain inequities concerning classified em- 

loyees should receive prompt and favorable consideration to encourage careers, 
better recruitment, and to decrease the expensive training of new employees. 


re 


WACO, TEX. 


VETERANS’ ADMINISTRATION CENTER, 
Waco, Tex., January 23, 1959. 


ae | 


Hon. Ourn E. 
hairman, Committee on Veterans’ Affairs, House of Representatives, House Office 
Building, Washington, D.C. 

Dear Mr. Teacvue: We are attaching two copies of the questionnaire received 
from the Committee on Veterans’ Affairs requesting certain data on the Waco VA 
Hospital. Every effort was made to furnish the requested information as 
accurately and completely as possible. 

A distribution of employees reported on lines 8 and 18, section VI, together 
with a summary of our personnel showing full-time equivalent employment in 
the three major programs 8400, 3200 and , adjusted for common services, is 
furnished under section VI. 

Subsequent to submission of our report on January 18, 1957, the bulk of our 
outpatient medical activities were transferred to the Dallas VA Hospital. This 
move resulted in reduction of our outpatient employment (program 8600) from 
59.6 as of December 31, 1956, to 21.2 as of December 31, 1958. 

If additional clarification is desired of the information included in the attached 
questionnaire, or if additional data is required in connection with your study, 
please feel free to call upon us. 

Very truly yours, 


= 


1, 
1, 
1 
1, 
1, 
1 
1, 
1, 
1, 


"| 


Greorce T. McManan, M.D., 


Manager. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Waco, Tex. 
Type of services: Type of hospital, NP; formal outpatient clinic, No. 
Name, qualifications, and tenure of— 
(a) Manager: George T. McMahan, M.D., appointed May 29, 1949. 
° Assistant manager: John W. Ruff, appointed June 12, 1949. 
oe Director, professional services: Walter L. Ford, M.D., appointed July 13, 


h there 
sted in 
ment) , 
airs and 

1800 
ount 
enter 
eriors 
nated 
| cost 
laced 


1614 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Ttem (as of Jan. 12, 1959, unless _ a 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
7. of bed not reqnired for cur- 
rent operatine plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
) Percent of total patients re- 
13. Patients in hospital on Jan. 10, hag 
who were 55 years of age or 
ercen’ total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit during yor. we 400 448 461 454 
15. Number of patients on trial-visit status as of 460 471 507 524 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Death. ......- by 45 50 82 


(b) If there are trends in any of the components abeve operas describe their 
significance and impact on the activities of your hospi There have been 


dynamic increases in our discharge rate in the past 3 years. These increases are 
due partly to the increased use of tranquilizing drugs, and partly to expansion 
and new concepts in our treatment program. 
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III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients papented on item 9 in category II (total column) as in hospital on 
January 12, 1959 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? The chiefs of services continually review patients to insure a minimum 
stay. We also have a length-of-stay committee. 

6) What improvements have you made since your last report to this com- 
mittee? None. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Neuropsychiatric patients usually 
require longtime hospitalization. 

4. (a) What would be the effect on length of stay if you were able to provide 
poses follow-up care, as needed, on an outpatient basis? It is not thought 
hat this would be particularly helpful for neuropsychiatric patients. 
od b) What effect would such a program have on your cost of operation? Very 
ittle. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestions. 

6. What is needed to improve turnover of patients? Some increase in personnel 


and facilities. 
IV. Waiting lists 


1. Number of eligible applicants wt ps hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA a 
hospitals |hospitalized 
1. Total applicants: NP_................-- 264 0 264 1136 | 128 


' In State hospitals. 


une ar many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 
This hospital uses the priority system prescribed by VA Circular No. 18 dated 
September 18, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 10. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. Yes. Service-connected 
cases are admitted immediately without being placed on waiting lists. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,018; approved, 996; rejected, 22. 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 


Dec. 31, 1956 | Dec. 31, 1958 


1. 


2. Physicians, full- and part-time 
3. Physicians, residents, and interns 


. Dietitians 
2. Other food-service employees 
. Laundry 
. Engineering maintenance (excluding laundry) 
. Engineering operations (excluding laundry) 


- 


1 Common service emplo included in this section were distributed in accordance with instructions 
furnished for reporting on VA Form 4-5612: Report on Full-Time Equivalent Employment Adjusted for 
Common Service Distributions and Form 3971a: Man-Months of Part-Time Employment: 


Adjusted full-time equiv- 
Total alent, by program 
on-duty, 
Dec. 31, 
1958 


8400 3200 
(hospital)| (DVB) 


o. 


OS 


Engineering division 
All other divisions and services not listed 
above (not subject to common service 
justments). 


Total em ent adjusted for common : 
1, 370. 4 21.2 133.6 


2 Line 2 includes manager and director of professional services, whose primary duties are administrative’ 
3 In physical medicine, dentistry, laboratory, X-ray. 


Footnotes 4 and 5 appear on p. 1617. 


to 1958 
1, 195. 1 1, 215. 6 +20.5 
18.0 2.0; 480 
4. Physicians, consultants and 
8. Therapists and technicians *4....................... 1.6 
Office of manager, personnel, and 
—10 
1 —8.9 
1 +10 
1 +5.0 
1 —5.2 
16. —0.4 
Basic 
program Division 
8411.10 | Manager’s 
8411.20 | Medical administration 
8412.32 | Radiology service. 
8412.33 | Laboratory service................-....-..-.-.. 
8412.34 | Pharmacy service... 
8415.00 | Housekeeping 
992. 89.0 


co. 


ls 
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4 Line 8, Therapists and technicians, include the following: 


Type of personnel 


Teateies specialist (physical medicine and rehabilitation coordinator) 
Physical therapists 

Exercise therapists 

Occupational therapists 

Educational therapists 

Manual arts therapists 

Physical therapists aids 

Occupational therapists aids 

Dental technicians 


Pharmacy helpe' 

Medical X 

Biochemists 

Medical technicians (laboratory) - 
Clinical psychologists 

Counseling psychologists 

Medical aide technicians 

Manual arts therapist aid 


Total, therapists and technicians 
Less adjustment for common services 


Total therapists and technicians charged to program 8400 after adjustment for 
common services, Dec. 31, 1 


§ Line 18, All other staff, include the following (adjusted for common services, as applicable): 


Total, Dec. 31, 1958 


Secretaries to physicians 
Clerks, typists, stenographers, etc., for services listed below, total 


Clinical psychology service 

Social service 

Radiology service 

Laboratory service 

Pharmacy service 

Vocational counseling service 
Physical medicine and rehabilitation 
Nursing service 

Dental service 

Dietetics service 


— administration (registrar’s office) 

arbers 

Housekeeping division (includind operation of personal quarters) - 
Administrative division 

Member employees 


nployees 
On-duty, 
ment to - Dee. 31, 1958 
pase (+) of 
om 1956 
+20.5 
—89 
tie 
Het 90.7 
tructions 
usted for 
Full-time 
Type of personnel equivalent 
) equiv- employ ees 
| 
| EEE | 
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19. (a) Number of member-employees as of January 12, 1959: 13. Annual 
wage (average) $778. 

&) What is the value of this program to the member and to the hospital? The 
value of the member-employee program to the member is in the area of im- 
proving social relationships, ability to work and relate with career employees, 
to accept supervision in a working situation and improve impersonal relation- 
ships. Member become increasingly more comfortable in the new working rela- 
tionship which closely resembles the problems that will be encountered working 
outside the hospital. This is reflected in the increasing amount of self-confidence, 
increased ability to assume responsibilities, development of healthy work habits, 
and, what is very important to the individual concerned—gratification of success- 
ful accomplishment. 

The member-employee program creates the situation of increased responsi- 
bility on the part of various employees who must assume in addition to their 
work assignment the responsibility of relationship as well as supervision of a 
recently hospitalized patient. In addition, frequently there is the need to teach 
the member forgotten skills or aid the ex-patient in learning new skills incident 
to his work assignment. The hospital gains additional services from some of the 
member-employees when these various goals are successfully accomplished. The 
member-employee program allows medical staff an opportunity to realisticall 
evaluate, in a controlled situation, successful accomplishment or failure whic 
often can be directly related to the previous treatment of the patient. This 
program also offers value as a training medium for various medical and non- 
medical personnel—a —- demonstration of an industrial therapy training 
course offered in this hospital. ‘ 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) pee of patients on January 12, 1959, who are in industrial therapy 


m: 

(b) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: 140. 

(c) Average days of hospitalization of patients reported in (b): 160. 

24. For consultant and attending physicians, show below the required data. 


From July 1 through June 30 


Number of different persons who provided service. -.........- 6 

Average payment consultant or attending ?___............ $40, $41 $41 

Fo fy ee to all consultants and attendings ?_......_. $15, 875 $14, 500 $13, 800 
lor travel. 


1 Estimated. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The personnel in education activities provide some patient care and also stimulate 
the regular staff. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? An approved research program would stimulate the 
staff, and assist in bringing about better coordination in the treatment program. 

3. Amount of funds available in fiscal year 1958: None. 


Total (fiscal years) 
Category Full time Part time P| 
Other 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 


Entitle- | Entitle- 
ment 


Without 
insurance 


(0) For treatment of a service-connected 


(¢) For treatment of a non-service-con- 
(1) Patient has com ble serv- 
2) In receint of VA pension. | 
ospital more than 30 days. 


Inh 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disabili be reported in more than 1 
(c) chew him only in that category listing. 


2. (a2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Insurance compare are contacted and if they refuse payments the 
claim is submitted to the chief attorney. If they will pay, a bill is submitted 
after the veteran has been hospitalized for 30 days and/or when he is discharged. 
renga cost of the collection program to the hospital during calendar year 

is $60. 

4, Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$51, 853. 50 


$1, 374. 25 
2, 100. 44 585. 00 


ioe Is the addendum filled in before or after the oath of inability to pay is signed? 
r. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 


hospitalization during calendar year 1958? one. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? This hospital does not normally 
provide G.M. & S. beds except in rare emergent cases. In these remote instances, 
the G.M. & S. patient is transferred to a nearby G.M. & S. hospital (Temple, 
Tex. VA Center, or Marlin, Tex., VA Hospital) as soon as patient is physically 
able to be moved. 

8. In your opinion are there abuses of non-service-connected care? Not with 
neuropsychiatric patients. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service | Nonservice Total 
79.7 20.3 100 
63. 1 36.9 10 
2.9 76.1 100 
86. 6 13.4 100 
57.0 43.0 100 
80.0 20.0 100 
1 Pending discharge from military service. 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Average dail fent load...........- 


Drugs and medicines -_...........-.-- 
') Medical and dental supplies. _.-.....-. 64, 266 107, 036 
Asset acquisitions including equip- 


(m) Cost per discharged patient..........- 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. However, the ye Comers a funds 
which have been provided for improved patient care in NP hospitals for this 
fiscal year (1959) have been very helpful. 

3. Does the allotment of funds on the basis of average daily Popo load increase 
= — the patient’s length of stay? How or why? Has no effect at this 

ospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hd&pitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. The VA 
central office provides monthly statistical data which permit comparison of all 
VA hospitals. Considering the fact that the physical plant, treatment programs, 
local situations, and other factors peculiar to each installation all tend to limit 
= field of comparables, the data provided are considered appropriate and 

equate. 

5. (a) What is the ave raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.852. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.713. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration with the exception of those whose 
physical condition requires special diets who receive a modified diet to meet their 
needs 


6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 17 nonhousekeeping. 


K 
Ww 
8 
P 
A 
N 
Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
@ 1, 966 1, 967 1, 966 1, 965 1,950 
b) 1, 203 1, 194 1, 192 1, 192 1,24 
(c) Total cost '___ | $5, 784, 572 | $6, 153,061 | $6, 245, 340 | $6,876,406 | $7, 106,710 
(d) Salaries of staff ?__..................--| 4,680,482 | 4,942,681 | 4,981,042 | 5,570,307 5, 948, 670 
24, 896 28, 508 31, 192 34, 416 30, 435 
f) Communications -_.........-.-.-....-- 14, 062 15, 389 17, 167 18, 314 16, 724 
K Utilities (gas, coal, water, etc.) .._..... 73, 654 75, 897 77, 879 83, 828 81, 977 
) Raw foods hotkey 615, 613 611, 969 601, 919 583, 700 570, 184 
Gi 124, 577 129, 364 
Gg 85, 186 84, 520 
142, 498 11, 500 
( 233, 580 233, 336 
| 3, 674 3, 816 2, 789 3, 208 2, 214 
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(b) How important are these quarters in mainining staff and/or for recruitment? 
At this station they are of little importance. Most of the staff here prefer to 
live off the station and own their homes. 

(ec) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. On this 
station we have difficulty in maintaining tenants for the quarters we now have. 
Any additional quarters would only increase the problem. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18,465,300. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Many factors tend to influence the 


costs of hospital operation and during the past few years these have had their 
effect. A few of these factors are listed below: 


(A) INFLATIONARY FACTORS 


1. Rising salary costs—In line with trends of industry all over the United 
States salary costs in hospital operation have continued to rise. Personnel 
operating under wage administration have received a number of wage increases 
during the past 2 or 3 years. 

Civil service employees received an increase retroactive to January 1958, last 


ear. 
As civil service standards for certain hospital positions have changed upgrading 
has resulted which contributes to this risinz trend. 

2. Rising utility costs within the past year.— Within the past year cost of water 
at this station has increased almost 50 percent because of a new contract nego- 
tiated with the city. This contract, however, is in line with the rates charged 
to commercial concerns and other activities in the community. 

Within the past 2 years, because of a new contract, cost of gas has risen some 
20 to 25 percent. 

Also within this category electrical costs and telephone costs have risen, or are 
due to rise in line with the community trend. 

3. Rising commodity costs.—Cost of drugs, food, and other supplies have main- 
tained a continuing trend upward during the past 3 or 4 years. Food prices have 
leveled and in some instances may have dropped but other commodity costs 
have continued to inch upward. 


(B) NEW DRUGS AND THEIR USE 


Within the pee few years, drug manufacturers have continued to develop 


many new and better types of drugs for various purposes but they have been 
more expensive. As these have been put into use, older less expensive drugs have 
tended to diminish in use. 


(C) NEW CONCEPTS OF TREATMENT 


New concepts of treatment employing new drugs and new therapeutic ideas 
have contributed to rising hospital costs with the patient getting more and more 
individual attention. 

Aside from the inflationary factors mentioned above the other factors, while 
increasing hospital costs, have also vastly improved the treatment rendered 
patients and have resulted in a greater turnover in the patient population, which 
to a great extent counterbalances the increased cost of operation. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (a) Annual systematic reviews which evaluate organization, 
manpower utilization, materials utilization, and determine if function of the 
organization unit contributes sufficiently to the overall mission of the station to 
be continued. (6) Frequent conferences with key personnel on budgetary 
matters. (c) Periodic furnishing of data to key personnel concerning costs of 
operating their activities. 

Laundry service: 
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(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


6, 110, 641 8.5 
4, 636, 318 6.5 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim 
issue CONTR-112, dated June 25, 1958, which include such items as depreciation 
on plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
oa uding memorandum accounts: Per piece, $0.0237; per pound, 
.0315. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Has no effect. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? CBOC program not utilized at this hospital. 
This is an NP hospital, and patients go home on leave of absence or trial visit 


instead 
IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? es. By what methods? Cite examples. 
Full authority to operate within an annual allocation of funds; less central office 
control over certain equipment and supplies; decentralization of personnel classi- 
fication; less mandatory procedure. 
ve? Has your hospital had an internal audit of its administrative operations? 

es. 


(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? We found this team to be reasonable and interested in good 
practical administration. 

(3) How was the internal audit valuable to your hospital? It called to our 
attention the possibility of improvement of certain operations. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair Fc apenseanyg medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? I believe that this objective is accomplished in 4 
manner that is satisfactory at the present time with the audits conducted by 
consultants and representatives from the area office and central office. 

(d) The area medical director’s office is regarded as part of the central office. 

ued en to the hospital are supervisory visits of the area office staff? 

ost helpful. 

(2) Of what value would you think these visits are to VACO? I would 
think they would be quite helpful to central office. 

(3) Would less frequent visits be more useful? I consider that the fre- 
quency we have experienced in the past is quite practical. ; 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Since reorganization of the VA in 1953, 


tions? 


Yes. 
ictical 
were 
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the tendency has been to gradually decentralize more and more operational 
authority to the field. Little recentralization has been noted. ‘ 

2. Is the management development program directed toward making good 
employees or good managers? The management development program primarily 
is Tamased toward making better employees although in most instances it is 
mainly for the development of supervisors or potential supervisors. It might be 
stated, therefore, that it is primarily directed toward good managers, considering, 
of course, that every supervisor at every level performs a certain management 
function. 

X. Capital improvement 


1, What nonbed betterment projects (H. and D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Description 


.| Air conditioning for recreation building No. 6...................-.---.---.-------- 
one 


Not programed or under consideration for fiscal year 1962: 


Under iteration for 1962: Chapel 


Not med: 
Special service and recreation building 
Install elevators in existing hoistways, buildings 7, 5, 11, 94 
Physical medicine and rehabilitation building. 
Therapeutic exercise clinic building and pool 
Modernize patient buildings 
Water well and storage 
Install brick veneer on building No. 98. 
Connecting corridors for patient building 
Four channel central radio system 


! Estimated. 
2 Not estimated. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


| 
alendar 
nber | 
ent-dey | 
8.5 | 
6.5 
ilendar 
arately | 
nterim 
prsonal Fiscal Amount | 
opera- year 
1950... $55, 000 
| laun- 1960... 
atients 
by the Description Amount . 
‘tor of 
would | 
‘terans 81, 000 
spital. 400, 000 
visit 275, 000 
(?) 
m ples. 
office 
classi- 
Replace gas regulators for 3 250-horsepower 
Replace sections of electrical distribution system. 
Replace regulating valves on hot water generators _..........-...-------------------------- : 
to our Replace boiler sections in quarters 19, 20-A, 20-B, 21-A and 21-B_.._.........-...---.------ 
Bring boiler plant safety controls to current standards..............-.---------------------- 
j Replace boiler draft gages and blowoff valves _._..............-..--.---------------------- 
bitive Replace deteriorated asphalt tile and other floor coverings.........------------------------- a 
would Replacement of mission tile roofs—special deferred maintenance and repair funds. --...---- 
Or be 0907 
lina 
fice, | 
staff? Amount 
vould Replace elevator equipment and controls on 2 elevators, building 1__.......-.-------------- $57, 000 
Replace sections of electrical distribution system. 18, 000 
2 fre- Replace elevator No. 1 machine in building No. 4. __...-...-------------------------------- 2, 800 
ority Replacement of mission tile roofs (continuing). 6, 500 
been 
1953, 
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2. Future pians: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude:items listed jn 
question 1 (6) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description 


Replace portions of steam and condensate return system 

Replace ly broken and uneven sections of concrete walks 

Replace sections of water mains 

Replace regulating valves on hot water generators, 2d phase of 2 phases 


(6) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Install walks parallel to main drives for patient safety 
Install additional steam line from boiler plant to flatwork ironers in } 
Increase radiation for steam heating of patient areas, buildings 91 and 94 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


Replace air-conditioning unit in minor surgery 

Purchase and install icemaking machines 

Purchase and install warming cabinet 

Replace air-conditioning unit, clinical psychology 

Replace dishwashing machines, buildings Nos. 8 and 90 
Purchase and install stand-by electrical generator for boiler plant 
Replace 12 evaporative coolers 

Replace 8 water coolers 

Replace 1 hot water generator 

Replace elevator machinery for 5 elevators in buildings Nos. 90, 91, 92, and 93 
Replace 5 coffeemakers 


3. What, in your opinion, are the most pressing needs in your installation? 

(a) General: A general modernization program is probably the most pressin 
need of this station. This should include expansion and improvement of clinic 
facilities, additional buildings for recreational, physical medicine and rehabilita- 
tion activities. It should also include the replacement of obsolete and worn 
building service equipment and extensive replacement and improvement of utility 
distribution systems which are becoming inadequate in capacity and deteriorated 
from age. Completion of this program would bring the station maintenance 
program and the station minur improvements and betterments program within 
the capabilities of current engineering manpower, available funds and facilities 
for some time to come. If this program cannot be accomplished soon, we will 
have a pressing need for increase in the station primary fund allocation to provide 
a 25 percent increase in maintenance personnel, and a 30 percent increase in 
station funds for engineering supplies, equipment and services. A substantial 
increase in special deferred maintenance program funds available for specific 
projects is of utmost importance. 

(b) Specifically the most pressing immediate maintenance project needs are as 
follows: (1) Replacement of elevator equipment and controls on two elevators 
Building No. 1. (2) Increase the capacity of electrical distribution system and 
replace sections of deteriorated underground cable. (3) Continuing replacement 
of mission tile roofs. 
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SALT LAKE CITY, UTAH 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 500 Foothill Drive. 

City and State: Salt Lake City 13, Utah. 

Type of services: Type of hospital NP, G.M. & S., yes; TB, yes; formal out- 
patient clinic; yes. 

Name, qualifications, and tenure of— 

(a) Manager: Albert H. Fechner, M.D., diplomate, American Board of 
Psychiatry and Neurology; certified mental hospital administrator by APA; 
12 years hospital administrator; present position 7 years. 

6) Assistant manager: Reed L. Clegg, B.S., MA. in public administration; 
member of American College of Hospital Administrators; 8 years assistant 
manager VA hospitals; 13 years staff and management capacity, Federal Govern- 
ment; SC, U.S. Navy; present position 3% years. 

(c) Director, professional services: Allan C. Thurman, M.D., M.P.H., diplo- 
mate of American Board of Psychiatry and Neurology; Public Health Adminis- 
trator, 9 years; VA, six and one-half years; present position, 14 months. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Total | TB Psy- G.M. &8. 


Neuro- 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


710 
710 


In process of activation... 0 
Construction 0 
Staff not recruitable: Beds re- 


rent operat plan regardless of 
availability 
er 


9. Patients remaining 
10. Average daily patient load 
months ending Dec. 31, 1958 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older 
a) Number 

6) Percent of total patients re- 

maining (line 9) 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older 2 
(a) Number 257 37 
(6) Percent of total patients re- 
maining Jan. 10, 1957 39 47 


USE OF TRIAL VISIT 


1955 1956 1957 


14. Number of patients sent to trial visit during year-_. 213 420 427 
15, Number of patients on trial-visit status as of Dec. 31. 132 253 279 


'40 TB beds converted to psychiatric beds October 1958. 
2 separate questionnaires were submitted as of F . 1, 1957, since each division was considered a separate 
hospital unit for reporting purposes. The figures ve represent the combined figures for these reports. 


33427 O—59—_104 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1597 1958 
2, 761 2, 643 2,772 
2, 446 2, 309 2, 400 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: No significant trends, 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
- ooaey 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 40 TB-—NP beds were converted for use as 
psychiatric beds for geriatric-type patients. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. &§8. hospitals: Average stay for G.M. &S. patients, 34 days (includes 
ym ae physical rehabilitation patients and those with chronic pulmonary 


ases). 

2. For G. M. & 8. hospitals only: Give the average number of days of hospitali- 
zation poauered for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer-..................-....--.-.-.------ 2 33.5 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? This hospital has an active hospital-stay committee. This committee 
reviews clincial records to determine the reasons for any prolonged hospitalization 
and to effect remedial action. Furthermore, this is an affiliated hospital (with 
medical school) with active teaching programs for medical students, interns, and 
residents. This in itself provides a strong incentive for holding length of hospitali- 
zation to a minimum. 

(6) What improvements have you made since your last report to this com- 
mittee? The hospital stay committee meets every quarter rather than at 6- 
month intervals in order to keep the staff informed of trends. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characieristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
importance in the future? (If so, describe.) An increasing number of patients 
with degenerative and chronic diseases which require longer hospitalization and 
create added problems for long-term care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? This would 
reduce the length of stay for those patients whose homes are not too distant from 
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the hos a However, many of our patients come from a distance of several 
hundred miles. 

(b) What effect would such a program have on your cost of operation? Such a 

ram would require a suitably staffed and equipped outpatient department 
which would have to be considered in budgetary planning. It would increase 
the cost of operation. However, the total overall cost of care per patient would 
be less in those cases where hospital stay could be shortened by lower cost out- 
patient followup. 

5. What would you suggest to further reduce hospital stay without impairing 
care? In addition to posthospital followup care on an outpatient basis, a pro- 
gram of doing certain diagnostic procedures (X-ray, laboratory, etc.) on selected 
patients prior to actual admission would shorten the hospital stay of some patients. 

6. What is needed to improve turnover of patients? By placing more emphasis 
on the number of patients treated and the length of hospitalization required for 
various categories of illnesses and less emphasis on the bed occupancy. Insuring 
high quality of medical care by providing adequate financial support and recog- 


nition to professional staff. 
IV. Waiting lists 


1, Number of eligible applicants Pp hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 

hospitals |hospitalized 

45 0 45 33 12 

1 0 1 0 1 


2. How many patients are scheduled for admission subsequent to January 12, 
phi There were 22 general medical and surgical patients scheduled for ad- 
mission. 

3. What system do you use for scheduling admissions from the waiting list? 
The waiting list is maintained in accordance with VA circular 18 dated September 
8, 1958. Réeshtrat personnel and chief, psychiatric service, meet weekly to 
schedule admissions of psychiatric patients, in turn by priority group, from the 
waiting list according to availability of beds. Whenever there are applicants on 
the waiting list for other services a similar procedure is used. 

4. In addition to the persons reported in reply to queemens 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? There were nine applicants whose eligibility was unde- 

rmined. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,’’ please describe the circumstances. Patients service connected for the 
condition for which treatment is needed are admitted without delay. If a waiting 
list exists non-service-connected patients are admitted in turn by priority. An 
exception is made if the condition is emergent. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 2,325; approved, 1,356; rejected, 889. The difference of 80 was 
sreeenenn pending determination of eligibility plus those transferred to other 
stations. 


| 
uring | 
| 
| 
2, 72 | 
14 
2, 400 | 
ends, 
ilable | 
ating | 
were | 
se as | 
irged 
udes | 
itali- | 
ugh 
e of | 
| | 
ge 
of | 
10.8 | 
16,7 | 
15.9 | 
16.0 | 
33.5 | 
30.0 | 
0 
19.4 | 
108- 
tee | 
ion 
ith 
| 
m- | 
6- | 
ay | 
or | 
\ts 
id 
Id 
m | 


1628 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


V. Hospital staff 
CBeport full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 
Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time. 27.0 27.0 0 
3. Physicians, residents and interns... 14.6 17.2 +2.6 
4. Physicians, consultants and attendings. 22.3 13.6 
268. 0 258. 2 —0.8 
8. Therapists and technicians ! ?_....._...........-...- 70.0 54.0 —16.0 
10. Office of manager, personnel, and finance ?-.__._.--- 41,2 27.5 -13.7 
12. Other food-service 117.0 105. 5 
14. Engineering maintenance (excluding laundry) 37.0 36.2 
15. Engineering operations (excluding laundry) - .-.---.-- 44.0 44.3 +.3 


1 In physical medicine, dentistry, labora , X-ray. 
? Addition of outpatient clinics between mber 1956 and December 1958, with common servicing 
arrangement, invalidates comparisons. 


19. (a2) Number of member employees as of January 12, 1959: 13; annual wage 
(average), $815 per annum. 

(b) What is the value of this program to the member and to the hospital? The 
member program definitely contributes to the rehabilitation of our patients, 
particularly those coming from the psychiatric service. It is a potent therapeutic 
tool in conditioning the patients to accept reality, to prepare them for gainful 
employment, and to make a better community adjustment after discharge. The 
progres also contributes materially to the economy and productivity of the 

ospital. They carry out regular miscellaneous functions—having jobs in offices, 
utility shops, clinics, and on the wards. 

20. What was number of guards on duty December 31, 1958? 4. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
programa 56. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: 43. 

(c) Average days of hospitalization of patients reported in (b): 128. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in —_- hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 


From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. _.......-- 86 90 90 
Average payment yn consultant or attending !___............ $870 $896 $833 
Total amount to consultants and attendings !___._....._- $74, 800 $80, 600 $75, 000 


1 Exclusive of travel. 


erapy 


given 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category , Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Medicine is not a static science. The research program helps keep the staff 
abreast of recent developments in medicine, and the staff in turn applies this new 
information derived from medical research to the care of their patients. By 

viding research and teaching opportunities we are able to attract a staff of 
high caliber and a superior group of residents. People like these are dedicated 
to the practice of the t. grade of medicine. The presence of students, interns, 
and residents is a potent stimulus to a high grade of performance by the staff. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
3. Grants from other sources administered h affiliated medical schools. 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
Eligibility = . Tuber- | Psychi- | With insurance! 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 4s 2 1 3 34 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. ..................- 46 2 6 1 3 34 
(1) Patient has compensable serv- 
ice-connected disability ...... 10. 0 2 0 1 7 
(2) In fone of VA pension. --_.-- 15 1 1 0 0 13 
(3) In hospital more than 30 days. 9 0 3 0 1 5 
12 1 0 1 1 9 


' Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. ‘ 


2. (2) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: None. 

6) Number of patients in (a) whose employer had advised the hospital that 
e patients were entitled to full care elsewhere for the industrial disease or injury 


at No expense to the veteran: None. 
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3. What action do you take to collect payment for hospitalization under in. 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 

ear 1958.) We follow the provisions of VA interim issue 10-424 dated May 3 
1957, explicitly. Assignments are taken at the time of admission. The insurance 
company is advised of the fact that monthly statements will be submitted to 
them. Sehowsp action on these statements is maintained by our fiscal division, 
Liaison is maintained with the local VA chief attorney on all legal matters arising 
in the administration of this program. Estimated cost of collection for calendar 
year 1958, $606. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


‘ool Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the a of the hospital were 
referred to central office as suspected of i able to defray their own cost of 
hospitalization during calendar year 1958? Three. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Surveys were conducted of all 
local hospitals and a listing prepared by illness category reflecting the ave 
cost of hospitalization in private hospitals. Doctors’ fees were based upon 
Utah State Medical Association’s suggested fees. The veteran is informed of the 
estimated cost of hospitalization for a like condition in local, private hospitals. 

8. In your opinion are there abuses of non-service-connected care? By follow- 
ing the provisions of central office directives, the abuses of non-service-connected 
care are held to a minimum in this hospital. However, a uniform set of criteria 
as to what constitutes ability to pay could be developed by Congress or the VA. 
This would promote greater acceptance on the part of the public and would 
lessen the chances of abuse. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 


1957 


Average daily 644 
Full-time equivalent 1, 002 977 


$5, 001, 518 


) Asset acquisitions including equip- 
ment 


Medical and dental supplies 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Figures for fiscal year 1955 are not available. Records disposed of in accordance with records disposal 
am. 
fneluding all yroll analysis accounts. 
‘These figures inelude a large preentage of NP and TB patients. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. The primary fund allocation has not 
kept pace with increasing operational costs, nor has it provided funds to take full 
advantage of advances in medical science. For the past 3 years this hospital 
has had to reduce its number of employees each year. Our level of care is not as 
high as it was 3 years ago. Fund allocations must not only keep = with in- 
creased costs but must also make provisions to take advantage of advances in 
medical technology. 

3. Does the allotment of funds on the basis of average daily patient load in- 
erease or decrease the patient’s length of stay? How or why? The average 
daily patient load fund relationship has either a negative or, at best, a neutral 
effect on short stay of patients. It certainly provides no positive inducement for 
rapid turnover. e suspect it plays an unconscious but a very real role in 
nathoning hospital stay, centienloal for patients who are in no hurry to leave 

ospital. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Many factors 
peculiar to each hospital militate against an across-the-board comparison with 
other Tyg Realizing these differences, however, comparisons are valuable. 

VA has developed adequate comparisons on cost. ile our comparisons 
with private hospitals are not as comparable, they do provide guidelines on ex- 
penditures and per diem costs by major category. We see little hope for con- 
Teng professional activities into realistic work measurement unit cost standards. 
The administrative activities do lend themselves to such treatment. 


5. (a) What is the average raw food cost per served ration from July 1, 1958, 


through December 31, 1958? $1.036. . 

(b) What is the cost per served ration for all other food service activities from 
wy 1, 1958, through December 31, 1958? $1.883. 

c) If all your patients are not on the same ration, what differences are there? 

y? Our ration pattern follows the VA pattern. Neuropsychiatric patients 
are fed a basic ration. Tuberculosis patients are given additional meat, milk, 
butter, ete. A slight increase in volume of food is allowed general medical and 
surgical patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 nonhousekeeping. 
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(b) How important are these quarters in maintaining staff and/or for recruit. 
ment? None in our case. I do not recall a single instance in which the ayajj. 
ability of quarters was a factor in recruiting or retaining a staff member. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. Our senior staff and key personnel prefer to live in the 
community. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $17,264,000 (includes land, buildings, fixed and 
nonexpendable equipment). 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Two primary factors have influenced 
the cost of operating this hospital: First, the general upward increase in costs op 
all fronts—wages, foodstuffs, medical equipment, supplies, utilities, ete. Seeond, 
development and use of more technical and scientific methods of treatment, 
Today many more scientific pieces of equipment are used in a hospital than 
yesterday. The initial expense is substantial and the maintenance of the equip. 
ment is not parep- New drugs, new medical and surgical procedures, new diag. 
nostic devices, all require expensive items. To illustrate, we have experienced 
an annual net increase in wages and salaries of $60,000 while reducing our total 
employment (pay raise in 1958 for classified employees not included). Our 
records show a 2-percent average yearly increase in unit cost of foodstuffs over 
the past 3 years. In medical supplies we have experienced an 8-percent unit 
increase. In engineering and nonmedical supplies our expenditures have shown 
a 3-percent unit rise. he unit cost of equipment has risen 5 percent each year, 

9. What internal programs have you developed to engender cost consciousness 
at your station? e have decentralized control of funds to the departmental 
level thus involving each department in the budgeting and expenditure processes, 
We have conducted studies through our management appraisal teams to ascertain 
the effectiveness, costwise, of various hospital operations. We have compared 
our costs with other VA hospitals and with private hospitals to detect areas of 
possible improvement. We have rewarded departments and individuals for 
recommendations which will save money. These programs involve all employees 
and are given constant support by management. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total 
number 


2, 031, 510 8 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the nutpey of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laun- 
ae +. uding memorandum accounts: Per piece, $0.0197; per pound, 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0365; per pound, $0.0494. : 
(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according ta, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 
(1) Quality: Laundry service is not furnished by commercial contract at 
this hospital. 
11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The average daily patient | 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1633 


concept has a tendency to slow down turnover but it has not, in this hospital, 
affected admissions of patients who do not require hospitalization. However, 
this is a potential danger. . 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? We feel that the elimination of 
the average daily patient load way of financing would eventually mean a faster 
turnover of patients. How many s could actually be closed would be difficult 

estimate. 

0. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? It is doubtful if this factor alone would have 
any appreciable effect on the number of operating beds required. 

(b) What was your estimated cost for this shy ry during fiscal year 1958? 

(1) Total cost: $16,415 (includes $11,600 drug costs). 
(2) Visits to hospitals by patients on CBOC status: 989. 
(3) Cost per visit: $16.60. 


1X. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Continued 
decentralization to managers. Cite examples. (1) Fewer restrictions and limi- 
tations on funds; (2) system of decentralized budget and fund control; (3) greater 
leeway in accomplishing betterment-type projects; and (4) extension of classifi- 
cation authority. 

(b) Has your hospital had an internal audit of its administrative operations? 


(1) Was the team personally experienced with hospital operation? In our 
case, yes. 

(2) Was it apparent whether paramount interest was in good practical ad- 
ministration or in how well central office minutiae of procedures were fol- 
lowed? For the most part they were interested in good practical adminis- 
tration but in some instances rather considerable time was spent in detailed 
procedures, perhaps more than necessary. 

(3) How was the internal audit valuable to your hospital? Provided an 
overall objectivity not always possible by those living with the problems. 
It stimulated new thoughts and approaches to problems of administration. 

(4) Were you pressured or compelled to adopt any impractical or inhibi- 
tive operational changes as a result? Although several operational practices 
resulted in some lively discussions, we were not compelled to adopt any 
practices against our wishes or better judgment. 

(c) If a tair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Professional activities can benefit by profession- 
ally conducted audits just as any other activity can. A somewhat limited audit 
is accomplished by inspections for accreditation by the joint commission and for 
approval of residency training programs. Hospitals affiliated with medical 
schools have more or less of a continuing professional audit going on at all times. 
I would think that a joint team composed of central office or area office personnel 
along with non-Governmental people would be the most effective. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They are helpful. Area staff brings ideas from other hospitals and 
serves as a counselor on programs we have developed. The administrative 
aspects of their visits are more helpful than the strictly medical aspects. 

(2) Of what value would you think these visits are to VACO? As im- 
portant as reports are to central office, they cannot relay our needs, problems 
and viewpoints as effectively as can the area office staff. They serve as eyes 
and ears for VACO out in the field. 

(3) Would less frequent visits be more useful? We do not suggest any 
change in the frequency of visits by the area office staff. However, we are 
inclined to believe that visits could be more beneficial and effective if three 
or four staff members would come as a team rather than always on an 
individual basis. 
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(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? We believe the trend has been toward 
greater decentralization. Such decentralization is definitely beneficial to hospital 
operations. 

2. Is the management development program directed toward making good em- 
ployees or good managers? (ur program is directed toward improving all em- 
ployees. It is a particivative ep involving management at all levels as well 
as employees and, therefore, benefits all. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description 
year 


1959 fiame controls on 2 gas- and oil-fired boilers, building 

1961 | (43-5057) enclosed walkway, buil 

(43-6058) manual arts , buil 

43-5060) automatic fire 

43-5055) smoke barriers, 


xtend dining room 
rooms 1201 and 1205 an 


XI. Maintenance 


1. (a) List by Gatens tion and amount of money involved each major item of 


maintenance c eable to station funds and scheduled for fiscal year 1959: 

Rewiring main building 5 (12th Ave.) (deferred maintenance and repair), $25,000. 
(b) In addition, list those items deferred due to lack of funds which, in your 

paniene will result in further deterioration of property because of such deferral. 
one. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description 


Retube one 350-horse power boiler, building No. 6_...............-..-...-----.--- 
Reroof building No. 1 and building 2 

Renovate and overhaul coal redler, building No. 6 

Maintenance and repair: Replacing floor covering, due to F.W. & T__.....-..--- 


139 
47, 400 
3, 300 
3, 025 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 
w 
Convert exercise area to recreation area, east patio, erg x | Deneuhéuethencacuhessacnasee 4,900 
install audible nurses call system, wards 1-D, 1-E, 2-A, 2-B, and S8-D-___.........-..-..... 20, 000 
Fiscal Amount 
| 
1960 000 
1961 5, 000 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amoun 


Expand parking lot No. 1, rear of buil aire 
Grade and pave connecting road from 
Convert room 2009, building 2, to ladies’ restroom...................-------------.--------- 
Install exhaust fan in dishwashing room, building 27-.........-.-...-----.--.-------------- 


Peer 


lis 
ting conditions from buil No. 1 to No. 1 parking lot........ 
quarry tile in the floors of all shower rooms, building No. 8..........---.........---- 


These projects apply only to the Fort Douglas location. If the 12th Avenue 

location is required for any period of time numerous minor betterments will be 
uired in this old obsolete installation. 

=) Replacement and new fixed equipment costing over $1,000: 


Fiscal Description 
year 


1960 | Replace water softner, building 6 
1961 ines 


3 and electric toasters 
3 condensate return pumps 


Pumps, vacuum and air, for laboratory service. _-_...................------------ 
Booster pump, water supply, building No. 1. - ..............-.--.-....----.------ 


These projects apply only to the Fort Douglas location. If the 12th Avenue 
location is requi for any period of time numerous minor betterments will be 
required in this old obsolete installation, for example, cafeteria counter, dietetic 
area, building 5 (12th Avenue), $6,700. 

3. What, in your opinion, are the most pressing needs in your installation? 
Physical consolidation. We are now functioning on two campuses, 3 miles 
apart. The necessary duplication in facilities and manpower is wasteful and 
does not contribute to better patient care. With modest capital outlay one 
location can adequately handle the hospital program in this city. This capital 
investment would be amortized is less than 5 years. Thereafter substantial 
monetary savings would result, professional manpower conserved and better 
patient care rendered. 


WHITE RIVER JUNCTION, VT. 


I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: White River Junction, Vt. 

Type of services: Type of hospital, G.M. &S.; NP, yes; TB, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of — 

(a) Manager: Charles L. Jacobs; law degree September 6, 1930, accounting 
degree June 8, 1922; VA budget officer, 1941-45; manager, Veterans’ Adminis- 
tration Center, 1945 to present. 

(b) Assistant manager: Theodore A. Straw; extensive business and military 

ement experience; assistant manager, 1946 to present. 

(c) Director, professional services: Laurence M. Campbell, M.D.; B.S., M.D.; 
assistant director, professional services, Albany and Brooklyn; director, profes- 
sional services, Veterans’ Administration Center, 1957 to present. 


ority 
ward 
1 em- 
em. 

Install windows and light wells, outpatient area...................-.....-----.-2-2---2----- 

Install metal protective grill in main lobby, building No. 1............................._... 

Improv 
2,000 Install 
Amount 
47, 400 

0, 000 
3, 000 
4, 900 
20, 000 
3, 800 
3, 600 
n of 
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000. 
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ral. 
rere 
1 in 
nt), 
it 
, 000 
, 000 
, 800 
, 000 


1636 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


G.M, &8, 


BED CAPACITY AND NTS REMAINING 


of bed sot reared for 


f= 


- 


patient, for 


12. Patients in hospital on Jan. 12, 1959, 


hee ‘of total patients re- 
maining (line 9 


13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


ber. 
maining J: ah 


14. Number of patients sent to trial visit di 
15. Number of patients on trial-visit status as 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


2, 218 


12 
110 
2, 096 


(6) If there are trends in any of the components above, 
significance and impact on the activities of your hospital. 

noted, with the exception that len 
increased average daily 


lease describe their 
o significant trends 


h of stay has increased, with a resulting 
, with a reduction in admissions and dis- 


III. Length of stay 


1. Length of stay: Average stay in Sr 10eb: hospital of patients discharged 
during the 6 months ending 1958: 


Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB oe. Neuro- | 
logical 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
Stall ava: 
9. Patients remain 169 1 6 0 168 |. 
10. Average daily 
AGE OF PATIENTS 
87 0 1 0 
( 
| 51 0 16 0 
97 1 0 0 00 
53 17 0 0 
USE OF TRIAL VISIT 
Calendar year 
1955 1956 1957 1958 
Type of discharge 1956 1957 1958 
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(a) G.M. & 8. hgrpltoles Average stay for G.M. & 8S. patients, 32 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 

jzation required for patients discharged during the period — 1, 1958, through 

October 31, 1958, for the following operations (include only the experience of 
tients admitted for the surgery indicated ; exclude the experience of any patients 

with multiple treated conditions) : 


Subtotal gastrectomy for duodenal ulcer. -._..........-......-.-------------- 2 39 
Prostatectomy: 

7 15 


3. (a) What system of control do ro have to insure a minimum stay in hospital? 
A daily consideration by all chiefs of divisions and services concerned with patient 
care who constantly admonish members of their staffs that early discharge of 
patients, consistent with their condition, is necessary to release beds for other 
eligible veterans. For consideration are the physical condition of the veteran and 
availability of adequate nursing homes. It is axiomatic at this station that no 
patient with physical disability shall be discharged until a home suitable for his 
care can be arranged for. 

(b) What improvements have you made since your last report to this com- 
mittee? More emphasis has been given to formalized programs for planning for 
the patient’s discharge. ll full-time doctors, resident doctors, the nursing staff, 
social service workers, — service workers, and volunteers all participate in this 
planning. We have enlisted the help of State, county, and community agencies 
and have coordinated these activities with those of all service agencies in Vermont 
and the bordering counties in New Hampshire. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None other than 
stated below. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) We have had an increasing number 
of very seriously ill patients and patients with terminal illnesses that preclude 
their being removed from our rolls except through their demise. Aiso, we have 
accepted more nonpsychotic neuropsychiatric patients who by the very nature of 
their illnesses have required longer periods of hospitalization than do the acute 
G.M. & 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Due to the 
sparsely settled area that we serve and meager modes of transportation, desired 
followup of patients would not be practical. As a result, patients are hospitalized 
longer than should be necessary in more populous areas with better accessibility 
tothe hospital. There is also a lack of clinical facilities in this area to care for the 
specialties and subspecialties. 

(6) What effect would such a program have on your cost of operation? It 
would result in increased costs of drugs and special studies. There should be no 
difference in cost of travel, as this center does not pay for travel for followup 
purposes for non-service-connected cases. It is difficult to see how this program 
could decrease cost, because the largest part of our costs are fixed charges. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Under existing conditions as outlined above, there is very little that can 
be done to further reduce hospital stay. 

6. What is needed to improve turnover of patients? Our turnover rate is 
much higher than in comparable hospitals. The rate for the period July 1, 1958, 
through December 31, 1958, was 94 percent. The turnover rate for occu- 
pancy for the same period was 1.8. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet sched for admission and not VA patients: 


Nonservice connected 


Total In non-VA| Not 
hospitals hospitals 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? In addition to 28 on waiting list, 32 other patients are actually scheduled 
for admission this week and next week for a total of 60. 

3. What system do you use for scheduling admissions from the waiting list? 
Priority system as set up by VA Circular 18 dated September 8, 1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Only in cases of the strictest 
emergency. The situation is assessed on the basis of a true medical emergence 
and as outlined in paragraph 2(a)(1) of VA Circular 18 dated September 8, 1958 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,196; approved, 1,077; rejected, 119. 


V. Hospital staff 
ieee full-time equivalent employment for both full- and part-time employees 


as of cember 31, 1956, and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
ia decrease (—) 


Dee. 31, 1956 | Dec. 31, 1958 


Total. 


2. Physicians, full- and part-time 
. Phys 


291.3 


BoP 
oo 


ooocoonore 


12. Other employees 
maintenance (excluding laundry) 

15. Engineering operations (excluding laundry) 

Supply 


17. ws 
18, All other staff. 


ecooo 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? Four. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 


Service 
Type of care required Total connected 7% 1 
1 
1 
1. Total 28 0 28 0 
0 0 0 0 0 
0 0 0 0 0 
23 0 28 0 B 
om 
to 1958 
4. Physicians, consultants and attendings.............. -5 
8. Therapists and technicians -20 
10. Office of manager, personnel, and finance_._.......-- +1.0 
-10 
| 
| 
-10 
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24. For consultant and attending physicians, show below the required data. 


From July 1 through June 30° 


Number of different persons who provided service 
ent consultant or attending 
to all consultants and 


16 months, July 1 to Dec. 31. 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Full time 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The major part of patient care provided in our hospital is performed by residents 
under the hospital research and education pro The quality of residents is 
directly related to the high caliber of our staff and affiliate. ' In that sense, re- 
search and education is of great value and makes a definite contribution to the 
maintenance of our high standards for patient care. 

3. Amount of funds available in fiscal year 1958: 


deposited in general 
m other sources administered t iliated medical schools. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


With insurance ! 
Eligibility category 


Entitle- | Entitle- 
ment ex-| ment 
hausted 


‘sability 

(2) In Tecelpt t of VA pension 

a Fit ospital more than 30 days. 


—. cs a patient receiving care for a non-service-connected disability may be _oneret in more than 


ries ag Total (fiseal years 
tients 
— 1957 1958 1959 ! 
$1,410 $1, 368 $757 
ot et tks $66, 250 $62) 950 $29, 525 
Total for travel ...-------------------------------------------- 0 0 0 
0 
0 
| 
12, Category Part time | Consultants, 
‘duled attendings 
) 
if the 
‘ictest 
gence 
1958 
3, 
Foreducation 
ment Research ond 
ing (pro- 
gram 8300) 
+3.0 
+10 
+22 
+2.0 
—2.0 
0 
+1.0 
—2.0 Without 
insurance 
‘ 
hausted 
-10 
0 (a) 34 1 1 0 2 30 
rer (6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
n 27 0 1 0 2 30 
1 0 0 0 1 6 
0 0 0 0 0 0 3 
18 0 1 0 1 16 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industria] 
or job-connected injury: 4. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect pe hmm for hospitalization under insur. 
ance plans, emphasizing any changes made since January 1957? (Include ap 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) All claims or potential claims against insurance companies or third 
parties are vigorously followed up, with strict compliance with all regulations 
and procedures which involve the registrar, finance, and chief attorney’s programs, 
Estimated cost of collections, $2,000. 

4. Compare amounts billed to insurance companies, veterans, and employers, 
and amounts collected: 


Calendar Calendar 
1957 1958 


nn $72, 604. 40 $84, 324. 8 
30, 697. 11 17, 236.48 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? one. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Veterans are advised of the 
probable length of stay, furnished with costs of similar treatment in non-VA hos- 
pitals, and an attempt is made to make the veteran thoroughly conscious of both 
sides of the picture before the oath is signed. 

8. In your opinion are there abuses of non-service-connected care? No. We 
have conducted extensive surveys and have found no abuses of non-service- 
connected care. The area we serve is in the low income group and the average 
oe of cases surveyed places most of our patients in the very low income 

racket. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

0 100 100 


1 
ser 


12 = se 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 164] 


VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? . 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
verage daily patient load. ........... 154 161 164 166 163 
fulltine equivalent staff.............. 291 284 268 275 277 
(0) $1, 542, 518 | $1,613,819 | $1,577,140 | $1,728,889 | $1,818, 491 
1,119,009 | 1,187,375 | 1,122,032 | 1,281,102 1, 386, 542 
14, 314 15, 144 13, 602 13, 534 
Communications i 4, 760 5, 200 5, 404 8, 039 8, 245 
Utilities (gas, coal, water, etc.)........ 32, 681 37, 832 38, 561 34, 005 82, 432 
72, 545 67, 178 68, 950 72, 795 72,720 
and medicines.................. } 87, 129 { 37, 926 43, 506 34, 865 36, 773 
Medical and dental supplies........... ° 47, 037 57, 950 53, 782 53, 513 

Asset acquisitions luding equip- 
ment. 4 7, 898 16, 420 32, 682 13, 186 4,728 
EE 202, 939 200, 737 192, 911 217, 513 210, 004 
(m) Cost per discharged patient. -......... 644 560 536 870 814 


orale Apso espe Show all costs to nearest dollar of actual cost. 
: all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? The professional people are unanimous 
in their belief that the primary fund allocation is not sufficient to provide what 
they consider an acceptable standard of medical care. They profess extreme 
disinterest in providing what they term “cut-rate care.’’ Management believes 
that the allocation is not ve = to provide for normal depreciation and the 
proper care and maintenance of Government property. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? In general, no. 
But members of the professional staff will not state definitely that they are not 
at times influenced by the known adverse effect ny the hospital of the average 
daily patient load concept. Too many times in the past wae present have they 
been advised, as they are at the moment, of the necessity for personnel losses 
because of insufficient funds. See attached memorandum from the director of 
 —_— services to all physicians and others concerned, dated January 23, 


4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? No. But they 
are oy seehes . As for civil hospitals, we have good comparative information in the 
New England area which is most important to us. Improvements possibly would 
include more information about VA hospitals with which we must compare 
ourselves, such as (1) numbers in the resident programs; (2) charactor of affiliation, 
and (3) usage or nonu of eg and seniors in medicine assigned to the hos- 
=? These thoughts have n discussed with responsible offiicials, and may 

in process. 

5. (a) What is the ary raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.1069. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.26. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Of the 28,851 potions rations there were 317 TB and paraplegic rations 
at $1.30 and 28,534 G.M. & 8. rations at $1.10. 

th 20 of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None. 

(6) How important are these quarters in maintai staff and/or for recruit- 
ment? Very important, especially in maintaining and recruiting personnel in 
the low paid jobs in the hospital and kitchen. 


83427 O—59——-105 
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(c) What additional quarters do you believe would add quality or stability to 
your staff? We could use eight apartment-type housekeeping units of three t 
five rooms for residents and their families. ousing is short and expensive jp 
this area. We are also short of nonhousekeeping quarters for nurses and attend. 
ants. There are no vacant nonhousekeeping facilities. 

(d) Could cost of such quarters be a lucrative investment? No. But they 
would have great intangible value in the maintenance and recruitment of person. 

7. What, in your opinion, is the eae value of this installation (all buildings) 
based on a replacement cost? $5,210,072. 

8. What factors have ——- to change the costs of hospital operation? 
Please explain the effect of these factors. Chiefly rising prices in the cost of 
drugs and medicine, higher salaries and higher maintenance costs, and higher 
f prices. We also have a fairly stable work force, which means that we are 
faced with a 4 to 5 percent salary increase annually to provide for ingrades, 
promotions, and terminal leave pay. Any unpredictable increased cost duri 
the period of a primary fund allocation lessens the amount available for no 
maintenance and repair of Government property and jeopardizes the job con- 
tinuity of personnel. 


Date: January 23, 1959 

Office Memorandum To: All physicians and others concerned. 
From: Director, professional services. 

Subject: Cost of expensive drugs and diagnostic procedures. 

1. The publication of the attached drug pricelist is intended to acquaint the 
staff with the cost of various medications. An awareness of the cost of medical 
care is an essential part of training, and the cost of drugs is a large element in the 
overall picture. 

2. Physicians requesting these medications and nurses administering them 
should take cognizance of the cost by requesting and ordering only those quantities 
needed and returning excess amounts of the more expensive items to the pharmacy. 

3. The list is not intended to deter any physician from ordering any drug which 
is actually needed for the care of patients. 

4. The overall savings that possibly may be made, without detriment to patient 
care, might save the jobs of two or more employees. 

5. Although all drugs are expensive, the attached list mentions the more costly 
ones. 

6. Similar economies in the ordering of laboratory tests and X-ray examinations 
should be kept in mind where patient care will not be adversely affected. 

L. M. CampBELL, M.D. 
LIST OF DRUGS 


All antibiotics: Chloromycetin I.M., 1 gram, $2.25 per vial; Bacitracin Topical, 
50,000 units, $2.69 per vial; all capsules, 17 cents each. ; 

Heparin: 10,000 units per milliliter, 4 milliliter vial, $3 per vial. 

Cortisone preparations: Aristocort tablets, 4 milligrams, 14 cents each; ACTH 
powder, 40 units per vial, $1.28; ACTHAR gel, 40 units per milliliter, $2.90 
per vial; Cortone ointments, $2.50 to $4.62 per 20 grams. 

Gantrisin: Tablets, 0.5 grams, 4 cents each, 32 cents a day. 

Mandelamine: Tablets, 0.5 gram, 4 cents each, 32 cents a day. 

Robaxin: Tablets, 0.5 gram, 7 cents each. 

Tranquilizers: Equanil tablets, 4 cents each; Compazine, 10 milligram tablets, 
6 cents each. 

Therapeutic vitamins: Capsules, 4 cents each. 

M.V.I. (Vi-Syneral infusion): Ampules, 45 cents each. 

Varidase: Vials, $2.37 each. 

Isuprel: 10 cubic centimeter bottle, $1.50 each. 

Furadantin: 100 milligram tablets, 23 cents each. : 

9. What internal programs have you rates to engender cost consciousness 
at your station? A continuing program of education in the control of funds at 


the cost centers keeps all personnel conscious of the necessity for operating within 
the overall plan. A monthly analysis of departmental costs of operations 1s 
furnished to each department. Whenever management or the budget committee 
finds an out-of-line situation the individual or individuals concerned meet with 
management and/or the budget committee to discuss ways and means for control 
of the out-of-line situation. | 
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10, Laundry service: 
(a) What was the utilization of laundry per patient per day during calendar 


year 1958? 


Total Number 
number 


484, 547 7.9 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 19587 (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equinment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Lauadry costs computed on basis of commercial overation, including 
memorandum accounts: Per piece, $0.071; per pound, $0.108. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, nakion pertinent comparisons. 

(1) Quality: The quality of the service furnished by Williams Laundry is 
adequate to meet the demands of this hospital. 

(2) Timeliness: The timeliness of deliveries of clean linen to this hospital 
are adequate. Operationally we would be better able to completely fulfill 
the linen functions if we had our own laundry facilities. 

(3) Cost: We feel that our contract laundry costs are high. 

(4) Other: In this area there is a lack of adequate laundries that will bid 
on the contract. For several years just two concerns have bid. This lack 
of competition we feel increases our laundry costs. 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any yo nets change in linen inventory? If 
“Yes,” explain. We have always had the contract system. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Very little here. We operate at 
rated capacity, except for occasional periods, without the necessity for proselyt- 
ting patients to reach our average Gay patient load. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. But we are not in favor 
of the average daily patient load concept of financing, because it takes no cogni- 
szance of the fixed charges which must be paid for basic needs absolutely unrelated 
to the average daily patient load—engineering costs, housekeeping costs, salaries 
of the core staff, etc. Any failure to meet the established average daily patient 
load almost invariably results in loss of key staff members who are difficult to 


13. (a) If CBOC | pa could be explicitly identified as a cost factor of running 
4 hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? e ane like to have established a cost factor and 
an allocation of funds for, the CBOC program, but we do not think it would 
affect the number of operating beds required to meet the needs of veterans 
actually needing hospitalization. 
(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $19,050. 

(2) Visits to hospitals by patients on CBOC status: 2,929. 

(3) Cost per visit: $6.50. 
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IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for is ag Has the decentralization bee 
more increased than diminished? Yes. By what methods? Cite exampla, 
Control at the regional level has been greatly increased. A proportionat, 
increase in control of staff would be helpful. For instance, we feel that placement 
in centralized positions is too rigidly controlled by central office. Classification 
of centralized positions was decentralized, but has now been recentralized. 

(6) Has your hospital had an internal audit of its administrative operations 


(1) Was the team personally experienced with hospital operation? Lin. 

te ae t wheth t interest good practical 

as it apparent whether paramount interest was in i 
administration or in how well central office minutiae of procedures wer 
followed? The latter. 

(3) How was the internal audit valuable to your hospital? In the arg 
of management, very valuable in pointing up deficiencies in our operations 
The professional people feel that little, if any, value was derived from the 
audit. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 0 
be conducted by a joint team? We feel that we are very well audited profes: 
sionally, because of our affiliation and our status as an accredited hospi We 
have recently been audited by the Joint Committee on Accreditation of Ho- 
pitals, and the AMA Council on Medical Education and Hospitals, and by all 
other applicable agencies. 

(d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Everyone agrees that the supervisory visits are helpful and the 
recommendations sound, based upon our known needs. 

(2) Of what value would you think these visits are to VACO? There 
appears to be little followup at VA central office on the area recommends 


tions. 

(3) Would less frequent visits be more useful? There have been times 
when we were overvisited, but in general the schedule of visits is such that 
there is little or no interference with operations. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any t extent. See 1(a) above. 

2. Is the grew: gerry development program directed toward making good 
ays ape mS ys managers? e believe ours is entirely directed toward the 
making of g employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,00 
are scheduled at this station? 


Fiscal . Description Amount 
year 
1959 | Stairway addition to building No. 8. .............---.---.-.------------+--------- $20, (00 
1960 | None. 
1961 | None. 


Not programed, or under consideration for fiscal year 1962: (1) Aids toilet 
and locker room facilities (male and female) basement, building No. 1, main hospital 
building; (2) addition to kitchen and dining hall, building No. 1, and moderniz- 
tion oad expansion of X-ray suite, building No. 1; (3) steam line to shops building 


and greenhouse, building No. 5; (4) new shops and garage; (5) expand ware 
house, service building No. 2; (6) animal house; (7) special services building 
(including chapel); (8) addition to nurses’ quarters, building No. 4; (9) addition 
to aids quarters, Building No. 9; (10) duplex quarters; (11) parking area rear of 
building No. 28. 
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XI, Maintenance 


1. (a) List by description and amount of — involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Project No. M& project No, 2, contract V4005C-5, date of final inspection report 
ber 20, 
to elevator 8, 704. 50 
Portland passenger elevator No. 2, contract V4005C-4, M,&R. project No. 1. 


(bt) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
. Replacement of lant, bi $8, 000 
H Repairs to elevator No. 1, building No. 1 (Portland passenger elevator) -_-..........-..--. 9, 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exelude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Repair of radial brick $1, 800 
Acoustical tile panels in basement, building No. 1...............-.....---.----------------- 2, 200 


(b) Minor betterments costing less than $2,000, excluding equipment: None. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Heat actuated controls for air-conditioning system, operating room suite, and for new air- 
l5-kilowatt emergen set for operating room suite 


'In addition to procurement of generator, excavation of area in basement of building No. 1, and certain 
other necessities must be secomplished to provide space for generator. A 


3. What, in your opinion, are the most pressing needs in your installation? (1) 

ment of refrigeration plant, building No. 1; (2) emergency generator set 

for operating room suite, 15 kilowatts; (3) eliminate crowded patient areas in 

hospital buildings No. 1 and 8; (4) addition to kitchen and dining hall, building 

No. 1; (5) provide adequate storage and working areas for supply, warehouse 
and subsistence, sterile supply, and engineering shops. 
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KECOUGHTAN, VA. 


I. General 


Name of hospital: Veterans’ Administration Center. 

City and State: Kecoughtan, Va. 

Type of services: Type of hospital, G.M. & S.; NP, yes; domicile, yes; formal 
clinic, no. 

qualifications, and tenure of— 

(a) "Ma anager: James F. Haile; member, AAMA; 4 years as manager; 2 year 
as assistant manager. 

(b) Assistant manager: Doyle R. Liles; nominee American College of Hospital 
Administrators; 3'¢ years as assistant manager. 

(c) Director, professional services: James F. Conner, M.D., fellow, American 
College of Physicians; 8 years as director, professional serv ices. 


IT. Bed capacity and patient load 


Hospitals— of bed or t 
Item (as of Jan. 12, 1959, unless re 8 
otherwise specified) Domiciles 
Total | TB P= Oe Neuro- | G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
2. Operating 117 33 420 % 
Beds not in use (unavailable) ? 
6. Staff not recruitable: Beds re| #=#| 
7. Type of bed notrequired forcurrent| ##=#| | 
plan regardless of staff 
. 542 2 1168 139 1 333 1,18 
508 15 1155 137 1 301 1,12 
AGE OF PATIENTS 
12. om Jan. 12, 1959, 
w “oe years of age or older: 
412 1 145 33 233 931 
of patients re- 
maining (lin 9) 76.0 26.8 6.0 43.0 73.6 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
ercent of total patients re- 
maining Jan. 10, 1957_......-. 70.8 4.2 38.4 72.1 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d i 29 29 30 i 
15. Number of patients on trial-visit status as of Dee. ai 3 7 9 u 


1 Variance in average daily patient load and patients remaining with 


cpereting beds is due to statistical 
reporting by diagnoetie eneney priority rather than bed section, as required in D.M. & 8. Circular 10-10, 
dated June 17, 1958, pars. 8(a) and 8(0). 

2 Includes psychiatric and neurological as these categories were combined in Jan. 10, 1957, data. 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
85 89 78 
230 251 69 
1, 789 1, 760 2, 000 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. There are no significant 
changes in any of the components above. The greater number of discharges 
during the calendar year 1958 was due to a higher utilization of operation beds. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
eneuery 12, 1959, because they were not required for fiscal year 1959 operating 

one. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 44 beds. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 69 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation eT for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions) : 


Average 
395 Cases of 
stay 
the Appendecto 4 14.0 
Subtotal gastrectomy for duodenal ulcer 2 33.0 
Prostatectomy: 
73.6 
3. (a2) What system of control do you have to insure a minimum stay in 
8 hospital? An active patient stay committee, which meets quarterly, reviews 
ty critically selected records for any evidences of factors contributing to length of 
stay which could be eliminated or improved. This committee also reviews the 
hospital statistics as pertain to length of stay and questions critically the average 
mt for various types of cases. 
—— ) What improvements have you made since your last report to this committee? 
A major improvement has been to step up the frequency of meetings of the patient 
=_ stay committee and to expand its area of interest and inquiry. Increased emphasis 
er has been placed on better planning for the patient’s discharge and utilization of 
all means at our disposal for shortening the length of ge ty as application of 
r the CBOC program, trial visits and foster homes. ial work service has 
| stepped up its activity, has surveyed all community resources and is conducting 
an active plan for coordinating of our efforts to the fullest extent with the 
community resources. 
masta (c) Are there any identifiable administrative practices or policies that may 


contribute to increasing length of stay? (If so, describe.) quirements for 


completion of clinical records before discharge effects some delay in individual 


cases; it is believed, however, that this is minimal and justified. 
(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 


3; formal 
years 
H 
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of importance in the future. (If so, describe.) Yes. There is evidence of a 
gradually increasing percentage of long-term patients with increasing age of the 
veteran population. During this past year at this hospital a 44-bed ward for the 
treatment of TB was converted to a 51-bed ward for the treatment of long-term 
medical and neurological patients. This has also added to the average length 
of stay for the entire hospital and particularly the medical service. 

4. ta) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It would decrease 
the length of stay. beyond question. 

(b) at effect would such a program have on your cost of operation? It would 
increase the cost of operation, as the demand for hospital would still require 
the operation of beds now available and would add the cost of care for this addi- 
tional number of patients on an outpatient basis. 

5. What would you suggest to further reduce hospital stay without —— 
care? Develop a means for better integration of the hospital phase of the care 
of the patient with the home care problems. 

6. What is needed to improve turnover of patients? In addition to develop- 
ment in the area defined in paragraph 5 above, various means of minimizing 
paperwork in processing medical records. Consolidation of certain medical records 
is being studied at the present time to reduce time spent without sacrifice to 
quality or completeness of the clinical record. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 

Total In non-VA| Not yet 

hospitals {hospi 
1, Total applicants... 43 0 47 3 
0 0 0 0 0 
2 0 42 3 39 
| 5 0 5 0 5 
2. Domiciliary care: Total applicants_.---. 123 0 123 0 0 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 3 surgical cases. 

3. What system do you use for scheduling admissions from the waiting list? 
Patients and members are scheduled for admission from the waiting list according 
to the priority groups established by VA circular 18, dated September 8, 1958. 
In case of hospitalization, the chief of service advises as to the number to be 
scheduled for admission, in view of actual and contemplated discharges. In case 
of domiciliary care, applicants are scheduled for admission as vacancies occur. _ 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘“‘Yes,”’ please describe the circumstances. Yes. Emergency cases 
and legally eligible service-connected veterans are admitted without placement 
on the waiting list. 


6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,801; approved, 1,135; rejected, 655; pending completed action, 11. 
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V. Hospital staff 


rt full-time equivalent em ent for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 


provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (— 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
1 606. 1 599.3 
2. Physicians, full- and part-time. ........-...--------- 23.0 24.0 +1.0 
3. Physicians, residents and interns... -...........-..-- 0 0 0 
4. Physicians, consultants and attendings...._........- 3.8 44 +.6 
2.5 2.2 —-.3 
96.9 98.9 +2.0 
133.0 136. 0 +3.0 
8. Therapists and technicians 23.3 21.4 
3.4 5.2 +1.8 
10, Office of manager, personnel, and finance... ........- 19.6 18.5 

12. Other food-service employees... 71.5 66. 5 ~5.0 

] m excluding laundry) -.....- 
15. Engineering operations (excluding laundry) -.-...... 24.9 22,7 —2.2 


‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: 234; annual 
(average) $815. 
) What is the value of this program to the member and to the hospital? 
ers an excellent medium of rehabilitation to the domiciled veterans and 
contributes significantly to economical operation of the station. 
20. What was number of guards on duty December 31, 1958? 12. 
21. (a) he of patients on January 12, 1959, who are in industrial therapy 
m: None. 
(6) Number of patients discharged during past 3 months who were given 
ndustrial therapy: None. 
(c) Average days of hospitalization of patients reported in (6): None. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service.............- 31 32 30 
Average payment 4 consultant or attending !_ _.............. $1, 881 $1, 968 $1,719 
Total amount paid to all consultants and attendings !_......... $58, 325 $62, 975 $51, 580 
' Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultan 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(1) Providing opportunity for research enhances recruitment of high quality staff 
and thereby reflects a higher level of patient care. (2) Opportunity for research 
utilizes the vast resources of clinical and pathological material for its intrinsic 
value to the field of medical science and education thereby contributing our share 
to a general advancement in the field of medical care. (3) By direct application 
of research and clinical investigative methods of immediate problems related to 
various aspects of medical care in our own institution and to the VA at large. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

gram 5300) 
2. Gifts and donations deposited in general post D 
3. Grants from other sources administered through affiliated medical schools _ 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and 


All Tuber- With insurance 
Eligibility category patients | culosis 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted 


(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has com; - 
more than 30 days. 12 


! Any form of prepayment insurance. 


Nore.—Ifa patient receiving care for a non-service-connected disability ag: Ars reported in more than ! 
of the categories in (c) above, him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 4. 

ds) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no to the veteran: 1.! 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) When an individual is admitted and it appears that an insurance company 
may be liable for reasonable cost of hospitalization, we notify the insurance 
company by letter. We also inform the insurance company that the individual 
has executed a power of attorney and agreement to the Administrator of Veterans 
Affairs. If the insurance company denies liability the case is referred to the chief 
attorney, Veterans’ Administration regional office, for advice and final decision as 


1 Transferred to U.8. Public Health Hospital, Norfolk, Va. 
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to liability. The estimated cost of the collection program to the hospital during 
the calendar year 1958 is $2,622. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


a Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital was 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? Each veteran is counseled as 
to the estimated cost of hospitalization and physician’s bill in the community 
for comparable services as determined by the admitting physician. After giving 
the veteran this information, the admitting clerk reminds the veteran of the 
statement of inability to pay on VA form 10—-P-10. If the veteran does not 
understand the significance for giving him the estimated cost, we go over the 
information thoroughly until he does understand it. 

8. In your opinion are there abuses of non-service-connected care? To the 
best of our knowledge, there is no willful abuse in the care of non-service-connected 
veterans at this station. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
e) Average daily patient load....._.____- 502.0 502.0 512.0 508.0 510.0 
Full-time pom 589.2 610. 2 613.9 602. 8 601.8 
(c) $3, 176,117 | $3,206,142 | $3,302, 543 | $3,554,693 | $3, 756,163 
@) Salaries of staff ?___.._._...-..-...-.-- 2, 487,158 | 2,411,467 | 2,464,749 | 2,939, 799 3, 132, 372 
ind 4, 444 7, 615 776 3, 956 3, 839 
Communications . -.................-- 10, 228 11, 218 11, 751 12, 935 11, 875 
) Utilities (gas, coal, water, etc.) .....__- 56, 323 74, 450 70, 681 80, 783 67, 588 
Dt 55. 217, 807 172, 362 167, 855 159, 804 162, 223 
Drugs and medicines ................- 81, 546 93, 711 106, 077 122, 503 117, 955 
59, 871 67, 793 73, 194 66, 698 66, 967 
pit 113, 232 111, 225 55, 924 39, 046 33, 412 
145, 301 346, 536 129, 169 159, 932 
(m) Cost per discharged patient.....___. _- 1, 280 1,314 1,313 1, 546 1, 500 


Se ee Show all costs to nearest dollar of actual cost. 
’ ding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? crease. The 
heavy demand for hospital care at this station requires continuing emphasis be 
- to early discharge as a control to | poe mes exceeding the planned average 
y qemet load. This has the effect of reducing length of stay. 

4. you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? VA hospitals, 

es. More detail of hospital characteristics to support data now provided, 

his would permit a more valid comparison. Has been discussed with VA 
officials at different levels, Civil hospiiele, in limited areas of operation. We 
recommend continued efforts be made to provide more uniform standards of 

5 (a) "What is th food cost ed ration f July 1, 1958, 

. (a e average raw cost per served ration from July 1, 
through December 31, 1958? $1.042. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.998. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? Approximately 60 percent of the rations are modified diets and 40 perconh 
regular. ost NP patients receive the regular diet, while many of the G.M. & 8. 
patients receive modified diets which cost more than the regular diet because of 
the higher cost of special food items, the need of specially trained diet therapists, 
and separate preparation requirements. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 4 nonhousekeeping (includes 2 reserved for patients’ visitors). 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? The availability of quarters has a significant influence on the recruitment 
and retention of qualified staff members although in recent years some of this 
advantage has been lost because of the change in rental charge policy. 

(e) at additional quarters do you believe would add quality or stability to 
your staff? Two additional housekeeping quarters are desired in addition to 
the 10 housekeeping quarters now in operation. 

(d) Could cost of such quarters be a lucrative investment? No; however, the 
cost of operation and maintenance could be recovered from the rentals charged. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $32,666,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increased salary and wag: rates. 
Increase in use of higher cost dr brought about by continuing advances in 
medical science. General increase in the cost of utilities, services, supplies, and 
equipment. 

All of the above require additional financial support for continned operation 
without sacrifice in the quality of hospital care or reduction of the a erage daily 
patient load plan. With the exception of equipment, these cost factors result in 
an increase of the per diem cost. 

9. What stems programs have you developed to engender cost consciousness 
at your station? A decentralized fund control system is in operation whereby 
each operating official is allocated funds, on a quarterly basis, and has a responsi- 
bility for the financial management of his program. his is carried down to each 
waa We feel this has been the most significant factor in ere cost 
consciousness, Opseating officials are kept informed as to per diem costs for 
their activities. hese costs are compared with the same. activities at other 
VA stations. The length of stay committee and committee on planning for 
patient’s discharge are effective in developing cost consciousness among the staff 
as related to length of stay. The therapeutic committee is effective in the control 
of drug costs. 

10, Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


1, 595, 137 8.6 
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) What was the cost of laundry service during the last 6 months of calendar 
1958? (All stations other than NP hospitals will report costs separately to‘ 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu e of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0,046: per pound, $0.061. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.055; per pound, $0.074. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of pateints 
who actually do not require hospitalization, ete.? It has, at this station, served 
to increase turnover of patients due to continuing emphasis on the acceleration of 
discharges as a control to prevent exceeding the planned average nn th agen 
load. e do not admit patients who do not require hospitalization regardless of 
the average daily patient load status. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load poe of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,237. 
(2) Visits to hospitals 7 patients on CBOC status: 364. 
(3) Cost per visit: $8.89. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Participation in 
developing operating plans. Cite examples. (1) More latitude in distribution 
of funds and personnel; (2) more latitude in the development of programs and 
related procedures; (3) classification authority for positions has been increased 
at the station level; (4) greater flexibility in organizational changes; (5) complete 
responsibility for developing and carrying out a financial plan for the field station. 
y 6) Has your hospital had an internal audit of its administrative operations? 
es 


(1) Was the team personally experienced with hospital operation? Un- 
known. (Current staff was not at this station during audit.) 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Primary interest seemed to be in the area of compliance with 
basic regulations and required procedures. However, based on review of 
the audit report, there is evidence of practical administrative concepts being 
applied by the audit team. 

(3) How was the internal audit valuable to your hospital? Cross-division 
line audit provided management with a more comprehensive view of opera- 
tions as related to central office requirements. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. Not as indicated by review of the 
records and files of the audit. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 


conducted by a joint team? If it could be devised, it would perhaps contribute 
to quality control of patient care. Such a program could be supervised by the 
council of consultants to the chief medical director and accomplished by VA 
area consultants on a team basis. 
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(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the —-« are supervisory visits of the area office 

staff? They contribute significantly to patient care programs and other 
operations. 

(2) Of what value would you think these visits are to VACO? Most 
valuable. The reports provided central office by the area office staff keep 
them informed regarding the status of operations and related fields of inter- 
ests. A practical way of insuring a balanced program and of keeping a 
‘finger on the pulse.” 

(3) Would less frequent visits be more useful? No; more frequent visits 
could be more useful. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? There has been no recentralization. 

2. Is the management development program directed toward making good 
employees or good managers? Our management development program is directed 
toward making good employees and managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 


1960 | Administration wing, building 135; project No. 45-5172_... ...-...--.-.-------.-- $800, 000 
Theater building; project No. 945, 200 
1961 | 200-bed long-term care hospital; project No. 45-5163_.................-----.-...--- () 


1 Unknown. 
Not programed, or under consideration for fiscal year 1962: 


8 service building (new) 
Stairways for warehouse and sprinklers for 14 


| 


XI. Maintenance 


1. (a) List by description and amount of pas spf involved each major item of 
maintenance chargeable to ova.ion funds and scheduled for fiscal year 1959. 


Description Amount 

Maintenance and repair of boiler, air conditioning and refrigeration plants__....-......-..-- $31, 571 
i and repair of distribution system, including electrical, steam, water, sewerage 18, 878 

Maintenance and repair of elevators and fire equipment.._.............-.-.-.-------------- 82, 293 
Maintenance of laundry and laundry equipment -- 1,115 
Maintenance and re of buildings, including plumbing, electrical, carpentry, painting, 4 

and building service equipment, excluding elevators.__...._......-..-..----.-.-----«--.--. 389, 174 
Maintenance of road, walks and grounds, including grass cutting, ground maintenanee 

Maintenance of motor transportation 18, 385 
Maintenance and repair of hospital beds, centralized radio equipment, 35-millimeter motion 

picture equipment, and fixed operating equipment .._..................-.-.-------------- 22, 015 


() 
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Description Priority 
GM building 110 (including chapel). 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 


1 Approved and tentatively scheduled by our central office for ist quarter, fiscal year 1960. 
2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. 


question 1(b) above.) 
(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


(Exclude items listed in 


Fiscal Description Amount 
1960 | Maintenance and repair of boiler, air conditioning, and refrigeration plants. - ._.._ $32, 620 
Maintenance and repair of distribution systems, including electrical, steam, 

Maintenance and repair of elevators and fire equipment -......_...........-..-... 85, 000 
Maintenance and repair of laundry and laundry equipment. 1,300 
Maintenance and repair of buildings, including plumbing, electrical, carpentry, 

ting and building service equipment, excluding elevators. ................- 403, 000 
Maintenance and re of , walks and grounds, including grass cutting, 

grounds maintenance equipment, and greenhouse o EN Paes 77. 500 
Maintenance and repair of hospital beds, centralized radio equipment, 35-milli- 

meter motion picture cquipment and fixed operating equipment................ 22, 500 

1961 | Maintenance and repair of boiler, air conditioning, and refrigeration ee ge atew 33, 000 
Maintenance and re of distribution systems, including electrical, steam, 

Maintenance and reapir of elevators and fire equipment. --..............--- caning 87, 000 
Maintenance and repair of laundry and laundry equipment 2 SE SEE 1, 300 
Maintenance and repair of buildings, includ Pumbing, electrical, carpentry, 

and building service equipment, excluding elevators_- 450, 000 
Maintenance and repair of roads, walks and grounds, including grass cutting, 

grounds maintenance equipment and greenhouse operations.--................- 78, 000 
Maintenance of motor transportation... 6, 000 
Maintenance and repair of hospital beds, centralized radio equipment, 35-milli- 

meter motion picture equipment, and fixed operating equipment... ............- 23, 000 

(b) Minor betterments costing less than $2,000, excluding equipment: 
Fiscal Description Amount 
year 

1960 | Lean-to shed for vehicle storage...............-..--.-----------+---+----+---+++---- $1, 800 
Alteration of building 61 for research unit on aging.................-..---.----- aide 1, 700 
jon of cubical curtains equi; AU 1, 900 
Installation of acoustical tile on coilings.....................----.--+-+-----.+--.--- 1, 800 
Installation of acoustical tile on ceilings....................---------..--.--------- 1, 800 
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(c) Replacement and new fixed equipment costing over $1,000: 


Fiscal Description Amount 
year 

1960 | Replacement of steam sterilizer...... ne ad $3, 400 
Air conditioning unit for domiciliary clinic. 1,200 
Wash basins for domiciliary sections.................-....-----------+------------ 2, 000 

Steam kettles, rotary oven, hood, ranges, etc., for kitchen No. 2..............-..-- 17, 500 
1961 | Washbesins for domiciliary sections | 2,000 
Foot-controlled lavatories............ 1, 100 
Rotary oven, hospital kitchen building 110..-............... 4, 600 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Replacement of old, obsolete and deteriorated buildi that are absorbing 
an ever incr share of our opetating mortars to keep them merely at a mini- 
mum level of usability and safety. (2) New buildings which would permit con- 
solidation of essential activities in contiguous areas with resultant increase in 
economical use of personnel and remaining budget dollars. 


RICHMOND, VA. 
I. General 


Name of hospital: Veterans’ Administration Hospital (McGuire). 

Street address: Broad Rock Road and Belt Boulevard. 

City and State: Richmond 19, Va. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; formal out- 
patient clinic, yes. 

Name, qualifications, and tenure of— 

(a) Manager: James Ewing Cottrell, M.D. Prior to 1942 private practice 
and part-time teaching, University of Pennsylvania; 9 years chief, Medical 
Service (Army and Veterans’ Administration); 2 years Director, Professional 
Services, Veterans’ Administration; 4 years manager, Veterans’ Administration 
Hospital, Richmond, Va. 

(6) Assistant manager: Harold J. Cole, college graduate (bachelor d : 
10 years’ teaching; 6 years U.S. Army, separated as colonel; 12 years grade 14 
experience in veterans’ benefits program, Veterans’ Admin tration; 3 years 
D.M. & &., assistant manager, Veterans’ Administration Hospital, Richmond, Va. 

(c) Director, professional services: Temporarily vacant. 
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II. Bed capacity and patient load 


- Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed ca 1,100 200 131 55 714 None 
2.0 x 1,046 200 131 55 660 None 
Beds not in use (unavailable): 
4. In process of activation... 
6. Staff not recruitable: Beds re- 
rent operating plan regardless o! 
10. Average daily patient load for 12 
months ending Dec. 31, 899 179 113 51 
AGE OF PATIENTS 
12, Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
b) Percent of total patients re- 
ing 36 27 20 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
f Percent of total patients re- 
maining Jan. 10, 1967._...... 35 42 25 21 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
4. Number of patients sent to trial visit d year___ 92 101 106 129 
15. Number of patients on trial-visit status as of . 31. 49 67 69 103 


16. (a) What is the number of patients discharged from your hospital during 


the past 3 calendar years? 


Type of discharge 1956 1957 1958 
AN 7, 148 7, 187 6, 535 
Irregular 296 208 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. he increased use of 
the trial visit for therapeutic reasons has made beds available on our neuro- 
psychiatric service. Asa result, the number of applicants on our neuropsychiatric 
waiting list has been reduced, 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
Ol anery 12, 1959, because they were not required for fiscal year 1959 operating 

an one. 


| 
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(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 44 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 

, patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
Stay 

di 10 8 
Subtotal gastrectomy for duodenal ulcer. 14 B 


3. (a) What system of control do you have to insure a minimum stay in hos 
pital? Length-of-stay committee; continued watchfulness by chiefs of service. 

(ob) What improvements have you made since your last report to this com- 
mittee? Broadening organization of length-of-stay committee; wider scope of 
study by this committee. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes. Aging of the veteran 
population; increasing proportion of chronically ill patients. 

4. (a) What would be the effect on length of stay if you were able to provide 
Lj ono ee followup care, as needed, on an outpatient basis? It would be 
shortened. 

(b) What effect would such a program have on your cost of operation? It 
would increase cost of outpatient service but decrease cost of inpatient care. 
The net change would probably be downward but the amount cannot be estimated. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestion. 

6. What is needed to improve turnover of patients? Better education of 
patient’s family to encourage them to take a chronically ill patient home when 
patient has obtained maximum hospital benefit. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of ired | 
care requ: 
_ Total In non-VA} Not yet 

hospitals |hospitalized 
1, Total applicants__-._..........--.-.-.-- 23 0 23 0 B 


How many patients are scheduled for admission subsequent to January 12, 


2. 
1959? 39. 


1. 
2. 
3. 
4. 
5. 
6. 
8, 
9. 
10. 
il, 
12. 
13 


As 
app 
4 
hov 
t 
ar 
ans 
ma 
as 
| 
15, 
16. 
18. 
on 
gl 
| 


vera 


oO 
| 


BS 


= 2 


| & | 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1659 


3. What system do you use for scheduling admissions from the waiting list? 
As beds become available applicants are scheduled according to the receipt of 
oor in the priority group specified in VA Circular 18, dated September 

1958. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? 50. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. If a waiting list is 
maintained, direct admissions are restricted to emergency and service-connected 
applicants. However, when vacant beds are available and no waiting list exists, 
patients are admitted without placement on a list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,857; approved, 3,302; rejected, 1,555. 


V. Hospital staff 
(Report full-time equivalent Se  Aage for both full- and part-time employees 


as of December 31, 1956 and 1958. Distribute common service employment 
to provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty | Increase (+-) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time---.....-....-..-..--- 55.0 63.0 +8.0 
4. Physicians, consultants and attendings_____-___--__- 16.5 13.6 —2.9 
6. Nurses._........- 178.0 182, 5 +4.5 
7. Hospital aids 333. 0 317.0 —16.0 
8, Therapists and technicians '. -.............--------- 97.4 103.0 +5.6 
10. Office of manager, personnel, and finmance__-----____- 28.0 29.5 +15 
12. Other food-service employees... 152.0 144.5 —7.5 
13. Laundry------- 32.0 30. 0 —2.0 
14. Engineering maintenance (excluding laundry) 2______ 40.0 54.0 +14.0 
15, Engineering operations (excluding laundry) *... ..... 51.0 55.0 +4.0 


medicine, dentistry, laboratory, X-ray. 
2 Difference of reporting format shows 139 full time for the present report as against 149 full time shown 
on previous report. 


19, (a) Number of member employees as of January 12,1959: None. 
20. What was number of guards on duty December 31, 1958? 14 fireftghter- 
guards who spend 50 percent of their time doing guard duty. No separate 


guard force. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
rogram: None. 
_ (0) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. Consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 | 1958 | 1959 ! 
Number of different persons who provided service - -....-...-- 99 1 90 
Average payment per consultant or attending ?.____._..-....- $1, 166. 41 $1, 101. 98 $1, 185. 55 
Total amount po to all consultants and attendings ?__._..._- $115, 475.00 | $111. 300.00 $106, 700. 00 


ros ures for fiscal year 1959 represent an estimate based on actual figures for the first half of fiscal year 
? Exclusive of travel. 
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25. What categories of emplo would be recruited if the pri 
allotment were or e primary fund 


Category Full time Part time | Consultants, 
attendings 
Doctors_. x 

Laboratory technicians. _ x 
Laborers._....-. x 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Research and education programs always stimulate physicians’ interest, help 
them keep abreast of development, and are essential in retaining in the Veterans’ 
Administration top-quality physicians. It is axiomatic that a teaching hospital 
is a good hospital. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing 
gram 
1, VA ---| $67,214.20 $3, 501 
2. Gifts and donations deposited in general post fund. @ fete 
3. Grants from other sources administered through affiliated medical schools... 0 Lui 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All ‘Tuber- — With insurance ! 
Eligibility category patients | culosis = 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) Total... 126 16 15 1 11 
(6) For treatment of a service-connected 
con 4 4 denies 
(©) For treatment of a non-service-con- 
122 16 ll 1 li 
1) Patient has compensable serv- 
ice-connected disability ... 19 2 1 1 2 8 
(2) In receipt of VA pension.- 33 6 0 0 2 
@ In hosnitel more than 30 days.- 26 1 5 0 4 16 
Other. 44 7 5 0 3 ) 


1 Any form of prepayment insurance. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in ¢ above, show him only in that category appearing first in the listing, 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 
bs) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 
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8. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Bills are prepared by registrar division and forwarded to fiseal 
division for collection through veterans’ employers, insurance companies, or, in 
the case of third-party lawsuits, through veterans’ attorneys. Fiscal division 
initiates two followups to the insurance companies. If unsuccessful in collecting 
the bills, they are referred to the chief attorney in the regional office for action. 
Estimated cost of collection $1,930. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 
Amount billed $271, 238 $192, 819 
Amount collected. 21, 207 20, 754 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the rr of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The examining physician de- 
termines the degree of —— and treatment required and informs the applicant 
the probable length of stay estimated cost in a civilian hospital. 

8. In your opinion are there abuses of non-service-connected care? It is felt 
that the procedure above has prevented abuse of non-service-connected care. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

39 61 100 

World War II__ 16 84 100 
World War I... 3 97 100 
War. 0 100 100 

All patients... 17 83 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient load 892.0 910.0 910.0 901.0 910.0 
>) Full-time equivalent staff.............- 1, 367.3 1,355.7 1, 347.5 1, 326.0 1, 304.3 
(©) Total cost ! $6, 979, 059 | $7, 257,369 | $7,229,783 | $7,813,140 | $8, 165, 501 
d) Salaries of staff 2 5,619,080 | 5,897,651 | 5,863,433 | 6,366,301 6, 744, 899 
¢) Patient travel___ Se 58, 882 48, 159 44, 516 44, 330 48, 180 
Communications. . 18, 695 20, 637 20, 852 21, 731 22, 769 
Utilities (gas, coal, water, etc.).....--- 155, 758 166, 276 186, 578 183, 748 190, 674 
Raw foods....... peaitdnytipmeaunpuennee 373, 119 364, 250 364, 792 379, 062 378, 752 
D and medicines. ............--.-.- 237, 153 254, 064 245, 415 279, 499 271, 637 
Medical and dental cor a 133, 134, 329 141, 989 148, 666 168, 115 

Asset acquisitions uding equip- 
ment. 189, 581 128, 566 61, 941 79, 819 39, 580 
@ All other. __- 193, 467 243, 437 300, 267 309, 804 300, 985 
(m) Cost per discharged patient........... 890 982 871 991 1,009 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost, 
3 Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howor why? No. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Quarterly, yearly, 
and at other intervals we compare the per diem cost of this hospital with 10 similar 
Veterans’ Administration hospitals. These comparisons have been helpful in 
pointing out unit costs which are out of line and have resulted in many improve- 
ments. We make some statistical or cost comparisons with civil hospitals but 
data are insufficient for accurate comparison. 

5. (a) What is the average raw f cost per served ration from July 1, 1958, 
through December 31, 1958? $1,009. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.669. 

(c) if all your patients are not on the same ration, what differences are there? 

The basic ration is varied slightly for certain types of patients as follows: 
TB and SCI, 30 percent increase over basic ration allowance for food groups: 
Meats, fish, eggs, poultry, milk, and butter. TB also 10 percent increase in fruits 
and Vegetables, bread, flour, cereals, and other fats, and miscellaneous. G.M. and 
8., 10 percent increase over basic ration allowance for food groups: Meats, fish, 
eggs, poultry, milk and butter. This variance is due to higher nutritional require- 
ments of TB and SCI patients and large proportion of modified diets among 
medical and surgical patients. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 42 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? These quarters are very important in maintaining staff and/or recruitment 
of personnel, particularly so as to nurses and residents. 

6) What additional quarters do you believe would add quality or stability 
to your staff? The number of quarters is sufficient; however, they are not con- 
sidered class A quarters. Their quality could be improved. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $18 million. 

8. What factors have operated to “ . the costs of hospital operation? 
Please explain the effect of these factors. he two principal factors which have 
increased the cost of hospital operation are (1) increase in salaries and (2) increase 
in cost of materials, supplies, services, et cetera. During fiscal year 1958 we 
spent $6,366,449 for salaries and related fringe benefits as compared with 
$5,863,587 in fiscal year 1957. Likewise, during fiscal year 1958 we spent 
$1,444,197 for materials, supplies, services, et cetera, as compared with $1,362,080 
in fiseal year 1957. Full-time equivalent employees in fiscal year 1958 was 1,326 
as compared with 1,347.5 during fiscal year 1957, or 21.5 employees less during 
the fiscal year 1958. At times when it is necessary to restrict admissions we get 
sicker patients who need more drugs and attention thus increasing costs.. 

9. What internal programs have you developed to engender cost consciousness 
at your station? ospital officials are being furnished, on a scheduled basis, 
operating statistics with respect to their own units as compared with like units in 
other Veterans’ Administration hospitals. Each operating unit responsible for 
the expenditure of funds has been given a responsible role to carry out in the formu- 
lation and execution of the station’s budget program, which has helped to control 
costs, insures that our funds are spent economically and wisely, and creates 
within the hospital staff a spirit of being an important part of the organization, 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


3, 976, 516 12, 091 
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(b) What was the cost of laundry service during the last 6 months of calendar 
ear 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and ope ox age maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.030; per pound, $0.041. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.033; per pound, $0.045. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. , 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified asa cost factor of 
running a hospital and funds specifically allocated on this basis, what effeet would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? ane. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $18,640.84. 
(2) Visits to hospitals by patients on CBOC status: 2.137. 
(3) Cost per visit: $8.72. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more Seaoitesions operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? The local authority of the manager was much 
increased after the reorganization in 1953 through revision of central office manuals 
and other directives. Since that time, with rare exceptions, there has been no 
significant increase or decrease in decentralization. The manager now controls 
budget operations fully except for a few earmarked funds such as employee travel 
and training. 

. (6) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest in good practical administration. 

(3) How was the internal audit valuable to your hospital? Made a num- 
ber of recommendations and suggestions that have been accepted and, no 
doubt, have improved some of our administrative procedures and controls. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair “professional medical audit’’ could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Surveys by the AMA Council on Medical Education 
and Hospitals in connection with residency programs, and by the Joint Commis- 
sion on the Accreditation of Hospitals, probably serve this purpose to a consid- 
erable extent. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Definitely helpful. 

(2) Of what value would you think these visits are to VACO? I do not 
know. I assume these visits are useful by improving communications. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Not to any great extent. The exception 
is that the manager does not now have authority to plan and control budgetary 
operations for the entire fiscal year but is subject to control by quarters. 

2. Is the management development program directed toward making good 


employees or good managers? Both. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? None. 


Not programed, or under consideration for fiscal year 1962: Modernization of 
entire hospital. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 

Repairs to roofs 
Repairs to streets... 
Repairs to parking lots. 1,800 
General painting 18,000 
Refractory work... 2, 500 
Maintenance of elevators (5) - - fe 1,200 
bilitation of utility distribution lines. 7,000 
air condi: maint 4, 500 
Install transmit in riser valves (7). 1,400 
Renovation of eneme reome spinal cord injury service................. 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
feed water heater 5, 600 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1 (b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
lacement of grounds $3, 300 
Replee grow equipment. 
Repair to parking lots..... 8, 000 
Repairs to floor, spinal cord injury service and ward 26. 8, 000 
Replace planer maintenance shop. 1, 500 
Compressor, B. and 8. section 2, 200 


6 Minor betterments costing less than $2,000, excluding renee: None. 
c) Replacement and new fixed equipment costing over $1,000: 


Description 


Shakeout tumbler, 72-inch... 
Replace remote coolers - - 
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3. What, in your opinion, are the most pressing needs in your installation? 
More money for: (a) More employees. Employment has been reduced from 
1,408.4 full-time equivalent at the end of fiscal 1953 to an average of 1,317.4 
full-time in fiscal 1958. The primary fund allocation for fiscal 1959 will support 
an estimated full-time equivalent of 1,304.3. Employees are spread too thin, 
they are overworked, and employee morale is lowered. (6) placement of 
aging and nearly wornout equipment, both major and minor. At the present 
rate of replacement of equipment necessitated by unavailability of money, it 
would take approximately 80 years to replace all our wornout equipment. (c) 
Initial equipment as improved apparatus and appliances become available. Our 
surgical department will not be modern and we will not be able to give proper care 
to certain surgical patients until we have the heart-lung pump which is necessa 
for open-heart surgery. Our radiologists continue to make good fluoroscopic 
examinations without the fluoroscopic image intensifier which has recently come 
on the market, but the X-ray department will not be modern until we have one. 
We do not have modern equipment for angiograms; our present equipment is so 
obsolete that it is no longer manufactured. The primary fund allocation for 
fiscal 1959 simply does not provide enough money to run what I consider a good 
hospital. The central office of the Veterans’ Administration has been fully 
informed of this situation. 


ROANOKE, VA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Roanoke, Va. 

Type of services: Type of hospital, NP; G.M. & S., yes; domicile, no; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 

(a) Manager: J. B. Bounds, A.B., M.D. 

Born: Hannibal, Mo., August 6, 1911. Schooling: Hannibal, Mo., grade and 
high school, graduating 1929. College: University of Colorado, 1929-32, 
Boulder, Colo., bachelor of arts degree. Medical school: Baylor sea of Medi- 
cine, 1933-37, Dallas, Tex., doctor of medicine. Internship, rotating: Shreveport 
Charity Hospital, Shreveport, La., July 1937 to July 1938. Resideney, general: 
Boone County Hospital, Columbia, Mo., July 1938 to July 1939. esidency, 
psychiatric: Veterans’ Administration Hospital, North Little Rock, Ark., Sep- 
tember 1946 to May 1948. 

Postgraduate courses in psychiatry: (1) Veterans’ Administration Hospital, 
North Little Rock, Ark., September, October, and November, 1939; (2) Institute 
Pennsylvania Hospital, Philadelphia, Pa., September, October, and November, 
1941; (3) George Washington Telecine Medical School, Washington, D.C., 
intensive course, psychiatry and neurology, March 1946 (30 days); (4) George 
Washington University Medical School, Washington, D.C., intensive course, 
psychiatry and neurology, March 1948 (30 days). 

ostgraduate courses in hospital administration: (1) University of Chicago, 
Chicago, Il]., hospital administration (American Hospital Association); (2) Uni- 
versity of Chicago, Chicago, Ill., advanced hospital administration (American 
Hospital Association); (3) Walter Reed Hospital, Washington, D.C., advanced 
training in hospital administration, (Interagency Institute for Federal Hospital 
Administrators). 
Certification: (1) American Board of Psychiatry and Neurology, psychiatry, 
May 1948; (2) American Psychiatrie Association, mental hospital administrator. 

mployment: Veterans’ Administration Hospital, North Little Rock, Ark., 
psychiatrist, 1939-42, clinical director, 1946-50; Veterans’ Administration Hcs- 
pital, Tomah, Wis., manager, 1950-52; Veterans’ Administration Hospital, Jeffcr- 
son Barracks, Mo., manager, 1952-56; Veterans’ Administration Hospital, 
Roanoke, Va., manager, 1956 to date. 

Military: Us. Navy Commander, Medical Corps, 1942-46. 

Teaching appointmenis: (1) University of Arkansas Medical Sehool, associate 
“ype Agger 1948-50; (2) Washington University School of Medicine, 

. Louis, Mo., clinical lecturer, 1952-56. 


Publications: (1) ‘‘Returning Veterans Will Have to ‘Unlearn’ Many ag | 
Habits,” Corpus Christi, Tex., Times, March 21, 1945; (2) ““Know your V 
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Hospital,’ Tomah, Wis. Monitor-Herald, May 12, 1951; (3) “The Status of 
Psychiatry,’’ Minnesota Legionnaire, January 31, 1951; (4) ‘“‘Annual Meeting of 
Newly Elected State Officers,’’ Veterans’ Administration Information Bulletin 
No. 6-209, May 1, 1951; (5) ‘‘Here Comes the Canteen,’ Veterans’ Administra- 
tion Information Bulletin No. 6-214, June 1951; (6) ‘Special Services from the 
Medical Viewpoint,’’ Veterans’ Administration Information Bulletin No. 10-21, 
(7) “The Nurse and the Public,” Virginia Nurses’ Quarterly, 
pring 1958. 

Professional affiliations: American Medical Association, American College of 
Hospital Administrators, and American Psychiatric Association (fellow). 

(b) Assistant manager: James E. Darby. 

Date of birth, July 19, 1903. Place of birth, Chester County, 8.C. Number 
of dependents, 2. Title of present ition, hospital administrative officer 
(assistant manager). Date assigned, December 9, 1956. Grade GS~14; salary 
per annum, $12,555. Date of first VA assignment. May 16, 1946. ~ 


PT. 1.—EMPLOYMENT SERVICE 


Date Title of position | Salary range | Kind of organ- 
Name and address and grade if ization or 
of employer Federal service ~ business © 
From To Starting) Final 
Dee. 9, Present VA Hospital, Hospital ad- Hospital. 
oke, Va. istrative 
officer GS-14. 
September 1953_| December VA do...........| 10,200 | 11,395 | Center. 
1956. 
. Va. 
August 1948_.._- VA Hospital, do...........| 8,509 | 10,200 | Hospital. 
953. Oteen, N.C. 
July 1947........| July do..........--.| Executive of- 5,905 | 6,474 Do. 
CAF- 
February 1947__| May 1947. _.-_|__._. do.............] Executive of- 5,905 | 6,474 Do. 
ficer, trainee, 
CAF-12. 
May 1946. January 1947__|-.... do..........-..} Supervisory 3,640 | 4,149 Do. 
officer trainee, 
CAF-9. 
November 1940.| April 1941_..._| U.S. Army, Ist Corps and area | 3,280 |-....._. ccc. 
Corps Area. inspector. 
July 1926........| May 1935__.-- Westinghouse Section chief, 1,980 | 3,300 | Electrical 
Electric & manufac- 
Manufacturing Small Motor turing. 
Co. Sales. 


PT. IIl.—SERVICE IN THE ARMED FORCES! 


Date 
Highest rank | Organization (include branch of | Duty assignment 
or grade service and station) 
From To 
April 1941.__._- May 1946. Army, Quartermaster Corps. See footnote 1. 
;...... Captain.......| Army, See footnote 2. 


! Colonel Darby entered on active duty April 1941 as captain in U.S. Army, detailed to QM truck bat- 
talion, appointed battalion personnel officer until June 1941 when he assumed command of battalion. Re- 
mained commanding officer until October 1942 when battalion expanded to regiment and he was appointed 
regiment executive officer. Went to Burma in January 1943 and was detailed as commanding officer of 
advance sections and depots. Appointed Chief, Air Supply Services, April 1944, and organized, trained and 
was responsible for all air supply operations for all Allied Forces in north and central Burma until February 
1945, at which time Stilwell Road was completed and air supply no longer needed. Allied Forces at this 


time consisted of five Chinese, one British, and one American combat divisions and road and service troop. 
Appointed commanding officer, Northern Area Command, which extended from Tinsukia, Northern 
Assaw; to within 8 miles of Byitkyina, Burma, an area of approximately 295 miles. Colonel Darby’s com- 
mand included approximately 700 officers, 12,000 enlisted men, and from 10,000 to 50,000 native laborers. 
Colonel Darby was a C 


CC camp commander and later a corps area inspector-instruc- 
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PT. IIl.—_EDUCATION 


Years Graduated 
Name of school Major stadies at- Degree 
tended 
Month| Year 
Clemson Agricultural and Me- | Agricultural short course-.-- 1 6 21 | Certificate. 
ollege. 
Electrical engineering - 4 6 25 of 
science. 
Westinghouse Electric & Man- | Manufacturing methods and 1 6 26 | Certificate. 
ufacturing Co. sales. 


Service computation date for retirement fa rposes yg sy from personnel 
office): March 12, 1935. Remarks: Wife: Margaret M. Darby. 

(c) Director, professional services: Frank F. Merker, M.D. 

Born: July 2, 1909, Brooklyn, N.Y. 

Education: Baltimore Polytechnic Institute, Baltimore, Md., 1923-27; Johns 
Hopkins University, Baltimore, Md., 1927-31, B.E.; Medical College of Virginia, 
Richmond, Va., 1940-43, M.D. 

Internship: U.S. Marine Hospital, Baltimore, Md., 9 months’ rotating intern- 
completed September 1944. 

esidency: VA Hospital, Topeka, Kans., associated with Menninger School of 
Psychiatry. 

xperience: 1935-40, Civilian Conservation Corps, personnel clerk, training 
officer, mess officer, adjutant and commanding officer; 1947-51, ward physician, 
continue training service, VA Hospital, Topeka, Kans.; 1951-— 52, assistant section 
chief, continue training service, VA Hospital, Topeka, Kans. ; 1952-54, section 
chief, continue training service, VA Hospital, Topeka, Kans.; 1954-55, assistant 
director of professional services, VA Hospital, Topeka, Kans. ; : 1955-57, director 
of professional services, VA Hospital, Topeka, Kans.; 1958-present, director of 
professional services, VA Hospital, Roanoke, Va. 

Military service: 1944-46, major, Medical Corps, USAAF. 

License: Virginia, Kansas. 

Certification: American Board of Neurology and Psychiatry, June 1950. 

Membership; professional organizations: American Medical Association, 
American Psychiatric Association, American Association for Advancement of 
Science, Association for Military’ Surgeons, Roanoke Academy of Medicine, 
Virginia Medical Society, and Neuropsychiatric Society of Virginia. 


IT. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item Jan. 1959, unless 
pecified) 


otherwise 
Total | TB Psy- | Neuro- | G.M. & 8. 


y 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds use (unavailable): 


Staff not recruitable: Beds re- 


1, 

2. 

3. 

6 


rent oyrane plan regardless of 


9. Patients 1, 864.0 1.0 1, 754. 0 10.0 
10. Average dail oatieak load for 12 
months ending Dec. 31, 1, 860.6 -1 | 1,763.6 10.4 
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II. Bed capacity and patient load—Continued 


Hospitals—T ype of bed or patient 
Item of Jan. 12, ” 
herwise specified Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. ts in Jan. 12, 1959, 
who were 55 years or older: 
umber ....... AN 660. 0 1 611.0 1 
6) Percent of total patients re- 
ning (ine 9)... 35.4 100 34.8 10 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
Jan, 10, 1957... 33.4 56:0 
USE OF TRIAL VISIT 
Oalendar year 
Item 
1955 1956 1957 1958 
14, Number of patients sent to trial visit di 553 262 376 574 445 
15. Number of patients on trial-visit status as . 31. 131 245 339 215 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1,720 1,897 1, 966 
Irregular discharge 60 112 91 
Death 125 156 121 
All other i 1,535 1, 629 1,754 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The increase in 
chronic, infirm (geriatric) patients is causing particular stress on our nursing 
service. Changes in the physical structure of our wards are necessary for prope? 
nursing care and ward feeding. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. : 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients ven on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 
Total. 1, 864 100.0 
Less than 1 447 24,0 
10 years and over ae otk 624 34,0 


\iciles 


& | 


| 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Hospital stay committee meets semiannually, with close scrutiny of 50 
consecutive discharges. Patients are seen by therapeutic team of psychiatrists, 
psychologists, and social workers promptly after admission and an active thera- 
peutic program is established, with the aim of early discharge. All doctors are 
reminded frequently concerning the problem of length of stay and to utilize such 
programs as night hospitalization, domiciliary facilities, foster home program, 
and trial visit programs to facilitate discharge. 

(b) What improvements have you made sinee your last report to this commit- 
tee? Patient areas have been divided so that closer supervision may be given 
by three physician, psychiatric supervisors. Programs of a social nature have 
been pepped up by the addition of additional social workers to our staff. Further 
improvement in this area has resulted from the additional money apportioned 
to the station relative to improvement of psychiatric care. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) We know of no iden- 
tifiable administrative practices or policies which contribute to increasing length 
of stay. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) There is an inescapable increase 
in length of stay in this psychiatric hospital because of the fact that our patients 
are becoming more aged and infirm, which condition reduces the possibility of 
their discharge from the hospital. In this psychiatric hospital it has been the 
practice to receive a per diem for psychiatric patients who have heretofore been 
ambulatory and self-sufficient. At this time there are hundreds of patients who 
are no longer in this category, whose cost of care is equal to that of intensive 
G.M. & 8. care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It is our belief 
that very little improvement in length of stay would be attained because of the 
predominant psychiatric characteristics of our patient load. 

(b) What effect would such a program have on your cost of operation? There 
would be no effect on such a program on the cost of our operation as the psychiatric 
waiting list is overwhelming at the present time, and should a patient be dis- 
charged with posthospital care available, he would simply be replaced by another 
patient of similar characteristics from the psychiatric waiting list. 

5. What would you suggest to further reduce hospital stay without impairing 
care? It is our feeling that psychiatric care with resultant recoveries is directly 
proportional to the amount of patient-personnel relationship. Funds made 
available to increase this relationship, particularly in the speciality areas of psy- 
chiatrists, psychologists, social workers, and physical therapists, and other direct 
patient care personnel, would, in our opinion, increase care and consequently 
reduce hospital stay. 

6. What is nested to improve turnover of patients? Increased funds, to 
increase patient-personnel ratio, with resultant improvement of care and improved 
turnover. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of juired Total 
care 
Total In non-VA| Not yet 
hospitals |hospitalized 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 12 neuropsychiatric and 6 G.M. & 8. 

3. What system do you use for scheduling admissions from the waiting list? 
Chronological order from date placed on waiting list, as beds become available. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? None. 


n 
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5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Only in cases of walk-in emergencies, 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,951; approved, 1,646; rejected, 305. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital’staff on duty Increase (+) or 
decrease (—) 
| from 1956 
Dee. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time-_-_.............--.--- 23.0 25.6 +2.6 
3. Physicians, residents and interns-._...........-.---- 3.0 0 —3.0 
4. Physicians, consultants and attendings.............-. 4.9 4.3 —.6 
8. Therapists and technicians !_................-...---- 38.0 36. —2.0 
10. Office of manager, personnel, and finance ______.____- 30.0 29.0 —10 
12. Other food-service employees -.............--....---- 156, 2 157.0 +.8 
14. Engineering maintenance (excluding laundry) 59.0 56.3 
15. Engineering operations (excluding laundry) - 59.0 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 3; annual wage 
(average) $755 per employee. 

(6) What is the value of this program to the member and to the hospital? 
Inasmuch as the member-employee program is designed as a therapeutic vocational 
experience for those patients who need an intermediate step between the protective 
environment of hospital living and the daily give-and-take of regular community 
living, it serves to fill a needed gap for many patients. In addition, the program 
affords an opportunity for longtime patients to regain and improve in occupational 
skills vital to earning a livelihood. 

From the hospital standpoint, this program has made it possible for longtime 
chronic patients to progress to the point:where they can return to their home 
community and function as self-supporting citizens. 

20. What was number of guards on duty December 31, 1958? None. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 365. 

(6) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 18. 

(c) Average days of hospitalization of patients reported in (6): 200.8. 

22. Number of patients in day hoapitaliension: one. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service -____-_.__-_- 39 42 38 
Average payment consultant or attending !___...__...._-. $1, 652 $1,173 $1, 191 
Total amount paid to all consultants and attendings !._______- $67, 775 $49, 917 $45, 593 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
There are no approved research programs; however, a research program concerning 
geriatric patients is in the formulative process. Educational activities at this 
hospital embrace active intrahospital education of physicians, nurses, nurses’ 
aids, social workers, and psychologists. These programs all stress an under- 
standing of improved psychiatric care. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? (1) Approved research activities will aid in 
the general understanding of psychiatric problems and result in better care of 
our patients. (2) Training programs such as described in the preceding para- 
graph are essential in keeping our staff apprised of up-to-date therapeutic pro- 
cedures and understanding. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general 
3. Grants from other sources administered through affiliated medical schools-|-.-........-..|--.-..-------- 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(3) In hospital more than 30 days. - 2 


' Any form of prepayment insurance. 
Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial di or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) No changes. $738.80. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 


1957 1958 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the poe of the hospital were 
referred to central office as suspected of a able to defray their own cost of 
hospitalization during calendar year 1958? Two. 

. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? In all G.M. & 8S. cases where 
it is possible to estimate the probable length of stay the patient is advised as to 
the approximate cost of hospitalization in a non-VA hospital, based on present 
prevailing prices, in our community. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War II. 46 100 
All 45 55 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 

Average dail tient load...........- 1, 846.0 1, 859.0 1, 857.0 1, 867.0 1, 856, 
1, 241.1 1, 226.7 1, 225.5 1, 215.1 1,217.7 
(c) $6, 060, 201 | $6,385,368 | $6, 515,340 | $7,066,801 | $7, 258, 289 
Salaries of staff *.....................-- 906, 209 211, 010 163, 603 779 985, 301 
Communications..................--.. 16, 361 15, 637 16, 187 15, 650 15, 155 
Utilities (gas, coal, water, etc.).......- 101, 414 113, 022 126, 489 140, 149 127, 939 
630, 360 585, 542 581, 115 609, 414 636, 878 
i) Drugs and medicines...............-.- 51, 553 126, 036 140, 917 146, 128, 496 
} Medical and dental supplies.......-..- 64, 117 78, 294 942 75, 818 79, 556 

Asset acquisitions including equip- 

DU unethienetdtvosderestapessacc 76, 965 64, 530 178, 994 126, 725 73, 968 
200, 435 180, 636 , 893 213, 667 198, 751 
(m) Cost per discharged patient... ........ 3, 023 3, 560 3, 494 3, 468 3, 906 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost, 


2 uding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is the concensus of all members of the 
manager’s staff that the primary fund allocation is sufficient to provide an ac- 
ceptable standard of medical care if-one considers that an acceptable standard is 
that of minimal care. It is the combined opinion of our staff that an increase in 
the primary fund allocation is necessary and warranted on the basis of givin 
more and better care and to enable appropriate maintenance of the station an 
replacement of obsolete and worn equipment. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? e very fact 
that the allotment of funds is made on the basis of average daily patient load 
does not increase or decrease our patients’ length of stay. The problem in this 
area is concerning the amount of the allotment and not the way that it is made. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements 
seem possible? Have they been discussed with responsible officials? This 
station has adequate comparison standards with similar VA hospitals. These 
standards are ape 4 studied and utilized. We do not have adequate com- 
parison standards with civilian hospitals nor do we feel that such standards 
would be appropriate or helpful, as our basic mission is entirely different. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.899. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.890. 

c) If all your patients are not on the same ration, what differences ar¢ there? 
Why? For medical reasons it is ype, to serve special diets to patients being 
treated for diabetes, nephritis, heart conditions, gall bladder conditions, psychotic 
patients under treatment with tranquilizing drugs, post operative cases, ulcer and 
cancer cases, etc. 

6. (a) As of December 31, 1958, give the number of vacant quarters for 
personnel: 1 housekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? It is considered by the management of this station that the availability 
of quarters is an important factor in maintaining staff and in recruitment. Our 
station quarters operate at no financial loss to the Government and are occupied 
by key personnel, whose presence on the station aids in the betterment of patient 
care and the pomenten of Government property. For example, all male personnel 
residing on the station answer fire calls after regular duty hours. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? All quarters at 
this station opreate at no monetary loss to the Government. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $35,243,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. This station operates on a fixed annual 
dollar allocation. During the past several years we have noted the following 
areas where cost increases have occurred. (a) Increase in cost of drugs, supplies, 
and equipment. (6b) Increase in salaries and wages. Another very important 
factor is the change in the type of patients we are treating. Formerly, the 
ambulatory, psychiatric patient was relatively inexpensive compared to the 
chronic, infirm psychiatric patient whom we are treating now, and who are 
increasing in numbers rapidly. It has been the policy of this station to operate 
in terms of 80 percent of our annual allocation for salaries and 20 percent for all 
other costs. It is quite obvious that as both salaries and costs of supplies and 
materials have increased, the major portion of this increase has been made at the 
4 Hy of personnel on duty, resulting in a reduction of personnel on duty. 

. What internal programs have you developed to engender cost consciousness 
at your station? Cost consciousness has been engendered in the following areas. 
(a) Apportionment of funds to divisions and services; (b) systematic review of 
Operations; (c) incentive awards program; (d) constant talks on economy of funds 
and manpower; (e) continued cost comparison to other VA hospitals and within 
our own hospital. 
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10. Laundry service: 


(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total N 
number 


(6) What was the cost of laundry service during the last 6 months of calendar 
a 1958? (All stations other than NP hospitals will report costs separately to 
nelude and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the p of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs en to Federal laundries, 
excluding memorandum accounts: Per piece, pied pd pound, $0.034. 

11. What import does the average daily patient | concept of financing 
hospital we new Foes have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, ete.? The average daily patient load 
concept of financing hospital operations has no effect on the turnover of our 
patients as it is our policy at this hospital not to admit patients who do not 
require hospitalization, except under exceptional circumstances such as observa- 
tion and examination cases. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient | concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
oe a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of_gperating beds required to meet the needs of 
veterans actually needing hospitalization? The CBOC program at this hospital, 
because it is predominantly psychiatric, has very little effect on our patient load 
and consequently would have very little effect in meeting the needs of veterans 
actually needing hospitalization. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: Negligible. 
(2) Visits to hospitals by patients on CBOC status: 14. 
(3) Cost per visit: Negligible. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Increased fiscal 
authority; increased classification authority. 

3 (6) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest was in good practical administration. 

(3) How was the internal audit valuable to your hospital? By inviting 
to our attention areas where increased efficiency and perhaps monetary 
savings could be effected. The anticipation of the visit of the team acted 
as a very definite stimulus to divisions and services of the hospital to make 
self-analysis and to correct any inefficiencies that may have been present. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 
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(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? 
Or be conducted by a joint team? It is believed that the system of inspections 
of hospitals for accreditation by the Joint Accreditation Conttaiaiton offers a 
satisfactory professional medical audit. I feel, however, that it is a better 
pipes hy and policy for us to review our own activities rather than outsiders and 

therefore suggest that where possible, medical audits be conducted by sources 
within our own agency. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Supervisory visits from the area staff are extremely helpful to the 
station as we Lom therefrom the benefits accrued by the experience of these 
specialists and in turn are able to present our problems for consideration. 

he net result of this is improvement of hospital operation and patient care. 

(2) Of what value would you think these visits are to VACO? It would 
seem proper that this question should be answered by central office personnel ; 
however, from the field’s point of view, we feel that a closer and more under- 
ponies picture can be presented to central office through the medium of 


area Office. 

(3) Would less frequent visits be more useful? Area supervisors, except 
in unusual circumstances, visit this station on an average of once a year. 
We feel that this schedule of frequency is proper; however, we would like 
for ee time to be spent at the station at each of these visits than is now 
possible. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Operational authority has not, to any 
appreciable extent, been recentralized. 

. Is the management development program directed toward making good 
employees or good managers? Primarily, the program will make better em- 
ployees, but the program is geared so that it will prepare employees for higher 
positions with a better understanding of how to deal with people as well as the 
operation of all divisions of the hospital. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Addition to warehouse building No. 15, MAIR project 44054 _-.............---- $110, 200 
~— {iierations to building No. 8 (conversion to infirm care), project 45-5173___......-. 100, 000 
one. 
1961 | None. 


Not programed, or under consideration for fiscal year 1962. 


Description 


1. New engineering shop and equipment 
2. Alterations to basement, building No. 6, for canteen service___-__._.--.----......--.--- 
tion of dumbwaiter, building No. 
Building No. 6 alterations for infirm care... 
7. Installation of pedestal tub in buildings Nos. 6, 7, 9, - 
8. Buildings Nos. 7, 9, 10, 11, 12, alterations for nurses’ stations....................-..------ 
9. Buildings Nos. 2, 6, 7, 9, 10, 11, 12, alterations for enclosing porches... ..............---- 
10. Wheelchair ramp from building No. 
ll. Communication system between patients and nurses’ station, building No. 2..........- 
Roof over entrance doors, basement, building No. 2_........-.------------------------+ 

13. Portable stage and movie screen...............-------------------------e-e~eeee=+-0+-=+ 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description 
2. Base Base board heat, buil NO 
3. Conductive tile, suite, bu 2112.25.10 


4. Replace water softener tanks, building 
5. Automatic instrument sterilizer O.R baltaing No. 2 
6. Dishwashing mac buil dings 2-C an 


7. 
8. paint: 
Interior paint: 


eleva’ 
15. Installation of lights 


16. Laundry maintenance... 


M 
18. Maintenance of roads, walks, and 


ystem. 


19. Kitchen equipment, television, Projector repairs... 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
6. Vinyl tile for corridors, all ward buildings. -.-............-.........--------.------------ 44,000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description ' 


J motor vehicles 
12. Grounds maintenance material 


22. 

23. Repairs to elevators 
25. Tile lor officer quarters, and building 
26. Alterations to ice plant for frozen food........ 


1 With exception of items 8, 14, and 22, cost of material only included, i.e., station labor to be used. 


F 


Amount 
|_| 
3. Floor tile... - - 
7. Plumbing maintenance materials. 
8. Storm windows, building 8... 
9. Replace doors and closers... 
10. Shrubbery 
| 15. Electrical distribution maint., buildings. 
16. Grounds maintenance, tools and equipment................-.-.......-.-- 
17. Repairs to television, radio, projectors, ete. 
18. Renewing steam return lines......................-..--.-.--------------- 
19. Replacing lagging steam lines........................-.-....-----.------- 
20. Maintenance of primary and secondary electrical system. 
21. Boiler plant maintenance................................................ 


| 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Fiscal Description Amount 
year 
1, Door and plumbing fixtures, male locker room, building 74...................- $1, 000 
= 2. Temperature control, dining room, building 4, west...................-.-.---- 1,200 
3. Kick strips for all doors, buildings 1 and 2........................--.--------.- 1, 100 
4. — — room 12, building 12; lounge, building 5; and stenography pool, ree 
5. Fluorescent fixtures, building 5 (9 each), building 10 (3 each), building 12 (5 
6. 2 outside drinking fountains. 300 
7. Triband beam with rotor for civil defense communication... 350 
8. Toilet facilities for music room, building 12.............-....- : 350 
9. Sliding windows, room 1C, building 5, recreation lounge. ._................--. 150 
10. Public address system for 1,000 
11. Sink cabinet and hand s' 110 
12. Storage bins for building 6 750 
13. Remodel office space, building 76. 310 
14, Storm door, basement, building 2. 125 
16 Seley sen, t of grandstand 
y mt of gran 
17. Air horn for 500 
1961 1, Acoustic ceiling for building 15 office... obibi er 900 
3. Installation of bedpan rack, sterilizer, sink and cabinet....................-.-- 550 
(c) Replacement and new fixed equipment costing over $1,000: 
Fiscal Description Amount 
year 
3. Replace toasters, griddle, and coffee urn... 1,150 
4. Replace meat slicer and steam kettle......................-------------------- 1, 400 
3. Replace meat saw and 1,400 
4. Replace tic silver, washer, toasters, coffee urns, vegetable cutter, food 
6. Freon units for walk-in refrigeration boxes. ..................--.-....------+--- 18, 884 
7. Serving counter for building 10 kitchen.................--.-.-...---.--.-+------ 2, 800 


3. What, in your opinion, are the most pressing needs in your installation? 
The most pressing n of this hospital are self-evident when one understands its 
development and mission. The major portion of the physical plant is over 25 
years old. Following World War II additional bed construction virtually doubled 
the patient capacity; however, the engineering facilites were not enlarged and are 
woefully inadequate. Quonset huts are still used as a chapel and canteen and these 
huts are wornout and beyond economical repair. In the area of patient care the 
most pressing need is an increase in the personnel-patient ratio. In this regard, 
tradition has decreed that 0.5 or 0.6 personnel to 1 patient has been sufficient for 
the ambulatory psychiatric patient. Now our patients are requiring infinitely 
more personalized, bed care because of the infirmities associated with advancing 
age. This problem is well known and the demand for increased personnel service 
is inescapable. 
In summary, this hospital’s most pressing needs are: 

1. Increased funds for personnel. 

2. Addition to laundry (not programed). 

3. New chapel (not programed). 

4. New canteen (not programed). 

5. New engineering shop and garage building (not programed). 

6. Increased funds for engineering personnel to allow maintenance and 

repair to be accomplished on schedule. 
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AMERICAN LAKE, WASH. 
I, General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: American Lake, Wash. 
Type of services: Type of hospital, NP; domicile, no; formal outpatient 


clinic, no. 


Name, qualifications, and tenure of— 


(a) 


anager: Joseph C. Tatum, M.D., February 27, 1955. 


(6) Assistant manager: D. Patrick Miller, B.A., in business administration 


June 30, 1957. 


(c) Director, professional services: Leon S. Diamond, M.D., November 1, 1955 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 


Domiciles 
Total TB - Neuro- | G.M. & 8. 
chiatric 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type ofbednotrequiredforcur-|  #| ###$| | | 
rent operating plan regardless of 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(b) Percent of total patients 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(b) Percent of total tients | . 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 | 1958 
14. Number of patients sent to trial visit di year... 106 126 136 190 
15. Number of on trial-visit status 31. 104 110 139 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe thei” 
significance and impact on the activities of your hospital. More nursing care i§ 
required for the increasing number of aging patients who become infirm and 
semiambulant. These patients require more medications and more nursing care- 
There is an increased number of patients on trial visit to whom drugs are furnished 
which raises the cost of drugs. Increased turnover and trial visits create more 
paperwork for professional and administrative personnel. 

17. (a2) What is the number of TB beds (rated capacity) which were unavailable 
on January 12, 1959, because they were not required for fiscal year 1959 operating 
plan? We have no TB beds. 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? We have no TB beds. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported in item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients patients 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Medical records committee audits the clinical records at time of discharge 
to determine that there has been no abuse of length of stay. Regular ward 
conferences to discuss patient adjustment, treatment, rehabilitation, and discharge 
planning to control length of stay. 

(6) What improvements have you made since your last report to this com- 
mittee? Increased use of ward conferences for planning for the individual patient. 
We have increased our member-employees from 1 to 10. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) None to our knowledge. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) he greatest number of our 
ante is in the older age group, therefore, the future implies nee stay at the 

pital. There is an increase in the age of patients now admitted. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Service-con- 
nected veterans have outpatient care in VA regional offices which allows us to 
discharge patients who otherwise would not be discharged. If this service were 
extended to non-service-connected patients, it would reduce the length of stay. 

(b) What effect would such a pregame have on your cost of operation? In- 
creased hospital cost due to incre turnover. 
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5. What would you suggest to further reduce hospital stay without impairing 
care? Further use of day and night hospital; halfway house. 
6. What is needed to improve turnover of patients? More professional per- 


sonnel. 
IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries ag of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total In non-VA/} Not 
hospitals {hospi 
1. Total applicants: NP................... 172 145 7 


, dia. many patients are scheduled for admission subsequent to January 12, 
ne. 

3. What system do you use for scheduling admissions from the waiting list? 
We accept patients in those areas of our treatment ram as we have beds 
available according to priority groups and chronological order of application. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were po- 
tential admissions? Two. . 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “‘Yes,”’ please describe the circumstances. In all instances we have 
been able to admit service-connected cases without placement on the waiting 
list. Occasionally, a non-service-connected case is admitted as an emergency 
without being placed on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 255; approved, 238; rejected, 17. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

1, 590.3 580.0 —10.3 
2. Physicians, and part-time. ...................-. 9.0 12.0 +3.0 

3. Physicians, residents, and interns................... 0 0 0 
4. Physicians, attendings___.......... 4.0 1.6 —24 

3.0 3.0 0 
7. Hospital aids...... 192.0 184.0 —8.0 
8. Therapists and technicians !___. 27.8 4.5 +16.7 
10. Office of mi , personnel, and finance............ 20.0 21.3 1.3 
il. Dietitians.... 4.0 5.0 +1.0 
12. “service employees... 73.0 70.1 —29 
14. Engineering maintenance (excluding laundry) --...--. 27.0 26.0 —-1L0 
15. Engineering operations (excluding laundry). -.....--. 46.0 37.0 —9.0 

14.0 14.0 0 
17. 8 11.5 13.1 +16 


' In physical medicine, dentistry, laboratory, X-ray. 


+ 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 168] 


19. (a2) Number of member employees as of January 12, 1959: 10. Annual 


(average): $765. 
™) What is the value of this progam to the member and to the hospital? 
This program gives member-employees an opportunity to demonstrate their 
abilities to perform in a job situation and thereby build their own ego strength. 
Under a situation where there is only minimal support former patients are able to 
discover some of ther own needs and deficiencies and make the necessary adjust- 
ments of their work habits and attitudes in a sheltered environment. The hos- 
has benefited by the apenas yeoman . It has broadened our 
treatment program to include an area in which we been unable to assist cer- 
tain patients in their rehabilitation process. It also gives personnel from ad- 
ministrative divisions an opportunity to participate in a medical —= and, by 
assisting, to more fully understand the mission of the hospital. e success of 
the poem is reflected in the fact that during the past 12 months the hospital 
has hired three member-employees as full-time staff. 
20. What was number of guards on duty December 31, 1958? One guard and 
nine firefighter-guards. 
21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


m: 340. 
6) Number of —- discharged during past 3 months who were given in- 
dustrial therapy: 38. 

(c) Average days of hospitalization of reported patients in (b): 1,054. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal ) 
From July 1 through June 30 — 
1957 1958 1959 
Number of different persons who provided service... -.........-. ll ll ll 
Average payment consultant or attending !_.............- $1, 198 $1, 070 $1, 100 
Total amount paid to all consultants and attendings $13, 175 $11, 775 $12, 100 
0 0 0 
1 Exclusive of travel. 


25. What categories of employees would be reeruited if the primary fund allot- 
ment were increased? 


Category Fulltime | Part time | Consultants, 
attendings 


VI, Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education aan contribute to patient care in ro hospital? 
(a) They make the hospital a more attractive place for the growth and stimula- 
tion of professional people. (6) Information gathered about patients in the course 

research can be useful to staff. For example, physiological abnormalities 
detected in the course of physiological research may shed new light on diagnosis 
and guide treatment. (c) Educational oom keep staff abreast of new devel- 
opments and improved techniques. (®) arch programs help evaluate the 
job the hospital is doing, point up areas of accomplishment and deficiency. 
(e) Research programs may develop new techniques particularly suited to the 
local hospital. 
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3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing 
gram 
3. Grants from other sources administered through affiliated medical schools_ 0 0 


VII Eligibility and ability te pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and 

and 

All Tuber- | Psychi- | With insurance! 

Eligibility category patients | culosis atric w 

Entitle- | Entitle- | insurance 

ment ex-| ment 

hausted | not ex 


(c) For treatment of a non-service-con- 
(1) Patient has com ble 
In tal more than 30 days. 


! Any form of prepayment insurance. 


NorTe.—If a patient recei care for a non-service-connected disability ma: 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(6) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? By contacting 
and billing the company whenever indicated. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: None. 
me Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the ORES of the hospital were 
referred to central office as suspected of being able to defray their own cost 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Discussed routinely with 
patients who are competent,.and with next of kin of incompetents. 

8. In your opinion are there abuses of non-service-connected care? No. 


| 
(b) For treatment of a service-connected | | is 5 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
33 67 100 
Spanish-American War-_.............--..-----------------.--- 0 100 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load _........___- 856 862 862.0 860. 0 842.0 
Full-time 628 606 606. 5 599.3 5965. 7 
$3, 108, 763 | $3,213,551 | $3,403,171 | $3,683,771 | $3, 741, 600 
4) Salaries of staff ?_...................... 2,335,727 | 2,507,582 | 2,642,907 | 2,924,123 3, 101, 267 

Communications. -_._.........-..-..-. 12, 475 10, 237 9, 778 9, 818 10, 011 
Utilities (gas, coal, water, etc.)_..._.__ 93, 975 61, 451 77, 697 79, 204 82, 785 
271, 820 266, 131 250, 899 260, 860 254, 556 
Drugs and medicines................... 39, 112 32, 283 48, 907 4 48, 880 
) Medical and dental supplies -_-__...... 24, 38, 414 53, 131 46, 817 44, 464 
k) Asset acquisitions inclu equipment 112, 575 46, 197 81, 098 57, 710 30, 475 
were 242, 354 254, 198 253, 996 166, 387 
(m) Cost per discharge patient _......_._._- 8, 007 7, 558 8, 255 9, 639 9, 576 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 ding all payee analysis accounts. 
§ Budgeted, $48,000; actual requirement, estimated, $60,000. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We have acceptable medical care according 
to standard of other NP hospitals but we could provide much better care of more 
money were provided in our primary fund allocation. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Our bed demand is so 
stable that we are constantly running a little above our assigned average daily 
sang load; therefore, the allotment of funds has no affect on the patients’ 

ngth of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? We occasionally 
receive cost comparisons of private and state institutions. We find that the 
State mental institutions have much lower per diem rates than VA hospitals, 
but private and civilian hospitals have a much higher per diem rate than the 
average VA hospital. We find their per diem costs going up and ours not going 
up in proportion. Inasmuch ag out patients are admitted with conditions that 
for the most part are chronic, their need of treatment should be costlier than in 
acute cases who are more responsive to treatment measures as in State hospitals. 
We periodically receive comparative cost studies of various VA hospitals which 
we feel are adequate. We compared out costs with other VA hospitals and find 
that the Hahn type hospital and those affiliated with universities get more funds 
with less average daily patient load than we have. This has n discussed 
with central office. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.927. 
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(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.148. 

(c) if all your patients are not on the same ration, what differences are there? 
Why? During the above period rations differed as follows: A basic ration allow- 
ance was served to 153,268 psychotic patients and contract employees and volun- 
teers. A basic ration allowance plus a 10 percent increase in all food u 
was served to 6,168 other gt pee and surgical patients (VA form 10-296). 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 nonhousekeeping rooms. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Considered essential for key staff members who must be immediately 
available for patient care, and to assure uninterrupted plant operation, food serv- 
ice, protective service, etc. Physicians are easier to recruit if housekeeping 
quarters are available. 

(c) What additional quarters do you believe would add quality to your staff 
or stability? None needed now. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $3,354,459 (original cost); estimated replacement 
cost, $12 million. 

8. What factors have operated to a “ the costs of hospital operation? 
Please explain the effect of these factors. Increased cost of materials, supplies, 
and commercial services. Strong upward trend is er In NP hospitals 
a drug usage and costs have increased severalfold in recent years. At 
this hospital these drug costs have increased from $13,000 to $60,000 (per year) 
during the last 5 years. Increased salaries, rising minimum wage scale, promo- 
tions, and increased personnel to give adequate professional care. 

9. What internal programs have you developed to engender cost consciousness 
at your station? e have decentralized budget controls and have made division 
and section heads responsible for economy of operating their respective units, and 
responsible to live within funds allotted for such purposes. Management requires 
inereased reporting of money use, and scrutinizes expenditures periodically, and 
in oy ones from day to day. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and ie gas, an agi maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations ety tmp with commercial laundries. NP hospitals will report only cost 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.032; per pound, $0.045. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? We have not found this to enter 
into our operating considerations because our bed demand has been constant and 
we have constantly exceeded our average daily patient load, and we have a con- 
siderable waiting list of veterans all of whose medical eligibilities and needs have 
been established. Our per diem costs are relatively low compared to the smaller 
therapy unit or smaller ward hospitals. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. We would like to increase 
our average daily patient load from the present 840 to 850. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? This is a neuropsychiatric hospital 
with no general medical and surgical cases so the problem of a CBOC program 
does not enter into the number of operating beds nor the needs of veterans need- 
ing 

(b) What was your estimated cost for this program during fiscal year 1958? 


None. 
IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Cite exam- 
ples. Budgetwise the hospital manager has been given more operational authority 
than prior to 1953. The primary fund allocation is sent to the station, and he 
has the authority to spend this money to bring about what is considered the best 
balanced operation of the hospital. Another example is that we have seen a 
definite improvement in the administration of patients’ funds. Management is 
given a wider latitude in exercising judgment in the handling of many hospital 
affairs. There has been a liberalization of the promotion policy covering all 
categories of employees except centralized positions. In general there has ~— 
much more decentralization. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Joint team. We realize that our patients are 
receiving good medical care but there is always room for improvement. A joint 
team might make suggestions which would be beneficial to our patients. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? In general they have been very helpful. They make many helpful 
suggestions and criticisms which are constructive in nature. 

(2) Of what value would you think these visits are to VACO? Their 
reports are of value to central office and are a means of central office becoming 
more intimately acquainted with conditions at the individual stations. 

(3) Would less frequent visits be more useful? It appears that visits are 
now made at about the proper intervals. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? As far as can be determined we do not 
know where directives, circulars, or manuals have recentralized operational au- 
thority to any great extent. We are of the opinion that these publications are 
of great benefit to management in operation of the hospital. 

2. Is the management development program directed toward making good 
employees or good managers? e have always endeavored to follow the man- 
agement-development principles and encourage all employees to become more 
proficient in their duties and strive for knowledge that would enable them to 
assume positions of greater authority. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1959 | 1. Proj No. 46-5150, addition to exercise hall, NG. 68. .... 5s.00..0595-00 1 

2. buildings Nos. 2, 4, 6, 7, and 61... £10, 000 
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Not programed, or under consideration for fiscal year 1962: The below projects 
have been submitted to central office, but we have no advice as to scheduling 
action: 


Priority Description Amount 
1 | Stairway from 3d floor to 4th floor, building No. 81. ............-...-.--.--.---. $15, 000 
4 | New wing to building No. 18 PMRS_._..............-.-.-.--..----.-..----.---- 31, 000 
5 | Therapeutic exercise clinic building and pool-.-......................--..---..- 168, 000 
7 | Improvements to din all, build 
The following project is being pre for submission to our central office as an 
immediate need: Deep-freeze walk-in refrigerator, main kitchen. _-_.___..__.-- 15, 000 
Not known. 


This hospital obtains water, electricity and sewerage service from the Army 
post at Fort Lewis. They have under construction numerous sytrey fels and 
other facilities requiring additional water, and have requested this hospital to 
arrange to provide our own water service if possible since their facilities will be 
taxed with their new load. Our investigation of this problem has not progressed 
to the point where any estimate can be made as to the probable cost of whole or 
part self-service for water supply. This situation has been reported to our central 
office, and we will report our findings to them. Depending upon what arrange- 
ment is worked out, there will be requirement for an undetermined amount of 
money to provide whole or part water service for maintaining our hospital. 


XI. Maintenance 


1. (a) List by description and amount of wwe involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal vear 1959. 


Description Amount 
Repair and modernization of main electric substation $10, 160 
) Conductive flooring for surgical suite, building No. 81_...........-...-..---.---.----..- 8, 584 
(d) Interior repairs to ward building No. 2..............-....-----.-.-.-.------+----------- 46, 405 


Nore.—These were deferred maintenance and repair projects all completed in fiscal year 1959. 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Deferred maintenance and repair projects: 
1. Interior repairs to ward building No. 4... .......-...-.-.-..-..-----------+--.------ $25, 960 
2. Replace and repair steam lines from manhole W to rear at housekeeping quarters__- 27, 280 
3. Interior repairs to main kitchen, building No.3 _ -._.......-.-...---.----.-..------ 28, 570 
4. Installation of improved lighting and new wiring in PMRS, building No. 18 _____-- 23, 320 
5. Repair, alterations, improvements and modernization of fire alarm system, fire 
6. Replace poles and wire electric supply line from Fort Lewis substation to ital. _ 14, 850 
7. Repair, alterations, and modernization of engineer maintenance and repair shops, 
new welding and sheet metal shop building _-............--..-.....----.-.-.------ 23, 680 
8. Reconstruct main roadway between warehouse, boiler plant and laundry, and ne 
9. Construct potting and storage house for industrial therapy at greenhouse. ._..-..... 10, 825 
10. Construct concrete curbs (bumper) at main parking area along entrance roadway. .. 3, 500 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 


| 


3332338 


| | 
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(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


1, Repipe toilet and shower risers, building No. 85-2; building No. 81-1- ---.-.---.--------- $1, 
2. install. cutoff valves to water supply, buildings K-3, 16, 17, amd 18.................-..... 1, 
metal room, farm... 2, 
5. Replace floor covering, buliding No. 6. 1, 
7, Replace floor covering, building No. 7. -. 1, 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


8. Install blacktop parking area, building No. 85. ..............---.----.------------------- 
11. Standby electric emergency generator building. 


(c) Replacement and new fixed equipment costing over $1,000: 


Description 


3. Purchase and install new cafeteria counter and bood.-..........-...-.-.-..---------------- 
6. Replace electric hot water tank, building No. 21_.-.........-..-.--.--------------+------ 
8. Install sound paging system, building No. 85---.............---------------------------- 
9. Install sound paging system, building No. 81 


3. What, in your opinion, are the most pressing needs in your installation? 
Good patient care is the ultimate goal of management and employees at this 
hospital. One of the most pressing needs is sufficient operating personnel to 
have care second to none, which would call for an increase in our primary fund 
allocation. Our drug costs have increased from $13,000 in 1954 to $60,000 in 
1959. This is attributable to the fact that 65 percent of our patients are teceivin 
the new tranquilizing drugs and under present regulations, non-service-connect 
patients going on trial visit and foster home care are being furnished drugs at 
the time they leave the hospital and while they are on trial visit or home care. 
It is our opinion that by increasing our personnel from 592 (which our primary 
fund allocation permits at this time) to 610 (the increase a mostly of 
professional personnel), we could do a much better job in the care and treatment 
of our patients than is being done at the present time. We need more physicians, 
nurses, social workers, psychologists, and clerical personnel in order to perform 
the job as we would like to do. Our physical plant needs further improvement. 
Added facilities for patients would be a great help in our treatment program. 
This would include a swimming pool, bowling alley, new canteen, and because of 
the long rainy season, covered ramps over walkways between buildings would 
contribute greatly to patients’ and employees’ health in that they would be 
protected from the elements. We could also use a new bus, walk-in deep freeze, 
and elevators in four of our buildings. 
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SEATTLE, WASH. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 4435 Beacon Avenue. 

City and State: Seattle, Wash. 

Type of services: Type of hospital, G.M. & 8.; NP, yes; domicile, no; formal 
outpatient clinic, yes. 

ame, qualifications, and tenure of — 

(o) Manager: D. E. Nolan, M.D. 

b) Assistant manager: W. "E. Stonebraker. 
(c) Director, professional services: This position has been vacant for the past 


several y 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1 unless 4 
otherwise ) Domiciles 
Total | TB Neuro- | G.M. & 8. 
BED CAPACITY AND PATIENTS REMAINING 
3. Beds not in (unavailable): 
rent 
months 31, 1958. 72 19 
AGE OF PATIENTS 
12. Patients in hospital Ji 959, 
Percent of total patients re- 
18. 10, 1957, 
amped sews at of age or older: 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1056 1957 1958 
14. N of patients sent to trial d ot 45 43 48 81 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total. Redthgnedaehdndeneceusnesanneteeseienes 3, 396 3, 435 3, 399 
| 3, 011 3, 055 3, 038 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. There is an increase in 
number of older patients with chronic conditions who are adding to the increased 
cost of hospital care through a greater need for medications and nursing care. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients 30 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospi- 
talization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated; exclude the experience of any patients 
with multiple treated conditions) : 


Average 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer. 12 24 
Prostatectomy: 
Combined suprapubic and 1 19 
Roster of operations 
APPENDECTOMIES 
Diagnosis Birth date Days 
Acute appendicitis July 29, 1895 20 
Acute appendicitis 24, 1 5 
Acute appendicitis with perforation Jen. > 4 
te appendicitis Oct. 1890 4 
Right indirect inguinal hernia 9. 
6 
Left inguinal indirect hernia................- 10 
recurrent inguinal hernia 5. 


3 
| 
81 
38427—59——_108 
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Roster of operations—Continued 
HERNIORRHAPHIES—Continued 


Diagnosis Birth date Days 
Dec. 2, 1915 7 
Rignt and left indirect inguinsl hernias... May 9,1 10 
Mar. 13, 1935 5 
Stranguiated right femoral hernia. Feb. H, 1893 7 
Recurrent left inguinal June 30, 1930 5 
rome May 2, 1892 7 
crates Feb. 5, 1921 
Left inguinal hernia and June 3, 1894 
Right recurrent direct and indirect hernias.-_..............---.-.---.-----_------ Jan. 11 9 

inguinal hernia. Nov. 10, 1896 9 
dd Aug. 4, 1900 18 
Right recurrent direct inguinal ec. 17, 1888 
Esoph Nov. 10, 1893 Rn 
maith June 13, 1908 9 
Right femoral, left direct inguinal hernia__..............--.---.--------...----.- Aug. 8, 1888 4G 
Recurrent right femoral, left = and left indirect inguinal hernia_ _| Jan. 31, 1891 i 
Right inguinal hernia... Oct. 8, 1889 
Right indirect inguinal hernia Aug. 16, 1890 12 
Left indirect inguinal hernia-.--- Jan. 6,1 6 
Right indirect inguinal hernia - -- June 17,1912 16 
Incisional -| Jan. 18,1 8 
Right indirect ingu' hernia Feb. 26, 1912 19 
Right indirect, direct inguinal hernias and femoral Dec. 28,1 g 
Bilateral inguinal hernias. June 13, 1915 7 
Recurrent left inguinal hernia-..-.---.....-...-.-- June 2,1 2 
HEMORRHOIDECTOMIES 
Thrombosed internal and external hemorrhoids. Dec. 21, 1907 
Dec. 5, 1896 
Thrombosed in and external hemorrhoids. -.-....-.-- SES Feb. 16, 1932 
Internal and external hemorrhoids. --.-....-..--.-.-.-..-..--.-.--------.------- Feb. 16, 1924 
Internal hemorrhoids with protrusion.._..............-------..-+-----+-+-.------ June 22, 191 
Internal and external hemorrhoids... 10, 
eb. 6, 
June 22, 1921 
. 14,1 
Sept. 28, 1891 


Sept. 909 
Oct. 31,1913 


SP 


| 
| 


Days 


| 
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Roster of operations—Continued 


CHOLECYSTECTOMIES 
Diagnosis Birth date Days 
hronic cholecystitis, cholelithiasis... May 21,1920 
Chronic cholecystitis and cholelithiasis Dec. 15,1927 18 
SUBTOTAL GASTRECTOMIES 
| 
Chronic duodenal ulcer. _.| Nov. 10, 1888 13 
Duodenal ulcer with massive bleeding. . Oct. 23,1914 ll 
Chronic duodenal ulcer with Feb, 27,1897 16 
Chronic duodenal ulcer. Aug. 16, 1886 39 
PROSTATECTOMIES 
127 
229 
220 
219 
242 
348 
419 
139 
223 
230 
248 


1Suprapubic. ?TUR. Perineal. 4 Combination supraretropubic. 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
(1) A daily evaluation of all patients by the residents and full-time professional 
staff; and (2) a semiannual review by a length-of-stay committee in those areas 
which may adversely affect the optimum length of stay. The review includes the 
complete course of the patient’s hospital experience, from the scheduling of his 
admission to and including his discharge. ; 

(b) What improvements have you made since your last report to this committee? 
The past 2 years have not shown an appreciable reduction in length of hospital 
stay despite the efforts of the hospital staff. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Specialized services such as neuro- 
surgery, orthopedics, neurology, etc., with few exceptions, require long-term care 
for their patients. The increasing age of the veteran population is also a contrib- 
uting factor to the increasing number of chronic ailments, i.e., strokes, heart 
ailments, etc. The pressure for beds in this category is constantly increasing and 
the cases, without exception, require long-term care. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would be reduced if the hospital were able to provide the needed posthospital 
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followup care. The CBOC program has been helpful, but we are not sufficiently 
staffed nor provided with funds and facilities to allow for an expanded program, 

(b) What effect would such a oe oe have on your cost of operation? A 
program providing for posthospital followup care would have a definite effect upon 
the cost of hospital operation through an increased demand on funds, facilities, 
and manpower. Thirteen CBOC clinics are presently in operation with funds 
facilities, and manpower taxed to the limit in providing the necessary professional 
eare. The present CBOC program, taxed as it is to provide followup care, can 
impair the medical care not only of the patients on the CBOC program but of the 
inpatients as well. 

5. What would you suggest to further reduce hospital stay without es 
care? (1) An outpatient service adequately staffed professionally an with 
sufficient funds for an efficient operation; and (2) an increase in the number of 
available intermediate beds within the area. 

6. What is needed to ieapeove turnover of patients? (1) An increase in avail- 
able intermediate beds; (2) an outpatient clinic for the treatment of service- 
connected and non-service-connected patients; (3) nursing homes adequately 
staffed and medically equip to provide for chronic care; and (4) a substantial 
increase in the primary fund allocation and hospital staff to provide for a 24-hour 
service 7 days a week. 

IV. Waiting lists 


1. Number of eligible applicants ab g hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total In non-VA 
hospitals |hospi 
1. Total applicants 0 0 45 4 41 
WP ccs 0 0 17 2 15 
G.M.&8 0 0 28 2 % 


2. ay many patients are scheduled for admission subsequent to January 12, 
1959 

3. What system do you use for scheduling admissions from the — list? 
Procedures as outlined in Veterans’ Administration Circular No. 18, dated Sep- 
tember 8, 1958, are used in scheduling admissions from the waiting list. 

4. In addition to the persons reported in reply to —— 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 21. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances, Yes; emergency and service-conn 
cases are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 bach December 31 
1958: Total, 3,441; approved, 2,291; rejected, 977; canceled (at request of 


veteran or failed to report), 173, 
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V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (— 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
443.4 457.6 +14.2 
2. Physicians, full- and part-time 14.0 13.5 —.5 
3. Physicians, residents and interns.............-.----. 18.5 19.5 +1.0 
4. Physicians, consultants and attendings__..........--| 12.9 11.9 —1.0 
2.0 3.0 +1.0 
73.0 
7. Hospital aids... -..---- 93.0 80.0 —13.0 
8. Therapists and technicians !____- 16.0 17.0 +1.0 
10. Office of manager, personnel, and finance----_......- 15.0 22.0 7.0 
12. Other food-service employ 45.0 . Serene 
14. Engineering maintenance (excluding laundry)... 22.0 10.0 —12.0 
15. Engineering operations (excluding laundry) ..-.-..-- 11.0 25.0 +14.0 
Supply... 12.0 18.0 +6.0 
17. Special services..... 4.0 
18. All other staff. 89.0 98.5 +9.5 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a2) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? seven (chauffeurs 
also serve as guards). 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


m: None. 
b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: None. 
(c) Average days of hospitalization of patients — in (6): None. 
22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service.....-...--- 168 168 202 
verage payment per consultant or attending: 
Total amount to all consultants and attendings !........- $75, 625 $75, 200 $70, 500 
Total for travel. 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Full time Part time | Consultan 
aad 


Doctors, nurses, aid laboratory technicians, stenographers, | Yes.......-- None. --...- None. 
engineering, dietetics. 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The integrated residency program provides the foundation for all patient care at 
this hospital. Virtually all of our diverse research activities contribute direetly 
to improved diagnosis or therapy, especially in the areas of blood-flow and cardiac- 
function tests, hormone assays, respiratory-function studies, iron-metabolism 
measurements, bleeding disorders, hypertension, lymphoma, and leukemia 
treatments, psychological testing, maintenance of an artificial kidney, heart-pump 
oxygenator, an electrolyte-balance service, etc. The present character and 
quality of patient care at this hospital is deeply integrated with, and dependent 
upon, our research and education activities. Without our research and educa- 
tion activities we would not be able to retain our present high-caliber physicians, 

3. Amount of funds available in fiscal year 1958: 


Research and train- 


2. Gifts and. donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools._| _ 149, 353 { re] 


Radioisotope. 2GMR. 
VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- em With insurance ! 
Eligibility category patients | culosis 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected 56 0 4 §2 
(1) Patient has compensable 
service-connected disability 17 0 
2) In receipt of VA pension. 17 0 


! Any form of prepayment insurance, 


Nore,—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

Ob) Number of patients in (a) whose employer had advised the hospital-that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. | 

(3) What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 


year 1958.) Reimbursable insurance benefits are billed for upon discharge of the 


| 


2, 


BREG 
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insured patients. Monthly billings are submitted to the insurance companies 
for those cases requiring 30 days or more of hospitalization. Billings are prepared 
in accordance with the current guide for charges for medical services. he esti- 
mated cost for the collection program is $125 for the calendar year 1958. 

kyA. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1958 


1957 


“a Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of La | able to defray their own cost of 
hospitalization during calendar year 1958? Eight addenda were forwarded to 


’ central office during calendar year 1958. 


7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? All non-service-connected 
veterans are counseled as to the estimated cost of G.M. & S. care in non-VA 
hospitals and to the penalties for knowingly making a false statement. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World’ 6 39 100 
World War I__- 2 1 37 100 
1 0 100 
All patients __ 10 90 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year 
Item 
1955 1956 1957 1958 1959 

(estimated) 
& Average daily patient load__.......__. 271 286 2389 291 288 
ull-time equivalent 457 461 436.8 444.3 1 435.5 
(c) $2, 347, 188 | $2,493, 299 | $2, 507, 505 | $2, 740,370 | $2,912, 101 
1, 886, 621 2, 047,857 | 2,024,922 | 2, 264,986 | 2, 442, 647 
16, 809 15, 907 15, 569 14, 495 15, 050 
f) Communications ___..........-...---- 13, 800 14, 632 14, 627 14, 706 14, 558 
; Utilities (gas, coal, water, etc.)......_. 45, 438 39, 537 45, 614 48, 527 46, 980 
118, 377 731 125, 485 130, 900 132, 147 
i) Drugs and medicines...-.----_-------- 62, 855 1, 686 66, 073 64, 994 70, 000 
{EMedical and dental supplies...._-_-_-. 69, 008 oo 808 75, 985 88, 693 73, 928 

) including equip- 
Phot ST re 270 H, 622 24, 507 11, 630 10, 438 
Allott Rage, 10 113, 519 114, 723 101, 439 106, 353 
(m) Cost per discharged patient. ._....._.. 730 740 689 759 815 


1 Includes common services. 
a for common services: Show all costs to nearest dollar of actual cost. 
Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide ap 
acceptable standard of medical care? The primary fund allocation is not sufficient 
to provide an acceptable standard of medical care. Unless the present trend js 
reversed, we shall be compelled to accept substandard medical care and our 
facilities will deteriorate. ause of an insufficient primary fund allocation, a 
greater strain has been placed on the already limited nursing staff. In addition 
the hospital equipment and maintenance and repair programs have deteriorated 
to a point where considerable expense will be required to return the facilities to 
the efficiency required for acceptable standards of medical care. 

3. Does the allotment of funds on the basis of average oer patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on the basis of average daily patient load has a direct influence on the increase 
or decrease of the patient’s length of stay. At times when there is a shortage of 
funds, there is a tendency, by hospitals, to increase the patient’s length of stay, 
thus avoiding expensive and time-consuming workups on new patients. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? There are no 
adequate comparison standards available with other VA hospitals or civilian 
hospitals. Comparison standards are not appropriate since hospital operations 
tend to be influenced by the areas serviced. 

5. (a) What is the aie raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.08. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.16. 

c) if all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration. G.M. & S. hospitals have 10 percent 
increase in allowance over basic ration plan. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters are very important in attracting and maintaining nursing and 
hospital aid personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? The hospital has 
always shown a profit in the operation of housekeeping and nonhousekeeping 
quarters. 

7. What, in your opinion, is the mopital value of this installation (all buildings) 
based on a replacement cost. $9,137,000. 

8. What factors have ree to change the costs of hospital operation? 
Please explain the effect of these factors. Hospital operating costs increase in 
direct ratio to the cost of living and doing business. The practices of having to 
absorb grade adjustments upward without a compensatory increase in the primary 
fund allocation inevitably results in a smaller work force. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) There has been a decentralization of budget control to 
division and service chiefs; and (2) accomplishing the assigned census is a daily 
function of the administrative and professional staffs. ee regular] 
scheduled conferences every effort is ede to accomplish the assigned census wi 
less and less funds. 

10. Laundry service: 

eae was the utilization of laundry per patient per day during calendar 
year 


Total Number 
number 
14.15 


(b) What was the cost of laundry service during the last 6 months of calendar 
1958? (All stations other than NP hospitals will report costs separately to 
aol and exclude memorandum cost accounts, required by VA interim issue 


CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as perso 
for the purpose of making VA laundry opera- 


services, and which were instituted 


TESSSE | | | 
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tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.0244; per pound, $0.0327. 
Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0404; per pound, 30.0543. 
11. What import does the average daily patient load concept of financing 
ital operations have on the turnover of patients, the admission of patients. 
who actually do not require hospitalization, etc.? Admission criteria is relaxed 
when average daily patient load is lowere than planned in order to increase ad- 
missions to meet planned loads and avoid withdrawal of funds. When funds are 
limited and planned loads are being met, admission criteria is more rigid. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. ; 

13. (a) If CBOC ome could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating ase required to meet the needs of veterans 
actually needing hospitalization? The CBOC program is operating to capacity 
and is providing a definite strain on the primary fund allocation, A-separate, 
budget provision for the program would result in improved medical services. 
There would be no reduction in the number of operating beds at this station. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $20,162.24. 
é Visits to hospitals Le patients on CBOC status: 3,350. 
3) Cost per visit: $6.02. 

IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953, 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. No 
comment can be made at this time. Due to the rapid operational changes within 
the VA since 1953, it is difficult to evaluate whether or not decentralized opera- 
tional authority has been more increased than diminished. 

(b) Has your hospital had an internal audit of its administrative operations? 


0. 
(c) If a fair  pgoney medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? A professional medical audit would, in our opinion, 
result in we xe standards in the practice of medicine throughout the VA. The 
audit should come from a non-Government source. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. 

(2) Of what value would you think these visits areto VACO? + Acquainting 
VACO with local conditions. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s epeneniéat In our opinion, no. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program is just 
getting underway and results cannot be determined at this time. 


X. Capital improvement 
1. What nonbed betterment projects (H. & D.F. or M.S.I.R.) over $2,000 
are scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Oxygen distribution system_. $16, 000 
(Consolidate R.O. medical division with hospital (46-5149); animal research 
laboratory (46-5249).) 


Not programed, or under consideration for fiscal year 1962: None. 
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XI. Maintenance 


1. (a) List by descri iptton and amount of money involved each major item of 


chargeab 


to station funds and scheduled for fiscal year 1959: 


“) ‘In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
500) 
, grou and waterproofing brick portion of building 1_- 
Replace 2 water pumps in main 2, 000° 
Replace walk-in deepfreeze, and evaporation 850° 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exehide items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Pp: rubs and trees y years ago-.....---.-.---------------- ’ 
Repair and and remodeling of surgery conditioning system 4, 500° 
(6) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Conversion of room 472 to 4-bed nursing unit...............-.-.---------2- 22-2 $1, 500° 
Conversion of room 466 to examination, treatment, and conference room odin 1,800 
paved and us in 3 wargery operating 
ta. o an rous 0) e 0) 
Conversion of room 872 to 4-bed group nursin 1,700 
Conversion of room 566 to examination, treatment, and conference room... _....-...------- 1,800 
Provide bathroom for female patients on ward 7, east._.__ 400° 
Enlarge kitchen frozen-food storage (figure includes $1,850 for equipment) - _...............- 3, 600 
Expansion of mechanical shops into former garage area. 1,500 
Conversion of room 430 to treatment, and conference room 1, 800 
Extension of lawn-sprinkler system-- 1, 980° 
Enlarge 7th floor patients dinin 1,900 
Construct storage area for grounds maintenance equipment. _ 1,200 
Install woven wire on outside wall of open recreation ares on ward 8, east, adjacent to room — 
rersion of room 436 to 4-bed group nursing unit. 1,700 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 


3. kitchen equipment: 


¢ Replace surgery water sterilizers with solution warming cabinets--................-...--- 
5. Replace vacuum pumps on main .Giatetvation system ..........- 
6. Replace lights on dental units and provide proper ceiling light ey 
7. Replace corridor doors into +t suite with automatic operating doors--_.........-.--- 
8. Replace oil burn ogg on Nos. 1and 3 boilers in cen heating plant with 
steam atomizing burn <a 
9. Replace 4 dental ho oy can ‘chairs in dental clinic pl 


8858s 


| 


| | * | 


' $8 | | 
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3. What, in your opinion, are the.most pressing needs in your installation? 
(1) Elevator alterations; (2) installation of piped oxygen system; (3) conversion 
of rooms to group nursing units and examination, treatment, and conference rooms; 
(4) roof repairs; (5) interior painting of building 1; (6) installation of piped oxygen 
and nitrous oxide in surgery; (7) replace two water pumps in main pumping plant; 
(8) replace medical-waste incinerator; (9) replace morgue, autopsy table; (10) 
replace 10 sets of corridor doors with smoke barrier doors and fusible-link. doer 


closers. 


SPOKANE, WASH. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: North 4815 Assembly. 

City and State: Spokane, Wash. 

Type of services: Type of hospital, G.M. & 8.; domicile, no; formal out- 
patient clinic, yes, mental hygiene clinic only. 

‘Name, qualifications, and tenure of— 

(a) Manager: N. C. Trauba, M.D., 8 years manager; director of professional 
services, 7 years; chief, medical service, 6 years; 9 years, Veterans’ Administra- 
tion physician. 

(b) Assistant manager: J. W. Moran, assistant manager 1}4 years; assistant to 
manager 2 years; 9% years, personnel officer. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


2, 
3. 
4, In process of activation..........-- 


ruction 
Staff not recruitable: Beds re- 
7. Type of bed not required for cur- 
rent operating plan regardless of 
staff availability 
Other 


i 
=] 
die 
: 


oo 


10. Average daily patient load for 12 
months en Dec, 31, 1958........- 27 7 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
Percent of i patients re- 


6 
100 100 
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1959: 
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II, Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar 
Item 
1955 1956 1957 1958 
4 Number of patients sent to trial visit nel 0 5 6 10 
Number of patients on trial-visit status as o: 31. 0 5 1 5 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total 1, 845 1, 953 2, 027 
discharge. 32 16 
116 115 130 
All other 1, 697 1, 822 1,847 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Trends: (1) Increased 
applications; increased veteran age, and (2) steady average daily patient load; 
increased turnover; shorter length of stay. 

Impact on hospital: Increasing cost more patients treated; this is true even 
though average daily patient load has remained stable. Increased turnover 
affects cost tremendously; new patients require more expenditures. This has 
also placed a greater strain on personnel. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients 25.2 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple-treated conditions) : 


Average 
Cases length of 
stay 


3 


wi 
8:88 


thral_ 


Subtotal gastrectomy for duodenal ulcer_................------------.-----.. 
Prostatectomy: 

vvOvVvO0O0O 
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Roster of operations 
I. APPENDECTOMY 


PROGRAM 1701 


Diagnosis Date of birth | Days hos- 
pitalized 
Acute a dicitis ave -| Jan. 14, 1980 5 
May 30, 1926 7 
Il. HERNIORRHAPHY 
't inguinal hernia -| Mar. 15, 1922 
Right inguinal hernia -| Mar. 1, 1889 14 
Hernia, indirect, right inguinal __....-......-----.--.-.---.---..--.---.....---- Aug. 2, 1898 22 
Hernia, May 24, 1910 17 
Direct-in indirect reducible left inguinal hernia ---| June 4, 1885 21 
Hernia, direct, inguinal, right... ‘n= .-| Nov. 11, 1931 15 
Hernia, left, direct-indirect, inguinal el .-| Dec. 20,1 12 
Hernia inguinal, left indirect. .---| Aug. 26, 1927 14 
Ill. HEMORRHOIDECTOMY 
Internal-external hemorrhoids 13 
Thrombosed protruding internal] hemorrhoids 4 
Internal-external hemorrhoids 10 
Thrombosed external 7 
Internal hemorrhoids. 20 
ternal-external 16 
IV. CHOLECYSTECTOMY 
Cholelithiasis and chromic cholecystitis Nov. 4, 1893 32 
Chronic cholecystitis and cholelithiasis. -.................--.-----------.-..--.- May 24, 1889 37 
V. SUBTOTAL GASTRECTOMY 
Uleer, d , chronic and active, with obstruction_............-....-.-...--- May 4,1909 31 
Chronic duodenal ulcer, with obstruction and uly 21,1 33 
VI. PROSTATECTOMY (SUPRAPUBIC) 
VII. PROSTATECTOMY (RETROPUBIC) 
Benign prostatic hypertrophy - Apr. 18, 1892 30 
VII. PROSTATECTOMY (TRANSURETHRAL) 
17 
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3. (a) What system of control do you have to insure a minimum stay in 
hospital? There is a length-of-stay committee that reviews patients in hospital 
once every 6 months and reports on the cases of unusual stay. with reasons given 
after investigations. Delays caused by internal operating procedures are cor- 
rected immediately. We also utilize the leave of absence and CBOC program 
where indicated. 

(b) What improvements have you made since your last report to this com- 
mittee? Average length of stay has been reduced from 28.1 days to 25.2 days. 

(c) Are there any identifiable administrative practices or — that may 
contribute to increasing length of stay? (If so, describe.) here are none in 
existence at this station. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Peculiarly at this station our 
length of stay has decreased in spite of the advancing veterans age. Our only 
answer is that the World War II and Korean veterans although not in the 
majority are turning over more rapidly as opposed to other years when the 
World War I veteran was predominant with chronic diseases. However, it is 
not likely this trend will continue because of the advancing age of the World 
War II and Korean veterans. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? If we were able 
to provide posthospital followup on strictly an outpatient basis there is no 
question but what it would have the effect somewhat of reducing our present 
length of stay. However, this reduction would not be as great as one might 
expect since the present leave of absence procedure and the CBOC program are 
being utilized wherever posthospital followup is indicated and feasible. 

(b) What effect would such a program have on your cost of operation? Assum- 
ing that the present demand for beds continued to exist, the cost would be elevated 
since the cost of outpatient care added to the cost of treating a greater number of 
inpatients would of necessity increase the total cost. 

5. What would you suggest to further reduce hospital stay without impairing 
eare? Suggest that sufficient funds be allocated to employ adequate personnel to 
reduce existing backlogs, particularly in radiology, laboratory, and professional 
personnel, also doctors and nurses. 

6. What is needed to improve turnover of patients? Adequate personnel 
answers this question entirely. The present system of hospitalization, complete 
medical workups and convalescence prohibits increasing turnover much more than 
is now existing. 

IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
soaery 12, 1959, and not yet scheduled for admission and not VA patients: 

one. 

m4 many patients are scheduled for admission subsequent to January 12, 
1 

3. What system do you use for scheduling admissions from the waiting list? 
Scheduling of ees is in strict accord and with the procedures as directed by 
central office of the Veterans’ Administration. 

4. In addition to the persons reported in reply to — 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 15. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’”’ please describe the circumstances. (1) All service-connected cases are 
admitted immediately or within 5 days of the date they apply for admission. (2) - 
If a waiting list is in existence only emergency cases are admitted without place- 
ment on the waiting list. (3) Veterans who apply for admission with documents 
on which legal eligibility can be established are admitted immediately if no waiting 
list exists and are in need of nonemergent hospital treatment. 

6. Number of applications for admission from July 4 through December 31, 1958: 
Total, 1,228; approved, 1,040; rejected, 188. 
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V. Hospital staff 


(Report full-time equivalent.employment for both full- and part-time employees 
as.of ember 31, 1956, and 1958. Distribute common service employment to 
“provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (-+-) or 
decrease (—) 
from 1956 
Dee. 31, 1956 | Dec. 31, 1958 to 1958 
1. 236.7 244.9 +8.2 
Physicians, full- and 12.0 12.0 0 
‘8. Physicians, residents and interns...................- 0 0 0 
4. consultants and 0 0 0 
2.0 2.0 0 
N ab 42.9 43.9 +1.0 
7. Hospital aids................ 38.0 38.0 0 
8. Therapists and technicians !_._...............--..-.-- 11.0 12.0 +1.0 
10. Office of manager, personnel, and finance... spies 13.0 13.0 0 
12. Other food-service employees... 30.0 30.0 0 
10.0 9.0 —10 
4. maintenance (excluding laundry) -.--._- 9.0 10:0 +1.0 
15. Engineering operations laundry) - 6.0 6.0 0 
16. Supply....- 7.0 8.0 +1.0 
18. All other 48.8 53.0 +4.2 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? 4. 
ae (a) hase of patients on January 12, 1959, who are in industrial therapy 


rogram: 


trial None. 


yeNamnber “of patients discharged during past 3 months who were given indus- 


(c) Average days of hospitalization of patients acd in (b): None. 


22. Number of patients in day hospitalization: 


23. Number of patients in night hospitalization: None, 


‘24. For consultant and attending physicians, 


show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .__.....-.- 42 32 
Average payment per consultant or attending A ili tas $502. 50 $536. 31 $609. 40 
Total amount to all consultants and attendings !___...__- $20, 100 $22, 525 $19, 500 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 


allotment were increased? 


Category 


Full time Part time | Consultants, 
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VI. Research and education 


2. For itals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) raining programms such as medical, paramedic 
or hospital administrative trainees? e presence of research personnel would 
without question add to the quality of patient care in stimulation of others, 
‘better equipment, and trained personnel available through research sources. 


VII, Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All ‘Tuber- With insurance ! 
Eligibility category patients | culosis wi 
Entitle- | Entitle- | insurance 
Ment ex-| ment 
not ex- 
(a) Total 38 2 au 
(®) For treatment of a service-connected 
condition 2 
(c) For treatment of a non-service-con- 
(1) Patient bas com ble serv- 
In receipt of VA io i 4 
rece: On. ..... 
3 In hospital more than 30 days. ll 


1 Any form of prepayment insurance. 
Nore.—If 8 patient rien be in more than 1 
of the ta only in that category appearing 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. Wh_ action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection rogram to the hospital during calendar 
year 1958.) Estimate cost year 1958, $119, Where it is known that insurance 
coverage will not reimburse the VA no effort is made to collect. Otherwise 
procedure outlined by central office is followed. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 


Amount billed $11, 598 $13, 748. 
Amount collected 1,112 2, 


am Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the a of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 6. s 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? When application is submitted 
to examining physician, he counsels veteran informing him of approximate cost for 
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hospitalization. If veteran elects to be hospitalized the oath is then signed and 
case given consideration. 

8. In your opinion are there abuses of non-service-connected care? When vet- 
eran is A see be to complete the addendum to the 10—-P-10 and clear evidence is 
indicated of an ability to pay, the case is referred to central office for consideration. 
In this noneisal, there were six cases last year. We would answer on our experi- 
ence; the abuse is minimal. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean. 50 50 100 
World War II... 13 87 100 
Spanish-American War- -- 100 100 
Peacetime... 100 100 
All patients 13 87 100 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
8 A daily patient load............ 122.0 172.0 170.0 173.0 170.0 
equivalent staff............. 197.5 240.5 240.9 241.2 244.8 
(¢) Total cost ! $1, 056, 208 | $1,357,000 | $1, 393, 646 | $1,537,922 | $1, 628, 880 
{ Salaries of staff * 835,070 | 1,074,954 | 1,116,059 | 1,241,950 1,350,352 
¢) Patient travel 6, 042 7, 068 6, 609 7, 180 6, 700 
Communications. ................-... 7, 330 7, 913 7,363 7, 324 7,175 
Utilities (gas, coal, water, etc.) ........ 38, 469 37, 678 48, 317 48, 600 48, 200 
Raw foods..... 53, 659 75, 229 75, 051 74, 513 75, 948 
Drugs and medicines.................. 34, 189 45, 068 41, 428 40, 227 
Medical and dental supplies.......... 22, 565 39, 247 36, 774 35, 275 
) Asset acquisitions including equip- 
ment 5, 111 12, 243 17, 458 22, 569 7,017 
@® Alother 53, 773 57, 600 47, 406 59, 012 58, 436 
(m) Cost per discharged patient........... 756 755 745 775 787 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
4 juding all payroll analysis accounts. 


2. Do you believe that the dk pose fund allocation is sufficient to provide an 
acceptable standard of medical care? As stated previously in this questionnaire, 
the primary fund allocation is now insufficient to employ adequate personnel to 
increase our turnover and reduce our length of stay. The present allocation falls 
far short of providing sufficient funds to properly maintain our physical plants. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? Howorwhy? Allotment of funds based 
on average daily point load could increase the patients’ length of stay. For 
instance, a lack of personnel could delay discharges, an attitude can develop of 
holding patients to protect average daily patient load thereby protecting operating 
funds. This, however, has not happened here. Our personnel has been con- 
scientious at all times, however, it would be difficult to control an undesirable 
attitude if funds were withdrawn for failure to meet an average daily patient load 
which would result in a further reduction in available personnel. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards available for VA hospitals are not considered absolutely adequate, how- 
ever, to assemble the ne data required for sure and factual comparisons 
would be almost impossible. Comparison standards serve a useful purpose and 
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are effective insofar as guidelines are concerned. Civil hospital comparisons are 
not considered appropriate with the possible exception of the number of em- 
ployees. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
‘through December 31, 1958? $1.10. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? -o2. 
woot 7 your patients are not on the same ration, what differences are there? 

y one. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: None housekeeping; 3 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Although this has not affected us, from experience at more isolated areas, 
this is a very important factor in recruitment. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Additional quarters at this station would not add quality or stability 
to our staff. Primarily because of location. 

(d) Could cost of such quarters be a lucrative investment? In some areas, 
‘cost of additional quarters would be a good investment. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $3,425,358.30. 

__. 8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (1) Increased cost of all commodities, 
(2)_It.is recognized that the first_7 days of hospitalization incur more expense be- 
cause of increased usage of laboratory, X-ray, dietetics (special diets, surgery 
blood, etc.). Also, during the first 7 days of hospitalization or the acute phase 
‘medical management, consultant and attending physicians are utilized more freely 
and that staff doctors, nurses, are used more extensively. (3) Increased salary 
cost both wage board and classified. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Budget committee, equipment committee and decentralized 
fund control. The decentralized fund control to operating levels has unquestion- 
ably been the most potent factor in encouraging cost consciousness. Budget 
ang ars a constant part of our staff meetings. Frankly, it is our opinion that 

e Veterans’ Administration has made tremendous strides in this regard. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number 


(b) What was the cost of laundry service during the last 6 months of calendar 
‘year 1958? (All stations other than NP hospitals will report costs separately to 
‘Include and exclude memorandum cost accounts, required by VA interim issue 

CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and aie at maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
-costs excluding these memorandum accounts.) 
Laundry costs computed on basis of commercial eam including memo- 
_ randum accounts: Per piece, $0.06; per pound, $0.09. 

(c) If laundry service is furnished by commercial contract, provide information 
“as to, and esalante such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
“experience with VA laundry service, making pertinent comparisons. 

(1) Quality: None. 

(2) Timeliness: None. 

(3) Cost: None. 

(4) Other: None. : 

(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? None. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
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actually do not require hospitalization, etc.? At this hospital the average daily 
patient load has had no effect on the turnover of patients. The same is true on 
‘the standards for hospital admissions. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? ‘his hospital could not close an 
operating beds, the patient. demand for more than 50 percent of the year necessi- 
tates operating in excess of 90 percent utilizations. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? The number of CBOC cases at this hospital 
would have little or no effect on our operating beds. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,459.76. 
(2) Visits to hospitals by patients on CBOC status: 653. 
(3) Cost per visit: $5.30. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? By what methods? Cite examples. Since 
1953 there has been a gradual increase in decentralized authority. The one 
factor restraining managers from feeling completely free to operate in the best 
interest of the Veterans’ Administration is the fear of fund withdrawal; even if 
adequate funds were not available from the overall appropriation, a more efficient 
planning program could be instituted if the withdrawal cloud were removed. 

Es (b) Has your hospital had an internal audit of its administrative operations? 
es. 

(1) Was the team personally experienced with hospital operation? No. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? For the most part the audit was confined to strict adherence to 
central office directives. The team did bring from experiences at other 
stations ideas for practical application. 

(3) How was the internal audit valuable to your hospital? Like any 
audit, the audit was valuable in stimulating personnel in being more atten- 
tive to detail. We prefer and expect to be audited. We are sincere in our 
belief, however, that the same value can be derived from local area repre- 
sentatives who are in position to offer assistance consistent with the n of 
the area served. This in our opinion is a most important factor. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? Impractical suggestions were made. The 
station, however, through exception taken, did not implement any such 
suggestions. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or 
be conducted by a joint team? It is felt that sufficient professional medical audit 
is now available through central office, area office, medical advisory committees, 
and the American Hospital Association. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Area office supervisory visits have been extremely helpful, as men- 
bre earlier in this report. We feel this is where the audit procedure 

ongs. 

(2) Of what value would you think these visits are to VACO? The factor 
of a to the operation has more than ordinary value. 

(3) Would less frequent visits be more useful? e feel that their visits 
are now at a minimum. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how, by citing examples. Have such always been 
beneficial to the hospital’s operation? There has been no recentralization of 
operational authority because of directives, manuals, etc. 

2. Is the management development program directed toward making good 
employees or good managers? At present it is probably functioning more in the 


S are 

em- 
1958, 
rom 
lere? 
per- 
§ruit- 
reas, 

to 
lity 
eas, 

on? 
les, 

be- 
af 
ely 
ary 
ess 
zed 
on- 
get 
1at 
lar | 
er 
14 

10 
ar 
to 
1e 
n 
al 
y 
n 
h 
r 
] 


1708 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


interest of making good managers. However, we feel that with the area educa- 
tional program (intra-VA details) Federal educational rogram, soon to go into 
effect, there should be some improvement in the overall program in the interest 
of developing better employees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.1.R.) over $2,000 are 
scheduled at this station? 


Description Amount 


None 


1. Sprinkler systems (laundry, electric, paint shops, garage, central linen room) ._ 
2. Smoke-barrier doors... 


$8, 

3. Intensive-treatment . 
: 2, 

5, 

2 


suction to ward. 
parking space. 
1961 | 1. New paging system.. 


Not programed, or under consideration for fiscal year 1962. 


Description Amount 


Conversion oil boilers to gas. ay 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 

maintenance chargeable to station funds and sechduled for fiscal year 1959; 
ial pavement roads, $5,000. 

(b) In addition, list those items deferred due to lack of funds which in your 

opinion will result in further deterioration of property because of such deferral, 


Description Amount 
1, Resurfacing remainder of roads_- $7,000 
2. Weat fing terra-cotta facing 6, 500 
sills, rotting in washrooms 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
1, lace acoustical now a 000 
3. Maintenance of hot-water tanks, Bailey Board, boilers, refrigeration, air conditioning, 
electrical and plumbing. - -- 4,000 
4. Installation Wall material for wall protection 5, 300 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


1, Conversion of portion of staff dining area to conference room 
2. Glass partition for information desk -- 
3. Walkway across parking lot divider--. 


Fiscal 
year 
1959 
1960 300 
000 
000 
000 
500 
| 
1, 
| 


rw 
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(c) Replacement and new fixed equipment costing ‘over $1,000: 


Description Amount 

1, Garbage d $1, 700 

2. bookkeeping machine. 10, 000 

3. Highspeed dental —_ 1, 500 

4. Portable X-ray (surgery) --- 7, 380 

5. Window shades_--- 600 

Replacement y, waiting room, and quarters furniture. __-. 2, 500 

7. Household 1, 500 

8. Ultrasonic instrument cleaner - - 2, 600 

9. Replacement of dietetic ranges 1,800 

10. Electrocardiograph and BMR 1,000 
11. Dry-heat sterilizer.. 1,410 
12, Laundry tumblers 1,900 


3. What, in your opinion, are the most pressing needs in ) your installation? 
(1) Sufficient guaranteed primary fund allocation to employ adequate personnel 
to maintain proper medical care and to properly plan for and to institute a firm 
plan for proper maintenance of physical plant and replacement and repair of 
equipment. (2) Sufficient funds are important; however, we cannot stress too 
strongly the necessity for assurance to the field that the primary fund allocation 
regardless of what it might be, is a firm allocation for the year’s operation, 


VANCOUVER, WASH. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: Fourth Plain and O Streets. 

City and State: Vancouver, Wash. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; domicile, no; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

Manager: W. J. mong M.D., 12 years. 

b) Assistant manager: Mr. Paul W. Ransom, 12 years. 

(c) Director, professional services: Reinhard Becker, M.D., 12 years. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8. 
chia' logical 


BED CAPACITY AND PATIENTS REMAINING 


Staff not recruitable: Beds 

7. 


1 
2. 
3 
4. 
6. 


Sta 


| 
} 
] 
Beds not in use (unavailable): 
Total 4 | 24 |----------|---------- 
| 
rent operating f 
10. Average daily patient load for 12 
months ending Dec. 31, 1958_.......- 21 61 
| | 
| 
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II. Bed capacity and patient oad—Continued | 


Hospitals—Type of bed or patient : 
Item (as of Jan. 12, 1959, unless = - 
otherwise specified) Domiciles 
Total | TB at. Neuro- | G.M. & 8, 
logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1950, 
who were 55 years of age or older: 
6) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar 
year 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year... 5 8 24 35 
15. Number of patients on trial-visit status as of . 31... 0 7 5 4 


16. (a2) What is the number of patients discharged from your hospital durin 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
2, 998 3, 039 3, 035. 
2,744 2, 813 2, 801 


(b) If there are trends ip any of the components above, please describe their 
significance and impact on the activities of your hospital: Decrease in number of 
patients over 55 years of age due to decrease in number of Spanish-American 
and World War I veterans hospitalized and increase in number of World War II 
and Korean veterans. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
=» ord 12, 1959, because they were not required for fiscal year 1959 operating 
plan 

(b) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? one. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending, December 31,,1958. . 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8S. patients, 46.3 days. _ 

2. For G.M. & 8. hospitals only: Give the average number of days of hospitali- 
zation required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 


patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions): 
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Average 
. ot Cases length of 
stay 
les 
Subtotal gastrectomy for duodenal ulcer. none 3 114 
Prostatectomy: 
Retropubie._-.. 9 49. 
Perineal... 1 58. 
ing «ait 10 49 
Roster of operations 
APPENDECTOMY 
Number. 
Diagnosis Date of birth | of in-" 
=. patient 
days 
s Acute necrotizing appendicitis___.........--- vite Sept. 21, 1920 9 
+ 
34 
14 
13: 
19 
35. 
‘3. 
Hr} 
Right inguinal h 
Left inguinal herni: Aug. 934 
r Mar. 2, 1923 21 
I Apr. 30,1927 23 
Right inguinal hernia (indirect, sliding) Feb. 21, 1877 20 
July 15, 1910 19 
Apr. 24, 1889 31 
| rnia_ 15 
ll 
ll 


BRSES 


| 


18 
; 
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Roster of operations—Continued 
HERNIORRHAPH Y—Continued 
Number 
— Date 
days 
Ventral hernia.............. -| June 17,1917 1 
--| Aug. 20, 1904 17 
Ven Jume 19; 1909 a1 
HEMORRHOIDECTOMY 
Hemorrhoids... Mar. 23, 1878 
Hemorrhoids, internal, redundant Aug. 28, 1889 
------- Dec. 8, 1895 
rectal polyp -| Feb. 4, 1921 


CHOLECYSTECTOMY 
Cholecystitis, chronic, with lithiasis... Jan. 11,1916 33 
Chronic cholecystitis with cholelithiasis. Aug. 12, 1927 25 
Cholecystitis with cholelithiasis May 13,1913 18 
SUBTOTAL GASTRECTOMY FOR DUODENAL ULCER 
Massive bleeding, duodenal ulcer. Nov. 6, 1932 192 
Duodenal ulcer. .” Oct. or 1899 74 
- Aug. 26, 1918 3 
PROSTATECTOMY 
Suprapubic: None. 
prostatic hypertrophy Oct. 3, 1889 
en. 
Dec. 31, 1888 
x Apr. 21, 1890 56 
eb. 
Dec. 6, 1889 55 
en Pp ic + Ol, 
Perineal: prostate Feb. 14, 1899 58 
Transurethral: 
CA July 9, 1887 53 
" Aug. 27, 1892 63 
Do. Mar. 22, 1894 35 
esd ..| Oct. 25, 1890 39 
Stricture, urethra___- Sept. 7, 1894 51 
Adenocarcinoma, nmapenate gland. Sept. 27, 1896 44 
Carcinoma, prostate. ...... Jan. 31, 1888 39 
Bien rostate with metastasis Deo, 72 
en ic an. 
Feb. 10, 1895 3 


Internal and external hemorrhoids..................-...-..---------........-.--| June 10, 1926 
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3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? (a) Utilization of length-of-stay committee; (b) proper scheduling of elec- 
tive admissions to minimize delays in clinics and surgery; (c) early discharge 
planning through maximum utilization of social work service; (d) monthly su 
mission to director of professional services of patients hospitalized over 30 days. 

(b) What improvements have you made since your last report to this committee? 
Due to 100 imtermediate beds, length of stay has increased from 37.2 days in 
1957 to 46.3 days in 1959. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) Discharge of patients 
with long-term chronic illness are on occasion canceled as result of policy which 
will not permit their discharge. If patient or family oppose discharge to home 
or nursing home. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future? (If so, describe.) Chronic long-term illness cases 
become more numerous with increasing span of life and such cases represent an 
increasing length of stay. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would reduced and turnover increased. Posthospital followup care on an 
outpatient basis would also reduce the number of readmissions if funds were 
available for providing necessary drugs. 

(b) What effect would such a program have on your cost of operation? There 
would be a moderate increase in cost of drugs, food, travel and would require an 
increase in personnel for X-ray, laboratory, physical medicine, and registrar. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Do not know of any additional measures that would offset increase in 
length of stay resulting from increase in number of long-term chronic cases. 

6. What is needed to improve turnover of patients? Adoption of plan to 

rmit ses pee followup on outpatient basis would do more toward improv- 
a turnover of patients than any other measure we are aware of. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as 
of January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of uired Total ected 
care conn 
Total In non-VA/| Not yet 
hospitals |hospi 
1, Total applicants: G.M. & 8_........_.- 29 0 29 0 29 


sgt a many patients are scheduled for admission subsequent to January 12, 

3. What system do pon use for scheduling admissions from the waiting list? 
VA Circular 18, dated September 8, 1958, prescribes priority for admission. An 
index card is prepared for each applicant. Cards are filed and patients are 
scheduled according to priority. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes; emergency admissions. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,634; approved, 1,457; rejected, 177. 


| 
| 
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V. Hospital staff 


full-time equivalent for both full- and part-time employees 
as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
575.1 604. 9 +29,8 
2. 24.5 24.3 —.2 
6. 75.8 81.0 +5.2 
152.0 138.0 —14.0 
8. 26.0 28.0 +2.0 
9. 3.0 
10. 16.0 20.0 +4.0 
79.5 80.5 +1.0 
13. 15.0 32.0 2+17.0 
14. 27.0 22.0 —5.0 
16. Suppl 180 


1 In physical medicine, dentistry, labo: , X-ray. 
2 Increase due to consolidation of VA ital, Portland, laundry at Vaneouver. 


19. (a) Number of member-employees as of January 12, 1959: None. 

(b) t is the value of this pengem to the member and to the hospital? None. 

20. What was number of guards on duty December 31, 1958? ven chauf- 
feur guards. 
21. (a) Number of patients on January 12, 1959, who are in industrial ther- 
apy program: None. 

(6) Number of patients discharged during past 3 months who were given indus- 


trial None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in on hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 

Total (fiscal years) 
From July 1 through June 30 : 
1957 1958 1959 

Number of different persons who provided service... .-..-.-- 14 14 4 
Average payment pe consultant or attending !__.......-.-.-- $50 $50 $50 
‘Total amount to all consultants and attendings !__......- $17,014 $17, 567 $17, 600 


1 Exclusive of travel. 


.25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full time Part time | Consultants, 
attendings 


| | 
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VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
This station does not have approved research and education activities. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient-care program by the 
presence of (1) research, and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? Research is not essential as a part and parcel 
of operations for every hospital. Because of our close location to the medical 
schools in Portland, many of our doctors participate in their program. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
3. Grants from other sources administered ugh affiliated medical schools. Wesitecicceac. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance ! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
not ex- 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
(2) In receipt of VA pension... 24 
(3) In hospital more than 30 days- 1 8 


1 Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be in more than 1 
of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: Five. 

b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no — to the veteran: Three. 

_ 8. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the colleetion program to the hospital during calendar 
year 1958.) Send insurance company FL-10-98. If the company doesn’t write 
Saying they will not pay, make up billing after 30 days and submit to fiscal division 
for processing. After fiscal completes their action, billings and all other cor- 
respondence are returned to insurance clerk. She makes notations in card file 
whether payment is received or not and why. This information is used for 
semiannual insurance report. All papers are then filed in veteran’s folder. 
Since July 1958 this statement has been added to FL-10—-98, ‘‘Please notify 
immediately if policy is not in force or if there is some other reason why claim 
might not be valid.” (In cases we do not already know refuse to pay Government 
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hospitals.) Charges are made on the basis of the number of days of hospitaliza- 
tion times the hospital’s planned annual per diem costs for © peso duri 
which the patient received care. Questionable cases are referred to the chi 
ey as to liability for payment. Cost: $963 (agent cashier and insurance 
clerk). 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar Calendar 
year 1988 year 


1957 
Amount $55, 205 $25, 440 


a. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? Eight. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8S. care required before oath is signed? On the basis of information 
furnished by the admitting physician as to probably length of stay and the 
average daily cost of hospitalization and doctors’ fees in local civil hospitals, the 
- — a informed as to the estimated cost these services would cost in a non- 

ospital. 

8. In your opinion are there abuses of non-service-connected care? Not aware 
of any abuses. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


‘ 


War Service Nonservice Total 
connected | connected 
38 62 100 
World War II. 28 72 100 
Peacetime.. 50 50 100 
All 14 86 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
‘services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
Average daily patient load...........- 407.0 430.0 452.0 446.0 440.0 
b) Full-time equivalent staff...-.......-- 575.1 562. 0 586. 7 606.5 612.5 
© ‘Total cost 1 @) $3,070, 378 | $3,174, 384 | $3,671,180 | $3,771,538 
Salaries of staff % 2, 347,206 | 2,190,243 | 3,055,881 | 3,236,649 
Patient travel . _ 147 123 145 140 

Droge and medicines. 707 703 711 

re and 409 407 472 

(m) Cost per discharged patient----------- $745 760 864 895 1, 008 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Cost data not available. , 


4 Including all payroll analysis accounts, 
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2. Do you believe that the 9 fund allocation is sufficient to provide an 
acceptable standard of medical care? The primary fund allocation is generally 
sufficient to provide an acceptable standard of medical care, but this is far from 
the best. It does not provide for the increased cost of services and supplies nor 
allow us to carry on an adequate maintenance program. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the ape length of stay? How or why? Allotment of 
funds on this basis should in no way affect the length of stay. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

ible? Have they been discussed’ with responsible officials? Comparative 
standards are furnished by central office monthly, quarterly and annually for all 
VA activities. Civil hospital comparisons are not appropriate due to the fact 
their costs do not reflect the doctors’ salaries. It does not seem feasible since 
in most instances the doctors’ fees are submitted to the patients. More hidden 
factors should be considered, i.e., variances in different areas governing wage- 
board employees; variances in building maintenance costs due to difference in 
construction; variances in cost of raw food, supplies, and services due to govern- 
ing factors in given areas. 

5. (a) What is the omcuen raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.058. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.481. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All regular diet patients are served the same ration, using a selective 
menu. Approximately percent of the patients are served modified diets ac- 
cording to the doctor’s prescriptions. . 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 12 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters at this station have been a leading factor in recruiting and 
maintaining a highly qualified staff of professional personnel. Turnover among 
these employees has been at a minimum because of the availability of quarters. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters required. tex : 

7. What, in your opinion, is the capital value of this installation (all buildings) 

on a replacement cost? $15 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Increase in salaries and fringe benefits 
make it necessary to operate with less personnel at an increased cost. Increases 
in cost.of drugs, burial-allowances, supplies, and services have prevented us from 
purchasing urgently needed medical equipment. : 

9. What internal programs have you developed to engender cost consciousness 
at your station? Fund-control points have been established to which funds have 
been and are allocated quarterly for supplies and services, other than personal. 
These fund-control points are expected to maintain fairly accurate control by 
recording all commitments and expenditures applicable to them and reporting 
the results thereof monthly to the manager. Budget committee has been estab- 
lished, consisting of all division and service chiefs, whose duty it is to see that the 
best available plan is prepared and followed as closely as possible to assure the 
best patient care possible. Equipment committee has been established to 
determine the need and urgency for equipment replacement and to utilize planned 
and surplus funds with the most efficiency. 

Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 

year 1958? 


Total Number 
number doy 


3, 278, 975 5 


| 
| 
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(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to: 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries 
excluding me »orandum accounts: Per piece, $0.026; per pound, $0.034. 

Laundry costs computed on basis of commereial operation, including 
memorandum accounts: Per piece, $0.036; per pound, $0.049. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, ete.? Under no circumstances would a 
patient who actually did not require hospitalization ever be admitted as a means 
toward maintaining the required average daily patient load, nor would a patient 
be held in the hospital longer than necessary just to keep up the average daily 
patient load. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. — 

13. (a) If CBOC program could be explicitly identified as a cost factor of running. 
a hospital and funds specifically allocated on this basis, what effect would it have 
on the number of operating beds required to meet the needs of veterans actually 
needing hospitalization? his program is small at this hospital, therefore, do not 
believe allocation of funds for the program would have any effect on number of, 
a beds required. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $6,444. 
(2) Visits to hospitals by patients on CBOC status: 89. 
(3) Cost per visit: $72. 


IX. Miscellaneous 


1. The Department of Medicine and Renney was reorganized in 1953, 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples. 
Decentralization of budget control permitted greater latitute in expenditure of 
funds. Decentralization of authority in classification permitting the station to 
classify positions up through grade 13. Manager has been granted more latitude 
in construction and alteration of buildings and the replacement of equipment. 

(6) Has your hospital had an internal audit of its administrative operations? 


0. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? Do not believe such an audit would be necessary. 
Present visits by area office professional personnel including consultants. are 
believed adequate. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
Supervisory visits from area office staff are considered very helpful. They 
provide an excellent means for exchange of ideas between stations. They 
provide the manager, division or service chief, with an evaluation of his 
operation that we always find beneficial. 

(2) Of what value would you think these visits are to VACO? They do 
provide an appraisal and evaluation of the staff and the operation of the 
station to central office that is essential to central office in the control of 
the station. | 

(3) Would less frequent visits be more useful? Any reduction in the 
number of visits by area office personnel would eliminate their effectiveness. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or g managers? Management development program is direc 
toward making good employees. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Installation of automatic sprinkler systems--_-...........-------------------------- $17, 000 
1960 | Movelaundry togymnasium, building T-1820_..............---.-..--------------- 38, 000 


Not programed, or under consideration for fiscal year 1962: None. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds, and scheduled for fiscal year 1959. 


Description Amount 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Painting and repairing exterior of housekeeping quarters. ---........-....---------------..- $50, 000 
Bacteriological safety hood for laboratory........--.. 2,000 
Replace cafeteria counter in patients’ dining room 3, 500 
Replace roasting oven in bakery -...........-------- 3, 000 
Replace coffee urnin patients’ dining room..-....-.- 1, 200 
Reduce hot-water syscems from 140° 06 190". 3, 500 
Freight lift between basement and Ist floor, main kitchen_................----.--..----.--- 2, 000 


2. Future plans: In the following three categories, list all items for which there 


will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in’ 


question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment) 
excluding cost of replacing or adding new fixed equipment: Painting exterior and 
repairs to housekeeping quarters, $16,000. 

(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Bacteriological safety hood forlaboratory $2, 000 
Exhaust fans for ward serving kitchens, 16 each_.__................------------.----------- 1,000 
Replacement of cafeteria counter, main dining room..__..._........-...-.-.---------------- 3, 500 
eplace 80-gallon coffee urn in main dining room with 20-gallon urn_.............-.-.-..--- 1, 200 


3. What, in your opinion, are the most pressing needs in your installation? 
Major renovations, or complete replacement, of these 17-year-old wooden canton- 
ment buildings. 
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WALLA WALLA, WASH. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: West Chestnut Street. 

City and State: Walla Walla, Wash. 

Type of services: Type of hospital, TB; G.M. & 8., yes; domicile, no; formal 
outpatient clinic, no. 

Name qualifications, and tenure of— 

(a) Ma anager: Se E. Gaines, M.D., 29 years in Veterans’ Administration, 13 
years as Manage 

(b) p Boe mre andl : D. F. Fisher, Jr., American College of Hospital Admin- 
istrators, 12 years in eterans’ Administration as assistant manager. 

(c) , Director, professional services: John A. O’Hale, M.D., 12 years in Vet- 
erans’ Administration, 2 years as director. 


II, Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, mw unless 
Total | TB _— Neuro- | G.M, & 8, 
logical 
BED CAPACITY AND PATIENTS REMAINING 
1, Rated bed capacity... 407 
Beds not in use (unavailable): 
6. er not recruitable: Beds re- 
1. Type of bed not required for cur-| 
of 
months paw Dec. 31, 334 109 2 21 
AGE OF PATIENTS 
12. Patients in Jan. 12, 
who were 55 years o! or 
total patients 
18, Patients in hosp pial on Ja 
0 were 55 years of age or older 
maining Jan. 10, 1957........ 59.5 51.6 0 83.3 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 


15. Number of patients on trial-visit status as of Dec. 31 


16, (a) What is the number of patients discharged from your hospital during the 
past 3 calendar years? 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 172] 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of pe hospital. he continual decline 
in TB patient load, the increase in G.M. & S. admissions, and the high percentage 
of older age veterans being treated, are definite factors which have had an impact 
on the activities of this hospital. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? The TB rated bed capacity is 157 beds. Approval has been 
requested from central office to reduce this by 24 (to 133) beds. No reply has 
been received to date. The TB average daily patient load for the 6 months 
ending December 31, 1958, was 95. 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? one. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 90 days. Of 407 
authorized operating beds, 250 are assigned to G.M. & S. and 157 to TB; 99 of the 
250 G.M. & 8. beds are assigned for the treatment of the long-term chronic pul- 
monary diseases (non-T B). 

(ob) TB hospitals: Average stay for TB patients, 308 days. 

3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A length-of-stay committee is functioning in accordance with current 
directives which periodically evaluates length of stay of all categories of patients 
discharged from the hospital. 

(6) What improvements have you made since your last report to this com- 
mittee? None. (See par. 3(d) below.) 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? None. 

(d) Are there an identi able differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) The increase in number of chroni- 
cally ill and elderly type of patients being treated in the G.M. & 8. service is 
resulting in an increased length of stay. Judging from past experience, this 
group of patients will require extended periods of hospitalization and in many 
instances recurrent hospitalization. Length of stay of TB patients is declining 
and if past trends persist, it is expected that it will continue to decline but at a 
much slower rate than heretofore. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Decrease. 

(b) What effect would such a program have on your cost of operation? In- 
crease. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Nothing to suggest which would further reduce hospital stay without 
impairing care. 

6. What is needed to improve turnover of patients? Aside from more and 
adequate nursing home facilities, nothing to suggest. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not vet scheduled for admission and not VA patients: 
None. 
wai many patients are scheduled for admission subsequent to January 12, 
3. What system do you use for scheduling admissions from the waiting list? 

In accordance with VA Circular No. 18, 1958. 


33427 O—59——-110 
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4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘‘Yes,’’ please describe the circumstances. Yes. Veterans admitted for a 
service-connected condition, and those veterans in need of emergency hospital 
treatment are admitted without placement on waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 973; approved, 755; rejected, 218. 


V. Hospital staff 
(Report full-time equivalent employment for both full- and part-time employees 


as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time. -..-...........-....- 16.0 17.0 +10 

3. Physicians, residents and interns_.............-..-.- 0 0 0 
4. Physicians, consultants and attendings_...........-. 7.0 10.0 +3.0 

60.8 57.4 —3.4 

8. Therapists and technicians !___...................-.. 15.0 15.0 0 
10. Office of manager, personnel, and finance 16.0 17.0 +1.0 

12. Other food-service employees...................----- 65.5 70.5 +5.0 
1 15.0 13.0 —2.0 

14, Engineering maintenance (excluding laundry) -..--.-_- 27.0 27.0 0 

15. Engineering operations (excluding laundry) - ---..--- 32.0 32.0 0 

67.6 70.8 +3.2 


! In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? Six. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given in- 
dustrial therapy: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959! 
Number of different persons who provided service... _......_- 6 6 10 
Average payment per consultant or attending ?__...........-- $847 1, 101 $714 
Total smsunt pas to all consultants and attendings ?.______-- $5, 085 $6, 605 , 138 


1 Estimated. ? Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? 


Category Full tim Part time | Consultants 
attendings 
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VI. Research and Education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 

(1) Research: 

A. Tuberculosis: 

(1) Studies of the effectiveness and toxicity of high doses 
of isoniazid are being continued. One aim of this 
study is to find out whether patients treated with 
high doses of izoniazid can attain the arrest of 
pulmonary tuberculosis and be discharged from the 
hospital at an earlier date than those receiving the 
usual standard doses of this drug. 

(2) A new drug, thiocarbanidine, is under study to deter- 
mine its effectiveness in delaying resistance of 
tubercule bacilli to streptomycin and isoniazid. 

(3) Culture methods for active isolation of TB bacilli and 
differentiation of TB bacilli from saprophytic 
organisms are being evaluated. The purpose of this 
study is an early diagnosis or exclusion of tuber- 
culosis, which would of course shorten the stay of 
the patient in the nospital. 

Incident to the above research, it has been observed that the length 
of hospital stay of the TB patient has been shortened con- 
siderably. Further, the research program has given our physi- 
cians a broader knowledge of medicine and has provided a 
stimulus to our professional staff, which in turn has resulted 
in better patient care. 

B. Nontuberculous pulmonary diseases: We are in the process of 
developing a pulmonary physiology laboratory, to study 
pulmonary function in patients with chronic bronchitis, 
pulmonary emphysema, pulmonary fibrosis, etc. The 
number of elderly veterans disabled because of emphysema 
has been increasing at this hospital and further studies con- 
cerning the cause of this condition, its relation to infection 
and smoking, together with evaluation of pulmonary func- 
tion, are necessary. In time, this may lead to a more 
effective treatment of chronic pulmonary diseases. 

(2) Education: The education program at this hospital has numerous 
aspects. The newest of these is our intra-VA detail in which em- 
ployees of one station observe operations and techniques at other 
stations. This program is proving to be stimulating and the results 
show it has definite value. The affiliate student-nurse training 
program in tuberculosis continues and is very worthwhile. Other 
educational training in nursing service includes an orientation pro- 
gram for professional nurses, a basie training program for nursing 
assistants, and an in-service program for professional and nonpro- 
fessional personnel. The new personnel adjust readily to their 
assignments, gain skills and self-confidence, which reflect in their 
approach to the patient. Emphasis is placed on patient-centered 
care with the nursing team planning the patient care. The pro- 
fessional lecture program is extensive and brings to the hospital 
medical staff outstanding men from their respective fields. Funds 
also are provided for participation by members of the professional 
staff in seminars, institutes and conferences in specialized fields, 
which affords excellent opportunity for our medical staff to meet with 
other professional people in their field to study and discuss mutual 
scientific problems. Through this educational program our entire 
staff is able to keep abreast of the newer trends in equipment, 
procedures, techniques and new medications which, in turn, results 
in better care and treatment of the patient. 
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3. Amount of funds available in fiscal year 1958: 


For education 
Research and train- 
ing 
gram 
2. Gifts and deposited in general post @ 
3. Grants from other sources administred through affiliated medical schools - - © |......danneee 


VII. Eligibility and Ability To Pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(b) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
nected condition. 31 7 21 
(1) Patient has serv- 
ice-connected disability 5 1 3 
2) In receipt of VA pension . - 6 1 4 
) In hospital more than 30 days... 18 ge el 5 10 


! Any form of prepayment insurance. 


Norte.—Ifa patient receiving care for a non-service-connected be in more than one 
of the categories in (c) above, show him only in that category appearing in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 1. 

(6) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under in- 
surance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
oe 1958.) Applicants are questioned as to whether they have any type of 

ospitalization insurance. Those having such insurance are required to complete 
the power-of-attorney form assigning reimbursable benefits to the VA. Form 
letter 10-98 is then sent immediately to the insurance company to determine 
whether they are liable for payment. On receipt of their reply and depending 
upon their decision, action is taken to bill the company or close the case because of 
clauses excluding payment to Government hospitals. Cases where there is doubt 
concerning liability are referred to our regional office chief attorney for decision. 
The estimated cost of the program for the calendar year 1958 was $126.46. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and the amounts collected: 


Calendar Calendar year 
1957 1958 
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5. Is the addendum filled in before or after the oath of inability to pay is 


signed? Before. 


6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? After necessary examinations 
are completed and tentative diagnoses have been made, the applicant is informed 
of the cost of comparable hospital care in a non-VA hospital. 
tion the applicant can then properly evaluate the question of inability to defray 
the necessary expenses of hospitalization. 

8. In your opinion are there abuses of non-service-connected care? Very, very 


few. 


One. 


ith this informa- 


9. Percentage of patients as of January 12, 1959, in hospitals for treatment 
of service-connected or non-service-connected conditions: 


War Service Nonser vice Total 
connected connected 


VIII. Costs 


1, What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient load... 357 357 338 34 320 
(c) (2) $2, 286, 749 | $2,283,252 | $2,522,050 | $2, 654, 793 
1, 833,409 | 1,818,000 | 2,043,390 2, 181, 547 
12, 11. 500 11, 234 12, #2 
MA Oe @) 9, 9, 493 10, 535 9, 760 
) Utilities (gas, coal, water, etc.).......- (2) 11, 649 11, 471 11. 253 12, 161 
8 157, 977 153, 686 159, 807 160, 728 
(i) Drugs and medicines.................- , 263 46, 442 51, 841 51, 049 
Hh Medical and dental supplies_..__-__--- (@) 36, 299 33, 857 225 41, 380 

(k) Asset acquisitions including equip- 
(m) Cost per discharged patient... _.....- @) 1, 952 1, 881 2, 323 2, 465 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 


2 Cost data not available. 
§ Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 


acceptable standard of medical care? 


Yes, to date. 


3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? No effect. 
4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 


possible? Have they been discussed with responsible officials? (1) Excellent 
comparisons of VA hospitals are sent routinely to this station from central office 
for study. Periodically, central office sends a consolidated report including com- 
parative costs of nonprofit, governmental, non-Federal, and VA hospital costs 
(most recent was Chief Medical Director’s letter No. 58-45 dated December 1 
1958). (2) Washington State Hospital Association furnishes cost accounting 
reports routinely. 6) Comparisons are appropriate to a certain degree in all 
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areas. (4) Improvement suggested: More uniform cost accounting system for 
all hospitals. (5) Discussed with responsible officials; very definitely. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.161. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.385. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are served three meals daily. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: ten nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Very important, due to geographical location of this station. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? No additional quarters are needed; however, due to age of all existing 
quarters considerable renovation is now needed. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $16,500,000. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. (a) The overall and consistent increase 
in cost of personal services, supplies, utilities, repair of equipment, ete. (b) Age 
of the buildings on this station range from 22 to 100 years, which require considera- 
ble maintenance. (c) The shift from a predominantly TB to a predominantly 
G.M. & 8. hospital. In order to provide funds for these changes as the situation 
demanded, it was necessary to adjust budgetary operations which in most instances 
meant taking funds previously allocated for one particular project and using 
them to offset increased costs elsewhere. As a result, the initial project often 
could not be accomplished. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (a) Decentralization of funds to the responsible staff officials, 
who in turn are responsible to management for adequate controls. (b) Periodie 
meetings of a budget committee for dissemination of information to all cost 
centers. (c) Active participation in the preparation of budget estimates by all 
responsible cost center officials. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


978, 733 8 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and eupaat, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the an iy of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) ; 

Laundry costs computed on basis of all costs Sppicetle to Federal laundries, 
excluding memorandum accounts: Per piece, $0.051; per pound, $0.068. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: per piece, $0.060; per pound, $0.082. ; 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? one, 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average 
daily patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 


actually needing hospitalization? There would be no effect on the number of 


0 
Pieces 
Poun 
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operating beds required; however, additional funds should be allowed for this 
rogram. 
. (b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $8,108.35. 
(2) Visits to hospitals by patients on CBOC status: 613. 
(3) Cost per visit: $13.22. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. Cite examples. The present 
system is generally satisfactory. 

(b) Has your hospital had an internal audit of its administrative operations? 
Yes. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? It was apparent that their interests lay in both good practical 
administration and central office procedures. 

(3) How was the internal audit valuable to your hospital? Recommenda- 
tions for improvement in internal hospital operation were made and most of 
these were adopted. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? o. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? Presently, the physicians in the community 
who serve as consultants to this hospital, the physician from the Joint Commission 
on Hospital Accreditation who inspects the hospital periodically, the professional 
staff of the Veterans’ Administration central office and area office, and the staff 
at this station serve in this capacity and it is felt that no benefit would derive 
from a change. 

(d) The area medical director’s office is regarded as part of the central office. 

é (1) now helpful to the hospital are supervisory visits of the area office staff? 
uite helpful. 

(2) Of on value would you think these visits are to VACO? Very 
valuable. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. We know of no instances where 
directives have not been beneficial. 

2. Is the management development program directed toward making good 
employees or good managers? The management development program is directed 
toward making good employees. 


X. Capital improvement 
1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 


scheduled at this station? 


Fiscal Description Amount 
year 
aed Underground electrical distribution system (under contract)-.........-.........-- $196, 949 
None. 
1961 | Walk-in Deepfreeze for main kitchen in building No. 80 (estimated cost).......... $5, 000 


Not programed, or under consideration for fiscal year 1962: Modernization 
program to include replacement of ward buildings Nos. 74, 68, 69, and 75 and to 
provide new dining hall and main kitchen facilities; remodel buildings Nos. 68 
and 69; remodel diet kitchens; construct closed connecting corridors for ward 
buildings. (Above three projects considered essential in event the replacement 
een is not favorably considered.) Install smoke barriers, etc., building No. 

; install acoustical ceilings in corridors and doctors’ offices, building No. 86; 
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install lawn sprinkler system; replace manager’s ar remodel engineering 
shops; install automatic sprinklers, buildings Nos. 31, 41, 63, 81, and 82. 
XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


(6) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 
Seal coat bituminous roads, repair concrete roads, walks and curbs, stationwide as 
necessary ; replace wornout tile flooring, stationwide as necessary; replace wornout 
window shades and window screens stationwide as necessary; replace composition 
roofing, stationwide as necessary; replace obsolete and inadequate inside electrical 
wiring systems in all buildings 30 years and older; replace obsolete and inadequate 
inside plumbing systems in all buildings 30 years or older; repairs to boiler plant 
smokestack; lawn maintenance accessories and tools; 30-year old worn and 
obsolete dishwashing machine; repairs to wall foundations on housekeepin 

uarters; replace elevator, building No. 86; replace deteriorated roof gutters an 
ownspouts, stationwide as necessary. 

2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Make repairs to station’s deep well water supply, storage and distribution system --._._.--.- $3, 500 
Reset fence line on newly established boundary lines-_-..--........-.....-------------------- 3, 500 
Repairs and seeding of lawns, lawn treatment, pruning trees and replacing trees that have 
reached their maturity and are gradually dying--...............-...---------------------- 3, 500 
Repair elevators in buildings Nos. 78 and 80 4, 500 
Repair station boiler plant and steam distribution system 3, 800 
Replace elevators in buildings Nos. 68 and 69 to include structural changes to buildings. ---. 80, 000 
Construct new diet kitchen, building No. 86_-.....-.--..---.-------.---------------------- 28, 000 
Install new protective wainscoating covering in corridors, buildings, Nos. 86, 68, and 69- __. 6, 000 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Description Amount 
Bxtend perking eres neer No. $1, 900 
Replace old, inadequate light fixtures in offices with fluorescent fixtures. _....._........-.-- 1, 100 
Install ceramic tile walls in meat shop and bakery ..............-.-------------------------- 1, 800 
Replace deteriorated 4-stall frame garage. 1,850 
Reconstruct portion entrance roadway. 1,800 
Remodel interior building No. 1,350 
Replace deteriorated tile walls, floors, shower stalls, and fixtures in patient toilets and shower 
No. 86: 
0. 86: 
Building No. 68: 
Building No. 69: 
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. (c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Install stainless stee] drainboards in diet kitchens. 
Stainless steel bowls (30-, 60-, and 80-quart sizes) and slicing attachment for Hobart meat- 
Install stainless steel with filters and exhaust fans for 2 fry 
Replace 4 sees roximately 30-year-old bedpan and equipment sterilizers on various wards -. 
Replace all badly deteriorated laboratory and clinical fixed equipment. ._-........-..-.---- 
Install exhaust ventilating systems for buildings Nos. 68, 69, 75, 86, and T-3__......_..-..-- 
Replace 20-year-old gang tractor-drawn 
Replace 22-year-old power 
Replace 1 30-year-old 42-inch diameter by 84-inch long washing machine in laundry - - -..-.- 
Replace 9 16-year-old presses (laundry), 3 51-inci. and 6 mushroom type. -..........-..----- 


3. What, in your opinion, are the most pressing needs in your installation? 
A modernization program for replacement of buildings as stated under section 
X—Capital Improvements. 


BECKLEY, W. VA. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
Street address: 200 Veterans Avenue. 
City and State: Beckley, W. Va. 
T ype of services: Type of hospital, G.M. & S.; NP, yes. 
e, qualifications, and tenure of— 
(a) ) Ma anager: Dr. Paul R. apenas 40 yeas Federal hospital service. 
(6) Assistant manager: John J . Cox, LL.B. degree; 10 years central office, “ 
2}4 years assistant manager. 
(c) Director, professional services: Dr. Paul R. Copeland. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


Beds not (unavailable) : 


2 
3. 
6. 
7 


q 
rent opera plan regardless 


8. 


Item (as of Jan. 12, 1959, unless val 
otherwise specified) | | Domiciles 
10. Average daily patient load for 12 


1730 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


II, Bed capacity and patient load—Continued 


Hospitals—T- of bed or patient 
Item (as of Jan. 12, 1959, unless - ” 


otherwise specified) Domiciles 
Total TB Psy- Neuro- | G.M. & 8, 
chiatric | logical 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

102 

(6) Percent of total patients re- 

maining (line 90 80 55 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit em ite 0 1 6 2 
15. Number of patients on trial-visit status as o! 31 0 1 1 0 


16. (a2) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 655 1, 210 1, 231 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. he decrease in total 
discharges from 1956 was caused by the conversion of a 45-bed acute G.M. & 8. 
ward to a ward in chronic long-term care. This conversion was necessitated by 
the demand for long-term care. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
= pe 12, 1959, because they were not required for fiscal year 1959 operating 
plan? one. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? None. 


IIT. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(a) G.M. & 8. hospitals: Average stay for G.M. & 8S. patients, 27 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations: (Include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple treated conditions.) 


| | 
| 
maining Jan. 10, 1957_______. 92 ion | 
USE OF TRIAL VISIT 
| | 


Liciles 
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Average 
Cases length of 
stay 
7 7 
Hemiorrhaphy 6 12 
Subtotal gastrectomy for duodenal ulcer_.........-.....-.----.-.-.---------- 2 16 
Prostatectomy: 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? A length-of-stay committee consisting of physicians and administrative 
personnel conduct a continuous review of length of patient stay. Appropriate 
action is taken to correct any medical or administrative deficiencies which increase 
the length of patient stay. Length of patient stay is discussed frequently in staff 
conferences, with formal conferences scheduled quarterly. 

(b) What improvements have you made since your last report to this com- 
mittee? An education program has been initiated to instruct all employees on the 
matter of length of stay. Each division and service, all applicable committees, 
such as discharge planning and rehabilitation committee, have been impressed 
with their role in reducing length of patient stay. Despite these efforts, our 
average length of stay has increased since the last report to this committee. 
This is due to an increase in the number of older veterans hospitalized and the 
number of veterans hospitalized for long-term chronic conditions. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (Ifso, describe.) There has been a decided increase 
in the number of older patients requiring treatment for multiple conditions and 
patients requiring hospital treatment for long-term chronic conditions. These 
patients require care which cannot be provided outside of a hospital. The lack 
of community resources in this area makes early discharge upon completion of 
hospital treatment very difficult. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? There would be 
a slight decrease in the overall average length of patient stay. 

(b) What effect would such a program have on your cost of operation? Such 
a program would result in a decrease in the cost of providing inpatient care which 
would be partially offset by the cost for providing outpatient care. 

5. What would you suggest to further reduce hospital stay without ap ar, 
care? Recruitment for a nonaffiliated hospital is poor at best. This couple 
with a hospital located in a remote poorly accessible area, makes recruiting of 
good personnel almost an impossibility. Inducement increases should be pro- 
vided, like the 20 percent for foreign-duty technique, to induce good, high-caliber 
personnel into these areas to properly staff these hospitals. Sufficient funds to 
provide adequate staff is the prime factor in reducing hospital stay without 
impairing care. 

6. What is needed to improve turnover of patients? (See par. 5 above.) 
Reduction of hospital stay would result in improved turnover of patients. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total Innon-VA;| Not yet 

hospitals hospitalized 


| 

2 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? Twenty-two. 

3. What system do you use for scheduling admissions from the waiting list? 
Applications are placed on the waiting list according to prescribed priority groups. 
Within each group they are arranged according to date application was submitted, 
As available beds are anticipated or occur the oldest applications in the highest 
priority group are scheduled for admission. 

4. In addition to the persons reported in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,”’ please describe the circumstances. Yes; patients requiring emergency 
hospital treatment and patients requiring treatment for service-connected disa- 
bilities are admitted without placement on the waiting lists. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,248; aporoved, 654; rejected, 594. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time. --_................... 7.5 10.5 +3.0 
3. Physicians, residents and interns ._.................- 0 0 
Physicians, consultants and 7 1 +0.4 
6. 33 32 —1.0 
7. 44 45 +1.0 
8. Therapists and technicians 10 
10. Office of manager, personnel, and finance..-__........ il 10 —-10 
12. Other food-service employees. 25 24 —10 
14. Engineering maintenance (excluding laundry) 17 16 
15. Engineering operations (excluding laundry) -......-- 16 13 —3.0 


! In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? No 
program. 

20. What was number of guards on duty December 31, 1958? None. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(b) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23, Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... .....--- 13 13 14 
Average payment per consultant or attending !___.........__. $1, 671 $1, 514 $1, 522 
Total amount to all consultants and attendings !__....._- $23, 357 $21, 247 


' Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? No 
research and education programs at this station. 

2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, paramedical, 
or hospital administrative trainees? The benefits would be far reaching but all 
directed toward better care. Recruitment possibilities would greatly improve; 
care would be improved due to the fact that research and education activities 
enhance and stimulate professional personnel in adopting and applying new 
techniques and methods of patient care; keeping abreast of the new trends in the 
medical field of education by means of paramedical or other types of training 
activities not only provides for future recruitment but also keeps our staff abreast 
with the ever-changing trends through the teaching media. 

3. Amount of funds available in fiscal year 1958: None. 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
(6) For treatment of a service-connected 
(c) For treatment of a nonservice-con- 
(1) Patient has compensable serv- 
(2) In of VA pension... 10 
(3) In hospital more than 30 days. 1 


' Any form of prepayment insurance. 


NoTe.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

(6) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

_ 3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) An assignment of benefits is obtained from each non-service- 
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connected patient having hospitalization insurance and bills submitted to the 
insurers covering services rendered. a action is taken on cases where 
ayment is not received with referral to the chief attorney for determination of 
iability. Since January 1957 a simplified method of billing has been instituted 
thereby reducing the cost of the collection program. Estimated cost of the 
collection program during calendar year 1958 totals $275. 
Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 % 


as Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958.? Three. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & 8. care required before oath is signed? Veteran is advised of penalty for 
making a false statement under oath. He is informed of what the approximate 
cost of his treatment would be if obtained in a local non-Veterans’ Administration 
hospital, including physician’s fee. 

8. In your opinion are there abuses of non-service-connected care? Yes; during 
the last year, we have referred three such cases to central office. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
_— 1955 1956 1957 1958 1959 
(estimated) 
(2) Average daily patient load........___- 132.0 131.0 151.0 155. 0 155.0 
(6) Full-time equivalent staff_......___.__ 218.0 224.0 221.0 221. 2 218.8 
(c) $1, 068, 814 | $1, 152,623 | $1, 159, 289 | $1,327,949 | $1, 409, 200 
(d) Salaries of staff ?............--.-.-..- 871, 566 943, 500 953,498 | 1,087,838 | 1,170, 984 
7, 124 8, 772 8, 883 6, 786 7, 415 
Communications. 5, 891 6, 476 7, 053 7,479 8, 070 
® Utilities (gas, coal, water, etc.)_....__. 33, 063 34, 863 33, 589 39, 723 40, 506 
60, 464 53, 787 58, 539 63, 279 63, 453 
i) Drugs and medicines... .............- 17, 601 18, 090 27, 422 32, 696 32, 715 
) Medical and dental supplies. .....___. 19, 401 20, 153 16, 261 21, 538 21, 393 
k) Asset acquisitions including equip- 
5, 992 12, 703 5, 355 298 
47,712 54, 279 48, 698 51, 235 57, 416 
(m) Cost per discharged patient......_.__. 370 460 522 712 758 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is felt that the primary fund allocation is 
sufficient to provide a standard medical care which is just acceptable. Sufficient 
funds are not provided to maintain a staffing pattern suitable for consistently 
furnishing a standard of care above the minimum range of acceptability. Believe 
the recommendation made in question 5 (length of stay), section III, would be 
helpful in closing the wedge between providing acceptable care and recruitment. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Increases to the extent 
that sufficient funds are not provided for securing and maintaining an adequate 
staff to assure a minimum length of stay consistent with good medical care. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Comparison 
standards with other VA hospitals are maintained in every phase of our operation. 
With civil hospitals, we have comparison standards in selected phases of our op- 
eration. These standards are adequate and appropriate and are discussed among 
our staff and with responsible officials from area in central office and with officials 
from other hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.027. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.146. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? All patients are on the same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 6 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Cannot stress the importance of quarters too highly other than by saying 
that providing of quarters was the deciding factor that swung the pendulum in 
favor of many of our key staff members coming to this hospital. ithout them 
our plight would be sad indeed. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? I believe additional housekeeping quarters would greatly enhance 
our chances for obtaining and maintaining top-flight staff, particularly in a locality 
such as here where housing is not available and where it is available is far out of 
proportion in rents charged or purchase-price demands. 

(d) Could cost of such quarters be a lucrative investment? Yes, as they would 
be in constant use by key staff personnel. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $8,250,000. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Spiraling costs of drugs, medicines, supplies, 
equipment, both new and replacement. In addition, revised standards in classifi- 
cation has resulted in upgrading of positions in many departments. Personal 
service costs have increased at a much greater rate than funds are appropriated. 
Needless to say the cost of operations and personal services has soared skyward 
while funds to support these increases have not kept pace. This results in higher 
costs yet does not reflect the improvement either in care or otherwise that the 
increased spending would seem to indicate. 

9. What internal programs have you developed to engender cost consciousness 
at your station? New budget techniques; fund control; time studies on workload 
to get the most out of the least; long-range maintenance program; and greater 
responsibilities to our budget control committee. 

10. Laundry service: 

ef was the utilization of laundry per patient per day during calendar 
year 195 


Total Number 
number patient-day 


473, 362 &1 
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(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
dries, excluding memorandum accounts: Per piece, $0.045; per pound, $0.065. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Good. 
(2) Timeliness: Good. 
(3) Cost: $21,027.32. 
ah Other: Laundry services furnished by Federal Prison, Alderson, 
a 


(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? None. The demand for hospital- 
ization at this hospital has been consistently higher than that necessary for us to 
meet our planned average daily patient load. 

(12) How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of run- 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans actu- 
ally needing hospitalization? It is felt that the allocation of funds for CBOC 
would have no effect on the number of operating beds required to meet the needs 
of veterans actually needing hospitalization. 

(b) What is your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $2,707. 
(2) Visits to hospitals by patients on CBOC status: 335. 
(3) Cost per visit: $8.08. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Increased. By what methods? Greater 
flexibility in operations. Cite examples. More authority to determine needs 
of a hospital such as alterations, improvements, and constructive changes; 

ater degree of interpretation with respect to operational aspects of hospital 

unctions and greater flexibility in the overall administration. , 
y (b) Has your hospital had an internal audit of its administrative operations? 
es; 1955. 
(1) Was the team personally experienced with hospital operation? Yes. 
(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? At the audit held at this station the team seemed more concerned 
with how well central office minutiae of ey agi were followed. a 
(3) How was the internal audit valuable to your hospital? By providing 
guidance and direction in those areas in which we had made slight deviation 
or where full compliance with directives were not being completely followed. 
(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No; however, in some instances, after a 
trial period, permission was obtained to deviate from recommendations made 
by the internal audit. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? A fair professional medical audit would be bene- 


wee. 2.05. 
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ficial in many ways, especially to the smaller remotely located hospitals. It would 
furnish a good standard for comparison professionally with other VA and civil 
hospitals. An audit by a joint team would be of greater value. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? These visits are of great Felp to this hospital. Tlrough them we 
receive a type of expert evaluation and advice that is not available locally. 
Ti rough their knowledge of operations at other lospitals, they are al le to 
pass on much valuable information. Through these visits, we have an 
opportunity to discuss problems and benefit from their recommendations. 

(2) Of what value would you tink these visits are to VACO? Cf great 
value. Through these visits central office receives an evaluation of each 
hospital’s operation and prot lems. 

(3) Would less frequent visits be more useful? No. Strongly suggest 
more frecuent visits. At present they are too few and far |! etween. 

(e) Have directives, circulars, manuals, etc., recentralized operational aut' ority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the l ospital’s operation? Not to any great extent. In most in- 
stances, directives, circulars, manuals, ete., have always been essential to the 
hospital’s operation. 

2. Is t'e management program directed toward em- 
ployees or good managers? This program should result in making toth good 
employees and good managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Alterations to boiler, installation and flame-failure-control system -.............-.-- $12, 380 
1961 | Modification of elevator. ...... 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 
Repair of parking areas, $6,000. 

(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral: 
Repair of parking areas. 

2. Future plans: In the iar ant categories, list all items for which there 
bs be +o ed in fiscal year 1960 and fiscal year 1961 (exclude items listed in question 

above): 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Repairs to roofs of buildings Nos. 1 and 7..-..-......---.-.-<2<--22..222-20-0-ceeeeenssseee $1, 600 
Replacerr ent of elevator tion 2, 000 
Modification of antenna radio system.........------------- 5, 000 
Total... = 14, 600 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 


Alteration to/kkitchen, 84 floof.._ 800 
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(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


Replacement of radiators in resident quarters-_.-.......--.-------------------.0--------+«-- $6, 000 
Replacement of dietetic 2, 900 


3. What, in your opinion, are the most pressing needs in your installation? 
Assurance of being able to maintain adequate staff from fiscal year to fiscal year 
in order to provide tne high standard of medical care for our veteran patient with 
which we are charged in the medical mission outlined by the Department of 
Medicine and Surgery. 


CLARKSBURG, W. VA. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: W. Va. 

Th pe of services: Type of hospital, G.M. & 8.; domicile, no; formal outpatient 
clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: K. W. Brown, M.D.; VA service: Physician, 4 years; director of 
professional services, 3 years; manager (DPS), 1%4 years; nominee, American 
College of H oe Administrators; attended Institute for Hospital Administrators, 
Temereon, .C.; appointed manager (director, professional services) July 14, 
(o) Assistant manager: P. O. Battisti; VA hospital personnel officer, 13 years; 
appointed assistant manager, this station, November 2, 1958. 

c) Director, professional services: Same as (a). 


II. Bed capacity and patient load 


Hospitals—T of bed or patient 
Item (as of Jan. 12, 1959, unless — <i pat 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. taff not recruitable: Beds re- 
rent opera’ plan regardless o' 
10. Average daily patient load for 12 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 


(b) Percent of total patients re- 
13. in Jan. 10, 1957, 
who were 55 years of age or older: 
) Percent of total patients re- 
4 maining Jan. 10, 1957.._.-.-- 48.3 
q 
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II. Bed capacity and patient load—Continued 
USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
. Number of patients sent to trial visit during 1 
Nomnber of patients on trial-visit status as of Dec. 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
1, 575 1, 502 1, 721 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: The increased dis- 
charges reflect a rise in patient demand in the area served by this hospital. The 
resultant increased turnover reflects an increase in hospital operative costs. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? None. : 

(b) During the past 12 months, how many TB beds (rated capacity) were con- 
verted to other than TB use? None. 


III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & 8. hospitals: Average stay for G.M. & S. patients, 30 — 

2. For G.M. & 8. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience cf 
patients admitted for the surgery indicated ; exclude the experience of any patients 
with multiple treated conditions) : 


4 A 
Cases of 
Stay 

6 

Subtotal gastrectomy for duodenal ulcer_..............-.---...-.-..-.-.-.-. 8 


3. (a) What system of contro! do you have to insure a minimum stay in hos- 
pital? A monthly analysis of length of stay of general medical and general 
surgical services is conducted. A review of discharged clinical records on 50 cases 
during each 6-month period is made. A survey on a continuing basis of profes- 
sional and administrative practices pertaining to all hospitalized patients with a 
view toward maintaining greater efficiency of hospital administration is in effect. 

(6) What improvements have you made since your last report to this com- 
mittee? The monthly analysis of length of stay has contributed to a decrease in 
length of stay of 1 day for this period. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) Certain restrictions in 
discharging patients in which the family or relatives have no suitable place to 
accept patient. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future? (If so, deseribe.) The appreciable increase in the 
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number of patients with chronic disabilities or long-term illnesses has tended to 
increase the overall length of stay. 
4. (a) What would be the effect on length of stay if you were able to provide 
—— followup care, as needed, on an outpatient basis? With certain 
imitations, this is provided for under the present completion bed occupancy care 
rogram. 
(6) What effect would such a program have on your cost of operation? None, 
5. What would you suggest to further reduce hospital stay without impairin 
eare? (1) Authority to provide prehospital a for applicants for hospi 
treatment; (2) removal of certain restrictions in discharging patients in which the 
family or relatives have no suitable place to accept patient. 
6. What is needed to improve turnover of patients? The reduction of hospital 
stay would in itself improve the turnover of patients. 


IV. Waiting lists 


1. Number of eligible applicants wee hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Servi 
ice 
Type of care required Total connected 
Total In non-VAj Not 
hospitals |hospi 
1, Total applicants: G.M. & 5 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 10. e schedule admissions from the waiting list in accordance with 
Urgeney and priority preference as specified in VA regulations. 

3. at system do you use for scheduling admissions from the waiting list? 
We schedule admissions from the waiting list in accordance with urgency and 
priority preference as specified in VA regulations. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 35. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. No. Acute emergencies 
and service-connected cases are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 1,277; approved, 933; rejected, 344. 


V. Hospital staf 


(Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 

decrease (—) 

from 1956 
Dee. 31, 1956 Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time 9.0 8.0 —10 
Physici ia ttendings......-...---- 26 3 

ysicians, and 

7. Hospital 36.0 37.0 +1.0 
8. Therapists and technicians !__......................- 11.0 12.0 +10 

ce of manager, , and finance_..........- 

11. Dietitians. 2,0 3.0 +10 
12, Other food-service employees..............--..------ 25.0 24.0 —1.0 

14, Engineering maintenance (excluding laundry) .-.-.-- 27.0 23.0 —4.0 

iB Engineering operations (excluding laundry) --.--...-- 9.0 9.0 0 
17. Spec 5.0 4.0 —1.0 
48, All other staff__ 41.1 38.0 —3.1 


1In physical medicine, dentistry, laboratory, X-ray. 
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19. Number of member employees as of January 12, 1959: None. 
20. What was number of guards on duty December 31, 1958? Firefighter- 


guards, 4. 

21. (2) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 4 

6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. .........-- 18 18 16 
Average payment per consultant or attending per year !_..... $1, 605 454 $1, 908 
Total amount pe to all consultants and attendings }_........ $28, 895 $26, 180 $30, 540 
Total for trave 0 0 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultan 


Kitchen helper. 
Laboratory technician. 
Nursing assistants. 

Secre 


Housekeeper... 
Physical therapy aid 

Nurse anesthetist. 

Laundry 
Surgeon (preceptorship training) 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, para medical, or hospital 
administrative trainees? The patient would benefit by the development of better 
methods of diagnosis, treatment, and rehabilitation. Because the opportunity 
for research attracts and retains better qualified professional staff and permits 
them to improve their professional proficiency, would benefit from being 
treated by these people. 

3. Amount of funds available in fiscal year 1958: None. 
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VII. Eligibility and ability to pay” ~ 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(0) For treatment of a service-connected 
11 
(c) For treatment of a non-service-con- 
tected condition... .................. 25 168 
(1) Patient has compensable serv- 
ice-connected disability... 3 32 
(2) In of VA pension. 5 52 
In hospital more than 30 days. 1 17 
) Other. 16 67 


1 Any form of prepayment insurance. 


.Nore.—If a receiving care for a non-service-connected may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: None. 

(6) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) If the patient is hospitalized for 30 days or less, a statement of the 
charges is released immediately. A statement of charges for all services is released 
for each 30-day period of hospitalization and to the date of discharge. Charges 
are made on the basis of the number of days of hospitalization times the planned 
annual per diem cost of the hospital, except when the insurers insist on a detailed 
listing of services furnished. If no reply is received, a 60-day followup is made. 
A 30-day followup is then made. If no reply is received, the case is referred to 
the chief attorney for whatever action he deems advisable. Estimated cost of 
the collection program: $414. 

- 4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


$41. 510 $21, 479. 00 
Amount collected coe 2, 424 2, 229. 80 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ter. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? The admitting physician indi- 
cates the approximate length of stay for each case to be admitted, and the veteran 
is informed of the approximate cost of care in a local community hospital. The 
—. of the cost per day in a private hospital has been obtained from local 

ospitals. 
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8. In your opinion are there abuses of non-service-connected care? None of 
record at this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservi Total 
connected 

Spanish-American War. 100 100 
All patients...---.-----..--------------------5-52-+--2-------- 7 93 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
(a) Average daily patient load......-...-- 143.0 158.0 158. 0 158.0 172.0 
Full-time equivalent staff-..-.-- 233. 2 241.9 236. 4 228. 5 236. 2 
(c) $1, 158, 771 | $1, 287,770 | $1,276,195 | $1, 408, 902 $1, 493, 625 
RS ” £ ee 958. 883 1, 065. 505 1, 074, 053 1, 177, 243 1, 258, 533 
Patient treme 5, 740 7, 531 6, 7, 187 
Communications... ......-..----<----- 7, 858 8, 047 8, 137 8, 868 , 037 
‘ Utilities (gas, coal, water, etc.) _.....-- 33, 833 32, 134 35, 917 39, 725 39, 717 
(h) Raw foods-_..-. 51, 353 53, 572 50, 4 62, 527 , 132 
(i) Drugs and medicines-_-.-.......-.-...- 35, 607 39, 419 37, 613 31, 926 37, 085 
Medical and dental weet cre 18, 304 a 20, 383 24, 316 20, 990 
k) Asset acquisitions including equip- 
7,909 5, 610 5, 527 9, 421 22, 896 
Ox: Alb 37, 803 55, 653 37, 186 48, 076 39, 048 
(m) Cost per discharged patient -_--.-.-..- 613 612 669 741 699 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? At the present time, the primary fund 
allocation is sufficient to provide an acceptable standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? The allotment of funds 
on the basis of average daily patient load tends to increase patient stay because a 
hospital cannot control the need for hospitalization. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Yes. Compari- 
sons are available through cost analyses and statistical summaries. These are 
not always appropriate, as the comparisons are not of like factors. At such time 
‘as a valid measure or standard of medical care is pest orc then and only then 
could these comparisons be appropriate. Standards of comparisons are made 
available to responsible officials. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.079. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.956. 

(c) if all your patients are not on the same ration, what differences are there? 

hy? All patients are on the same rations. 

6. (a) As of December 31, 1958, give the number of vacant. quarters for per- 
sonnel: 7 rooms nonhousekeeping. 

_ (b) How important are these quarters in maintaining staff and/or for recruit- 
ment? They are important for the successful recruitment of key personnel, 
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particularly physicians and nurses. In certain locales, they provide the only 
means of oe quarters comparable to what they are accustomed. They 
also provide temporary housing for new employees pending their finding perma- 
nent quarters. his is an added attraction in recruiting personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? Additional housekeeping quarters for physicians would be an added 
incentive for recruiting and maintaining well-qualified personnel. 

(d) Could cost of such quarters be a lucrative investment? Yes. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $5,297,073. 

8. What factors have operated to change the costs of hospital ration? 
Please explain the effect of these factors. (1) Increased cost of personnel through 
salary increases; (2) increased cost of supplies and food; and (3) improved thera- 
peutic techniques. These factors cause an increase in the cost of medical cate. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (1) Decentralization of control of funds to the using divisions 
or services for expenditures; (2) a program of continued orientation and training 
of all personnel in the control of funds; and (3) utilization of a budget committee, 
made up of key personnel, for considering, planning, and reviewing budget needs. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


685, 688 10.8 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and ee eC maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry oper- 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laun- 
ip ne memorandum accounts: Per piece, $0.0239; per pound, 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.25; per pound, $0.26. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? The system of average daily patient 
load. concept of financing tends to decrease the turnover of patients; however, 
at this hospital, we are aware of this problem and do not permit such abuses 
The admission of patients is based on the actual need for treatment. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
_ it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $4,021.25. 
(2) Visits to hospitals by patients on CBOC status: 388. 
(3) Cost per visit: $10.34. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples 


Total Number 
= = 
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Restrictions have been removed in the area of budget administration and span 
of control. There are fewer restrictions on the functional operation of budget 
management, and, consequently, there is more leeway in the appropriate distri- 
bution of funds. Equipment management and procurement have been decen- 
tralized since fewer items of equipment are controlled by central office. 

(b) Has your hospital had an internal audit of its administrative operations? 
Yes. 

(1) Was the team personally experienced with hospital operation? Ap- 
parently. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? The interest was apparently in good practical administration. 

(3) How was the internal audit valuable to your hospital? The audit 
team pointed out several possible methods of revising procedures and made 
suggestions in terms of organizational entities. 

<n) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? This audit is provided through the Joint Com- 
mission on Accreditation of Hospitals. This seems to be very satisfactory and 
tends to provide an acceptable standard of medical care. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? They provide current informational thinking for various aspects of 
hospital programs; they lend support to the programs themselves; and they 
provide assistance in establishing criteria for evaluation. 

(2) Of what value would you think these visits are to VACO? If the 
report of the visits are correctly interpreted, they could be of value to 


(3) Would less frequent visits be more useful? Visits to this hospital 
have not been frequent. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No, 

2. Is the management development program directed toward making good 
employees or good managers? Both the development of management skills and 
the improvement of employees in their present positions are basic objectives of 
the management program. To state that one has primary consideration over the 
other would be contradictory to the departmental (D.M. & 8.) concept. In both 
cases, the primary goal is to improve hospital administration by developin 
people. The development of competence on the job and participation in hospit 
administration activities are considered to be the best forms of development for 
positions of greater responsibility. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 
1961 | Conversion of elevators to automatic operation. ................--..-2.....-..---- 30, 000 


Not programed, or under consideration for fiseal year 1962. 


Description Amount 


{ 
| 
| 
| 
Renovation of sundecks for long-term $4,000 
Cleaning and reconditioning of exterior brick walls...-.--...---------.--------------------- 10, 900 
Arrangements for additional storage space.__.......----....-.----.-.-......--------..----.- 6, 000 


1746 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 


of window blinds 
Overhaul dumbwaiters 
Renovation of auditorium 


Lint collector fer laundry 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral, 

None. 

2. Future plans: In the following three categories list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Replacement of hot-water heating units (buildings of quarters) ...-...2022202202002 1,200 

(b) Minor betterments costing less than $2,000, excluding equipment: 

Description Amount 
Renovation of conference room (room No. 182). 1,800 
—— of emergency operating room for animal research surgery (building No. 1, 1st 1,900 

(c) Replacement and new fixed equipment costing over $1,000: 

Description Amount 
Emergency power generator for boiler $6, 500 
Replacement of lawnmowing equipment. 1,100 
Replacement of combination sinks in quarters 2, 500 
Pinch roller assembly for station laundry-........--.-------------.------------------------- 1,000 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) Availability of fully qualified professional personnel; and (2) an adequate 
budget to provide acceptable medical care. 


$500 

500 

500 

500 

800 

500 

Additional steam kettle for dietetic service. 500 


' 


Soo om. 
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HUNTINGTON, W. VA. 
_I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 1540 Spring Valley Drive. 

City and State: Huntington, W. Va. } A. 

Type of services: Type of hospital, G.M. &8.; formal outpatient clinic, yes. 
Name, qualifications, and tenure of— 

(a) Manager: George M. Lyon, B.S., M.D., D.Sc. (honorary). 


(From ‘‘Who’s Who In America” Vol. 30] 


Lyon, George Marshall, physician, hosp. adminstr.; b. Union City Pa., Feb. 
8, 1895; s. Marshall Allen and Harriet Bell (Law) L.; tehr. tng., Marshall Coll., 
Huntin ton, W. Va., 1909-13; B.S., Denison U., 1916, D. Se. (hon.), 1956; M.D., 
Johns we U., 1920; m. Virginia Sutherland, June 24, 1922 (died June 20, 
1926) ; peden-) eee (Mrs. B. McCraw), Natalie (Mrs. E. J. Olni, Jr.), 
Elizabeth (Mrs. J. Miller); m. 2d, Theeta Carrington Searey, July 29, 1927; 
1 son, George Marshall. Res. ho. officer, Harriet Lare Home, Johns Hopkins 
Hosp., 1919-21; pediatrician Holzer, Huntington Mem. and St. Mary’s hosps., 
1921-42; dir. sch. health and sch. health edn, program, Cabell Co. pub. schs., 
1933-39; lectr. clin. grad. confs., Va., 1934-35, W. Va., 1936-37, Miss., 1938. 
Chmn. W. Va. White Ho. Conf. on Child Health and Protection, 1933; ofel. del. 
U.S. Govt. to 7th Pan-Am. Congress on the Child, Mexico City, 1935; mem. adv. 
com. on maternal and child health, Children’s Bur., U.S. Dept. Labor, 1936-42; 
mem. joint com., health problems in edn., N.BH.A., A.M.A., 1940-50 (chairman 
1949). Comd., It. comdr. M.C., U.S.N.R., 1935, comdr. 1940, capt., 1942; 
Chem, Warfare Officer, staff comdr. Naval Forces in Europe, Aug. 1942-Sept. 
1944. Safety Officer Thermal Diffusion Plant, Navy Yard, Phila., Sept. 1944, 
Jan. 1946; chief, div. atomic defense, Bur. Medicine, U.S. Navy, Jan.—June 1947; 
. asst. for atomic medicine, office Chief Med. VA Dir. and chief, Radioisoto 

ect., VA, 1947-52, VA asst. chief med. dir., 1952-56; mgr. VA Hospital, VA 
1956——; tech. adv. and cons. numerous Govtl. and pvt. orgns. including NSRB. 
Safety Officer and rep. Surgeon Gen., Staff, CJTF-ONE (Bikini Tests), Jan. 
1946—Jan. 1947. Decorated Legion of Merit with gold star, Bronze Star Medal. 
Fellow Am. Pediatric Soc., Radiol. Research Soc. Am. Acad. Pediatrics, A.A.A.-S.; 
mem. A.M.A. and other nat. and state profil. assns. Rep. Presbyn. Mason. Clubs: 
Army and Navy, Cosmos (Washington), Guyan Country.. Author numerous 
otee in field. Home: 1540 Spring Valley Dr. Office: VA Hosp., Huntington, 


Present assignment: January 1, 1957, to present time. 

(6) Assistant manager: Joseph F. Glass, LL.B. 

Education: Doctor of laws degree; attended American Hospital Association 
Institute on Methods Development; Inservice Course for Medical Records 
Librarian, University of Tennessee; American Hospital Association Institute, 
Operating Problems Small Hospitals; American College of Hospital Adminis- 
trators, 10th Southern Institute for Hospital Administrators; American College 
of Hospital Administrators, 25th Chicago Institute for Hospital Administrators. 

Army service: U.S. Army from August 18, 1940, October 15, 1945 (clinical labo- 
ratory and hospital administration). 

VA experience: Assistant, chief registrar—VAMTG, Memphis, Tenn.; chief 
registrar, VA Hospital, Dublin, Ga.; chief registrar, VA Hospital, Chamblee, Ga.; 
chief registrar, VA ee Richmond, Va.; chief registrar, VA Hospital, Bronx, 
N.Y.; chief registrar, VA Hospital Oteen, N.C.; area supervisor, area medical 
office, Atlanta, Ga. . 

(c) Director, professional services: George M. Lyon, M.D. 


| 
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II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Tom oof Jn. 12. = 
Total | TB Psy: Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ty... 188 
Beds not in use (unavailable): 
4. In process of activation. 
6. Staff not recruitable: Beds re- 
7. bed not for 
rent opera’ regardless 
9. Patients remaining... 157 3 2 14 198 
10. Average daily patient load for 12 
months en: Dec, 31, 1958......... 150 1 1 12 198 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1 
who were 55 years of age eat > 
6b) Percent of total patients re- 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
maining Jan. 10, 1957........ 52 }.. 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
15, Number of patients on trial-visit status as o: Dee. ai. 0 0 0 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
Total. 1,962 1, 908 1,897 
Irregular discharge. 80 70 55 
Death_- 148 171 160 
All other. = 1, 734 1, 667 1, 682 


(b) If there are trends in any of the omy ements above, please describe their 
significance and impact on the activities of your hospital. There has been & 


steady increase each year in the average number of seriously ill each day and also 
in the number of patients over 55 years of age with the corresponding increase 
terminal-illness rate. Both tend to increase the cost of providing medical treat- 
ment and hospital care, particularly in such matters as professional services, 
drugs, clinical laboratory work and X-ray. 
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III. Length of stay 


1. Length of stay: Averegp stay in Giecharging hospital of patients discharged 
during the 6 months ending December 31, 1958. : 

G.M. & S. hospitals: Average stay for G.M. & S. patients, 28 days. 

2. For G.M. & 8S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations: Include only the ex- 

ience of patients admitted for the surgery indicated. Exclude the experience 
of any patients with multiple treated conditions.) 


Average 
Cases length of 
stay 
ectomy-..-..- o- 7 15 
erniorrhaphy.- ---.------ 18 « 1 
Subtotal gastrectomy for duodenal ulcer-_._-. 12 
ttatectomy: 
pubic. 


3. (a2) What system of control do you have to insure a minimum stay in hos- 
pital? The director, professional services and the chiefs of medical service and 
surgical service monitor the length of stay on a continuing basis. In addition, 
the length-of-stay committee meets once a quarter to review and analyze the 
length-of-stay situation the previous quarter. Perhaps the most effective force 
in maintaining a minimum stay is the desire of the physicians and surgeons to 
have a rapid turnover. In fact, there has been a bit of a tendency to want to 
avoid the care of the chronically ill patient on the part of some staff physicians. 
eee to a large measure overcome by establishing an intermediate service 

1 

(b) What improvements have you made since your last report to this com- 
mittee? The last report was mings prior to the manager and assistant manager 
being assigned to this hospital. There has been a complete overhauling of the 
length-of-stay program along with other changes in strengthening the professional 
and administrative activities required to support an effective and economical 
program of medical treatment and hospital care. 

(c) Are there any identifiable administrative practices or policies that may con- 
tribute to increasing length of stay? (If so, describe.) None. 


(d) Are there any identifiable differences in the characteristics of patients, or 7 


their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Yes; seriously ill list runs 15 to 
25 patients daily. This is 10 to 15 percent of the patients hospitalized at any one 
time. Also, demands for chronically ill long-term cases run lower at this station 
than at most hospitals of comparable size. This is largely due to the fact that 
people in this geographical area do not like to go to doctors and ordinarily put off 
going to a hospitai until there is little or no other recourse. The majority of the 
patients are from rural geographical areas socioeconomically underprivileged. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? I believe that it 
ps be of some benefit, but not dramatically so, perhaps 2 or 3 days shorter on 

average. 

(6) What effect would such a program have on your cost of operation? Would 
be the same, or slightly more, due to the fact that it would result in more patients 
being treated in a year. This would depend on continuation of 180 operating 
beds and authorized average daily patient load 153, which is 85 percent occupancy. 
That is maximum capacity this hospital can stand and still provide proper bed 
space for patients. 

5. What would you suggest to further reduce hospital stay without impairing 
care? A fully recruited medical staff, nursing staff, and some increase in person- 
nel of registrar division. Presently there are two full-time physicians ou the 
medical ‘Service. We need two more. There are three full-time surgeons on 
the surgical service. We need one more. We need three more nurses and three 


| 
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mor nursing assistants as well as three more clerk-stenographers in the registrar 
vision. 
6. What is needed to improve turnover of patients? (Same as 5.) 
IV. Waiting lists 


1. Number of eligible applicants not Pps hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total 
req conn 
Total In non-VA| Not yet 

hospitals hospitalized 
Total 115 0 115 0 115 
0 0 0 0 0 
0 0 0 0 0 
115 0 115 0 115 


060. How many patients are scheduled for admission subsequent to January 12, 
195 14. 

What system do you use for scheduling admissions from the waiting list? 
vA "Poliey— ircular 18, establishes the system and priorities to be used in sched- 
uling admissions from the waiting list. This is followed with highest priorities 
being given to bona fide medical emergency cases and patients with service- 
connected illness or disabilities. : 

4. In addition to the persons —— in reply to questions 1 and 2, above, 
how many additional persons were knows to you on January 12, 1959, who were 
potential admissions? 3 emergency cases—ambulance authorized. i 

. 5, Are patients admitted without placement on the waiting lists? If the. 
answer is ‘‘Yes,’’ please describe the circumstances. Yes. Bona fide medical 
emergency cases and service-connected cases are admitted at once. Other admis- 
sions occur only when the situation permits in accordance with VA Circular No. 18. 

6. Number of applications for. admission from July 1 through December 31, 
1958: Total, 2,159; approved, 986; rejected, 639; transferred to other VA 


stations, 603. 
V. Hospital staff 


- (Report full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
1. Total 1 240.6 1 228.7 —11.9 
2. Physicians, full- and part-time... 911.7 210.6 
3. Physicians, residents and interns. 0 0 0 
4. Physicians, consultants and attendings..........-..- 2.4 1.7 -.7 
41.0 39.0 —-2.0 
8. Therapists and technicians 3_............-........--- 11.0 11.0 0 
0 0 0 
10. Office of manager, personnel, and finance... -.----.-- 410.2 410.3 +.1 
14, Engineering maintenance (excluding laundry) 19.0 20.4 +14 
15. Engineering operations (excluding | y)- 8.0 9.8 +18 
16. 8.0 6.6 
17. Special services....... 4.0 4.0 0 
18. other staff. _- 38.3 44.3 +6.0 
1 The previous report (1956) asked under the same type information, now being acknowledge on p.6, for 
23 items in contrast to 18 items in the current report. Also the previous report indicated that item I No. 2 


(ib = item No. 23 (38.3 employees) and item No, 14 ai. 1 employees) should not be inel 


as: Includes 1 physician who also serves as egg. 3 of professional services. 
In in physical medicine, dentistry, laboratory, X ¢ 
include manager who is a physician an who has already been reported in item No. 2. 
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19. (a) Number of member employees as of January 12, 1959: None. 

20. What was number of guards on duty December 31, 1958? 6 (rural area; 
no civil police protection.) 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (6): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. -.......--- 31 28 
Average payment per consultant or attending !__..........-.-- 896 723 750 
Total amount paid to all consultants and attendings !__....._.- 27,773 20, 250 19, 510 


! Exclusive of travel. 
Note.—This reduction has hurt the medical treatment program. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Ca Full time Part time | Consultants, 
attendings 

edical social worker (inpatient) 


Full-time equivalent. 
VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
(a) Aid in attracting and retaining qualified physicians and surgeons for profes- 
sional staff. (b) Permits physicians and surgeons on the staff to improve and 
maintain their professional proficiency through clinical investigation, research, 
and study. (c) Stimulates more careful study of the patients and results in a 
higher quality of medical treatment and hospital care. VA hospitals not affiliated 
with medical schools are finding it more and more difficult to recruit top-flight 
medical staff. 

2. For hospitals without approved research and education activities: What 
benefits would acrue to the operation of your patient care program by the presence 
of (1) research and (2) training programs such as medical, paramedical, or hospital 
administrative trainees? We have approved research activities. We are not 
well prepared to accept paramedical or hospital administrative trainees at the 
present time; however, many of our professional and hospital administrative 
personnel are receiving valuable inservice training. We can provide good oppor- 
tunities for third-year residents in medicine or in surgery for periods of 3 to 6 
months. We are approved for a preceptorship in the surgical service. 

3. Amount of funds available in fiseal year 1958: 


Foreducation 
Research and train- 
ing (pro- 
gram 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools. 1D Rescisacadeoes 


! For medical photography initial equipment. 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric wel 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
3 
(c) For treatment of a non-service- 
connected condition...............-- 31 a 
(1) Patient has compensable serv- 
ice-connected disability ll 
Tn receipt of VA pension -._.-- 9 
3) In hospital more than 30 days... 6 6 
(4) Other 5 


4 Any form of prepayment insurance. 
SC veterans not required to answer. 


Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 1 
of the categories in (c) ———e him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. 

b) Number of patients in (a) whose employer had advised the ye rie. that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: None. 

3. What action do you take to collect payment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Bill through finance at hospital per diem rate intead of itemization of 
services as previously done. Estimate of cost of collection, $275. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 
Amount billed _- $26. 155. 75 $17, 660 
Amount collected _- 4, 356. 00 2, 119 


> Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 6 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? When indicated, a conscientious 
effort has always been made to counsel the applicants. The socioeconomic status 
of most non-service-connected applicants is generally so obvious that little 
counseling has been indicated. 

8. In your opinion are there abuses of non-service-connected care? As part of 
a research project, a careful study of this matter has been made and abuses by 
those able to pay has been virtually nil. This was true throughout fiscal year 
1958 and 1957 and I believe most of fiscal year 1956. An analysis of this problem 
was made in 1956 of 300 consecutive discharges and 100 consecutive deaths. 
A similar study will be repeated at a corresponding time in spring 1959. 
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9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
2 8 100 
5 40 100 
3 35 100 
Spanish-American 6 100 


VIII. Costs 


1. What were you net costs of hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load__.-......-- 147.0 145.0 153.0 148.0 153.0 
6) Full-time equivalent staff_._........-- 237.5 239. 3 232.7 235. 4 230. 6 
(c) be nee ee $1, 373, 414 | $1, 400,276 | $1,398,174 | $1,507,285 | $1,572,757 
(d) Salaries of staff ?_...........--.....--- 1,048,850 | 1,112,325 | 1,138,931 | 1,243,419 | 31,309,723 
Dationt 18, 827 19, 821 19, 214 18, 513. 
(f) Communications. 7, 473 6, 736 9, 173 7, 377 
) Utilities (gas, coal, water, etc) - --.--- 29, 043 , 195 29, 688 32, 102 5 34, 276 

) 65, 216 60, 676 64, 438 66, 189 66. 
(i) Drugs and medicines -_-......------.-- 28, 736 31, 526 40, 273 49, 871 6 53, 257 
(Yj) Medical and dental supplies - -.---.--- 25, 136 24, 610 30, 965 30, 801 631, 299: 

(k) Asset acquisitions including equip- 

61, 230 59, 896 20, 050 16, 072 2, 545 
88, 903 57, 491 46, 900 40, 444 40, 482. 
(m) Cost per discharged patient _........-- 690 664 701 922 747 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 

3 Including all payroll analysis accounts. 

§ Increases in personne! salaries, not in positions. 

417 percent increase .n rate of telephone service effective in 1958. 

§ Unit cost of electricity, gas, coal and water was increased about 10 percent in 1958. 

6 Increased cost in special drugs closely related to the increased demands of the seriously ill patients and 
maximum utilization of available beds. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
oes standard of medical care? No: probably 8 percent more required for 
fiscal year 1959 than is available to provide acceptable standard of medical care. 

3. Does the allotment of funds on the basis of average daily patient load in- 
crease or decrease the patient’s length of stay? How or why? I believe it has no 
influence in this G.M. & S. hospital with 180 operating beds and an average 
daily patient load of 153 and relatively few chronic long-term patients (approxi- 
mately 10 percent) and no psychiatric patients and only a few patients with 
pens segs (average 1 patient a day) and a seriously ill list averaging 15 to 25 
per day. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
poeaiiet Have they been discussed with responsible officials? (a) Other VA 

ospitals: Only to a limited extent are good examples available. The best is 
VA hospital, White River Junction, and VA hospital, Salt Lake City (G.M. & S.). 
These are comparable as to age of physical plant, size of hospital, average daily 
patient load and quality of medical care; however they have residents and we do 
not. It is difficult to compare this hospital with the hospitals at Beckley, Clarks- 
burg, Erie, Fort Wayne, etc., because they are newer plants and in much better 
state of repair without separate recreation building and nurses quarters to main- 
tain and without expensive grounds to keep up (91 acres). (b) Civil hospitals: 
No. Nearest would be the Chesapeake & Ohio Railway employees’ hospital 
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located in this city. Even it is not closely comparable. The proprietary hospitals 
within the city are entirely unsuitable for comparative purposes. We are located 
in a rural area outside the city limits. (c) Comparisons may be very deceptive 
— >? in false conclusions. (d) Yes, they have been discussed with responsible 
officials. 

5. (a) What is the average raw ‘ood cost per served ration from July 1, 1958 
through December 31, 1958? $1.098. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.010. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? Yes. Except for modification required by the patient’s particular illness 
or disability. 

6. (a) As of December 31, 1958, give the number of vacant quarters for person- 
nel: 1 housekeeping, 26 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? Housing in Huntington is difficult to find and relatively expensive. VA 
hospital is in rural area 7 miles from center of city. Public transportation is very 
a Quarters on the station aid in maintaining staff and recruiting very 

efinitely. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $4 million. 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. Hospital is one of 1930 series. Opened 
in 1932. Expensive to prevent steady deterioration of waterlines and elevators; 
large building areas, large nurses’ quarters, large recreation hall and a roadway 
1 mile from highway to entrance to the hospital building make upkeep expensive. 
There is need for replacing electric lines, improving lighting, replacing floors, 
screens and for painting inside and outside of building. Need for replacing worn- 
out. 1932 equipment in the laundry and powerplant. Increasing cost in supplies, 
increasing cost in doing business generally, etc. 

9. What internal programs have you developed to engender cost consciousness 
at your station? In 1956: Program indoctrinating all employees under the leader- 
ship of the manager and the assistant manager in spending wisely and in appre- 
ciating the importance of economy was begun. By staff meetings, directives, and 
other means, efforts were made to appeal to the good sense and sympathetic 
cooperation of all employees so they would want to save expenses and protect 
our resources. Clarification of organizational setup and responsibilities tended to 
clarify appropriate cost centers for which key personnel were responsible. Chiefs 
of services and divisions and their key assistants were given particularly detailed 
instructions and charged with responsibility for preaching and practicing cost 
consciousness. Manager and assistant manager meet weekly with the chiefs of 
engineering division, fiscal division, personnel division, registrar division and 
supply division to review matters of past week and review plans for the coming 
week. 

The director, professional services, maintains contact almost daily with the 
chiefs of the professional services in respect to their cost problems. In addition, 
an improved and simplified cost center application was developed throughout the 
pep ror: in accordance with organizational elements and this was completed early 
in fiscal year 1958. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar. 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar. 
year 1958? (All stations other than NP hospitals will report costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
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services, and which were instituted for the pu e of making VA laundry opera- 
tions. comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum.accounts.) 
Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.048; ber pound, $0.064. 
‘Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.068; per pound, 50.092. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, eve.? As applied at this hospital, 
it does not adversely affect turnover or the admission of patients who actually do 
not require hospital care. Our professional staff eagerly desires rapid turnover. 

12;-How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 

atient load so funds would not be withdrawn? In this community and in this 
hospital, none. Demands for beds consistently exceed availability of beds at this 
station as-evidenced by a large waiting list. 

13. (a) If CBOC program could be explicitly identified asa cost factor of run-' 
ning a hospital and funds specifically allocated on this basis, what effect would it 
have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? No effect on number of operating beds (180). 
(6) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,557.03. 
(2) Visits to hospitals by patients on CBOC status: 312. 
(3) Cost per visit: $11.40. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples. 
(1) Primary allocation of funds. (2) Reduced earmarking of funds allotted to 
the station for operating expenses. (3) Managers can now deal more effectively 
with local problems or situations provided they stay within administrative and 
legal limitations and fiscal resources. (4) Better guidance and assistance on 
request to the area medical director’s office. This is much better than when 
hampered by former VACO restrictions, some direct and some indirect. (5) This 
evaluation is based on observations made by the manager during 9 years in central 
office (including 4 years on the Budget Advisory Council) and nearly 3 years as 
the manager of a hospital. 
¥ (b) oo your hospital had an internal audit of its administrative operations? 

es; 

(1) Was the team personally experienced with hospital operation? I be- 
ieve so. 

(2) Was it apparent whether paramount interest was in good practical ad- 
ministration or in how well central office minutiae of procedures were fol- 
lowed? I believe that they were primarily interested in good practical ad- 
ministration. I, and most of key members of the present management 
team, did not see them as it was before we came to the station. Their 
written recommendations, however, were almost without exception, con- 
structive, desirable, and in turn have been adopted locally. 

_ (3) How was the internal audit valuable to your hospital? It called atten- 
tion to many administrative matters which genuinely needed correction. 
_ . (4) Were you pressured or compelled to adopt any impractical or inhibitive 

: Opetcnet changes as a result? To the best of my Knowledge, no. 

_(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? A medical advisory committee composed of out- 
standing specialists interested in the veteran patient and selected from within 
this metropolitan area. This committee could well serve the same function as 
the dean’s committee does in evaluating the medical situation and advising the 
VA as to the quality of medical treatment and hospital care within a VA hospital 
having a dean’s committee. I believe an advisory group from a nongovernment 
source is preferable. They can also help tremendously in recruiting. 


8 
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d) The area medical director’s office is regarded as part of the central office, 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful. 

(2) Of what value would you think these visits are to VACO? They can 
aid greatly by observing both strength and weakness in the field station. 
They can report this to central office as well as advise responsible officers at 
this station. They can support the manager in presenting his problems 
before VACO, together with appropriate recommendations. 

(3) Would less frequent visits be more useful? No. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. It is important that there be some 
centralized authority. Experience at this station indicates that the balance is 
very gene at the present time. 

2. Is the management development program directed toward making good em- 
ployees or good managers? Good employees with specific emphasis in looking for 
and developing better trained personnel for the management team with special 
a nt etl for those, who are potential assistant manager and manager 
materi 
X. Capital improvement 


1. What nonhed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1900 | Dissecting room for project No, 
Fire alarm system, buildings 1, 2, 12, project No. 47-5112...-.....-..------ 6, 000 
Automatic sprinklers (6 buildings), project No. 4,000 
1961 | Emergency electric plant for elevators in buil 1, project No. 47-5123__......._- 4,000 
Canopy over laundry platform, project No. 2,000 
Additional safety exits for buildings 1 and 2, project No. 47-5122.................- 2' 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


Install Thermopane glass in 9 windows in surgical operating suite......_.............-...-. 
Install aluminum window screens, 5 floors, building 1_.................--..-------.--.----- 
Replace and enlarge wastelines from kitchens (permanent quarters) -_.....................- 
Modernize 4 kitchens in permanent quarters, buildings 6 and 8..............-.2222-222-.... 
Enclose 2 porches, ward 2-A and 2-B, building 
Install float valve control in elevated water tank. 
Replace bedlights in 5 wards, building 1........_.......-.-...-----.------.----------------- 
Construct recovery room near surgery operating suite, 4th floor, building 1................- 


pap 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
Cover top of boilers with plastic compound to stop air leaks and improve cleanliness_ .._-.- ; 900 
Repair to slate roofs, all station 400 
Repair copper gutters, all station building 300 


Modernizing nurse’s station on wards 1~A, 2-A, 3-A, and 3-B____.-__..---.-------.---2---- 
Alterations for 3 3-bed isolation rooms, 2d fioor, building 
Erect overhead emergency electric powerline to building 1 (distance of 2,300 linear feet) _.__- 
Install fluorescent lighting in 7 corridors, buildings 1 and 
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(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacemtiént of elevators Nos. 1 and 2 in building 1 (installed in 1982)/._...............-.- $75, 000 
Replacement of waterlines: 
Buildings T-21, T-22, T-23, T-24, T-25, T-26.. 2, 000 
Repair air-conditioning unit for surgery operating suite 2, 500 
Replacement of standpipe for elevated water tank... ............-.-----.-.----------------- 7, 500 
Resurfacing road south and east of building 2 (1,700 square yards). _..........---.--..--.--- 5, 000 
Exterior painting (buildings 1, 2, 6, 7, and 8)_............-..--.-.-.-_----------------------- 9, 500 
Interior painting (building 6 and 15, 100 
Install cathodic protection for elevated water tank...................-.-.-.----------------- 2,000 
Replace asphalt floor tile in building 2......-....--...-...-....--.------------- 2, 500 
Replace asphalt floor tile in building 5..........._...-.-.--.------------------- 2, 300 
Replace 5 porch roofs on permanent quarters, buildings 6, 7, and 8.... 2, 800 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Description Amount 
Install additional capacitors to raise the power factor to capacitor bank.. $1, 000 
— 1 door —s panel, and limit switches on Warner Elevator, building 4, and miscel- 1.0 
Replace 1,000-gallon hot-water tank, hospital building 1- 2, 500 
Overhaul 3 oil circuit breakers in build 1, 5, and 16 1,000 
place corroded radiators in buildings 1 and 2........- 1,000 
Replace ceiling of walk-in meat refrigerator in building 2. - - 1,000 
Replace underground cable and light fixtures for sidewalk lights between building 1 and 
permanent quarters, buildings 5, 6, 7, amd 8... ...............-.-... 2, 500 
Replace standby stationary gasoline engine for water pump, building 16...................- 1, 500 
Replace or re all outside underground water and gas valves... 2, 500 
Apply seal coat on station entrance road (1,232 yards). 2, 500 
Replace roof on powerplant, building 3_..-. 5, 000 
Repair Zeolite water softener in building 2-............ 2, 000 
1 steam regulators on hot-water tanks in buildings 1 and 2 as per central office letter__.. 1, 200 
Rebuild furnace walls and install new grates in boilers Nos. 1, 2, and 3..................... 2, 500 
Replace bathtubs, urinals, and utility sinks in building 1. -- 1, 500 
Paint interior of hospital, building 1 (5 floors). ..... 15, 500 
Replace foundation planting. 5, 000 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description 


Install transformer in powerplant to connect lighting panel to emergency generator........- 
Fabricate and install ventilating Y-duct over dishwashing machine... 


y 
iS 
r 
r 
) 
) 
) 
Amount 
Increase size of wastelines from 2 to 3 inches from main kitchen in building 2..............- $3 
Apply nonskid material on floor of corridor between. buildings 1 and 4...................... 
ce 5 gas hot-water heaters with electric heaters in permanent quarters, buildings 6, 7, 
Install ventilator fans for plumbing and carpenter shop...............-.-......-.-.-.------ 
Install louvers for 5 fans in rooms 143, 150 (aboratory), also room 240, building 1_-._------_- 
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(c), Replacement and new fixed equipment costing over $1,000: 


Flatwork ironer, 120-inch, 6 rolls, laundry, building 2 


Extractor, 48-inch, laundry, build 


Washer, 42 by 84 inches, grr ty 


3. What, in your opinion, are the most pressing needs in your installation? . 


ree B 


Description 


Amount 


Modern 4 nurses’ stations (4 wards) }._- 
lor 2 3-bed rooms for isolation unit 


. 


. 4-4234 

Ene overhead ‘electric powerline (2,300 linear feet) 
Emergency electric plant for elevators, acne 1,3 project No. 47-5123_ 

Replacing wornout main X-ray developing t 

Install thermopane in 9 in 
Fire alarm system ( 


ct No, ting suite ! 
47-5112 3 


' Replace wornout kitchen equipment: ! 


(6) Gas rotisserie 


(c) Potato peeler, vegetable cutter, and food mixer 


38s 


(d) Steamtable 


Total 
Replace 4 bedpan sterilizers, wards ! 


. Replace 4 area-flush utensil ‘sterilizers, nama 
Install fluorescent lighting in perehaans. “pulling 1 (4 floors) and building : 2 (3 floors)... 


Replacement of water lines: : 
Complete, building No. 


| | 


6 permanent build 


i, 3, 4, 5, 6, and 8) 
6 temporary (T-21, 


-22, T-23, T-24, T-25, and T-26) 


Total 
Replace 2 elevators installed in 1932, buil 


ject Ne 
Build canopy over laundry atform, project No. 47-5118.____- 


2 additional safety exits, buildings 1 and a ae No. 47-5122 
.. Replace wornout laundry | urchased in 1932 
Flatwork ironer, 120-inch, 6 


48-in 
te Washer, 42 by 84 inches. 
(d) Washer, 42 by 72 inches. 
(e) Air compressor. 


‘ 1 Urgent because of direct relation to patient care. 
2? To protect physical plant and sustain hospital 
_ 4Important to safety of employees and personnel. 


Norte.—Project number is shown where it has been assigned by VACO; all other items not programed. 


Raplace 4 bedpan sterilizers... 
Replace dishwasher in main kitchen, building 
Replace gas rotisserie oven in main kitchen, building 2...............--..-2------ eee 
‘Replace potato peeler, vegetable cutter and food mixer in main kitchen, building 2......... 
Replace steamtable in main kitchen, building 2... 
Replace morgue autopsy table, building 
osc 

utomatic fire sprinklers (6 buildings), project a 

pair to 20-ton air conditioning unit for surgery operating suite '...................-.- 

stall exit — Dailding 1, NO, : 

stall panic bars and exit doors, building 1 *..-............-..-.-.-..------.-----.-.-- 

»place furnace walls and grates in boiler Nos. 1, 2, and 3 "ql 

verhaul 3 oil circuit breakers, buildings 1, 5, and 16 ?_._..............-...-----.---..- 
16. 
17 
18 
19 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1759 


MARTINSBURG, W. VA. 
I. General 


Namé of hospital: Veterans’ Administration Center. 

Street address: West Virginia Highway No. 9. 

City and State: Martinsburg, W. Va. 

Type of services: Type of hospital, TB; G.M. & 8; domicile, yes; formal 


outpatient clinic, no. 
ame, qualifications, and tenure of— 
(a) Manager: Donald 8. Slade; nominee, American College of Hospital Admin- 


istrators; manager since 1952; this center from June 30, 1957. 
(b) Assistant manager: Carle B. Payne; assistant manager since 1946; this 


center from December 29, 1956. 
(c) Director, professional services: Charles J. Bishop, M.D.; director of pro- 


fessional services at this center from April 28, 1950. 
II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed capacity. 900 525 500 
2. Operating 840 525 500 
Beds not in use (unavailable): 
6 Staff not recruitable: Beds re- 
7 Type of bed not required for cur- 
rent operating plan regardless of 
9. Patients 747 484 479 
10. Average daily patient load for 12 
months ending Dee. 31, 725 457 488 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
6) Percent of total patients re- 
minke (line 9). .....-....-- 60 70 88 
13. Patients in hospital on Jan, 10, 1957, 
who were 55 years of age or older: 
6) Percent of total patients re- 
maining Jan. 10, 1957__..__.. 7 8 9 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit di ear. 7 5 4 1 
15. Number of patients on trial-visit Herb ie for 31. 2 2 0 0 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of diseharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: None. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
pa ya ny ok 1959, because they were not required for fiscal year 1959 operating 
plan . 

(6) During the past 12 months, how many TB beds (rated capacity) wer 
converted to other than TB use? 40 beds. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(a) G.M. & S. hospitals: Average stay for G.M. & 8. patients, 61 days. 

2. For G.M. & 8. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions): 


Average 
Cases length of 
stay 
Appendectomy 9 13 
erniorrhapby 39 M4 
Hemorrboidectomy 31 12 
‘Cholecystectomy 3 21 
Subtotal gastrectomy for duodenal ulcer. 1 31 
Prostatectomy: 
Suprapubic 1 29 
Retropubic.. 
10 30 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? Control of length of stay in the hospital is exercised by the manager with 
the advice and assistance of the director, professional services, and the length-of- 
stay committee. This committee meets at regular intervals and reviews charts 
of patients discharged from the hospital to determine if the length of stay was 
prolonged, and, if so, to determine the factors that contributed to the stay. The 
committee also receives monthly from the registrar a list of patients in the hos- 
pital over 90 days. All patients on this list are reviewed by the social work 
service and the ward physician to determine the cause, necessity and advisability 
of the length of stay. 

(b) What improvements have you made since your last report to this com- 
mittee? The area medical office has been able to assemble the experiences of all 
hospitals in the area with respect to factors which have contributed, at one time 
or another, to increase in the length of stay. These factors have been issued in 
a letter which can be used as a check list by individual hospitals. By the use of 
this list and the devices noted in paragraph 3 (a), above, it is believed that the 
length of stay is now well controlled. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) It is the VA policy 


0 
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that no veteran will be discharged from a VA hospital until suitable arrangements 
have been made for his care outside the hospital. While the necessity of making 
such arrangements prior to discharge may result in prolonging the current stay 
in hospital, the ultimate result in minimizing the necessity of early returns for 
hospitalization is that of lessening length of stay. Requests by adjudication for 
part III or other examinations, which do not require hospitalization for study, 
should not be cause for retention of a patient veteran in a hospital if discharge 
otherwise is indicated. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) The increase in long-term patients 
is readily identifiable on the G.M. & 8S. service. As a result, there is a decline in 
beds available for acute cases. Analysis of long-term cases shows cause of admis- 
sion in degenerative diseases associated with aging as most frequent diagnosis. 
It can be anticipated that the demand for beds for this type of case will increase 
in greater proportion than a decrease in acute cases. This hospital has not noted 
a decrease in tuberculosis admissions during this year. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? As noted above, 
the tendency of hospitalization is now toward the chronic and long-term-care 
patient. It would seem that the optimum time for outpatient care has been 

assed and that the establishment of sufficient outpatient facilities would not be 
justified by any saving in cost of hospitalization. 

(b) What effect would such a program have on your cost of operation? There 
is not evidence that substantial savings would result from the establishment of 
outpatient services. 

5. What would you suggest to further reduce hospital stay without impairing 
care? Further reduction in hospital stay without impairing care can be accom- 
plished by (1) maintaining vigilance over present controls; (2) further improve- 
merts in treatment; and (3) maintaining adequate staffing ot medical and para- 
medical personnel and administrative staff. 

6. What is reeded to imrrove turnover of patients? The improvement in 
turnover of patients is thought similar in concent to reduction of hospital stay. 


IV. Waiting lists 


1. Number of eligible applicants nace ro hosritalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
ospitalized 
2. Domiciliary care: Total applicants.._..- 140 


2. How many patients are scheduled for admission subsequent to January 12, 
1959? 47 TB and 52 G.M. &8. 

3. What systetn do you use for scheduling admissions from the waiting list? 
Applicants are scheduled for admission in accordance with VA Circular 18 (1958): 
VA Policy on Priorities for Hospital and Domiciliary Care. 

4. In addition to the persons rerorted in reply to questions 1 and 2, above, 
how many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances. Applicants are scheduled 
for admission as received when applications are appropriately completed and 
there is no waiting list. 

6. Number of applications for admission from July 1 through December 31,. 
1958: Total, 1,744; approved, 1,521; rejected, 223. 
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V. Hospital staff 


(Report full-time equivalent emvloyment for both full- and part-time employees 
‘as of December 31, 1956 and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 
1956 
Dec. 31, 1956 | Dec. 31, 1958 to 1958 

2. Physicians, full- and part-time..................-..- 27.0 26.5 —.5 
3. Physicians, residents and interns_._..........-.----- 2.5 3.0 +.5 
4. Physicians, consultants and attendings._.........._- 2.3 2.2 -.1 
240.6 226. 6 —14.0 
8. Therapists and technicians !_...........-....-------- 29.4 27.4 —2.0 
10. Office of manager, personnel, and finance...........- 28.8 24.2 —4.6 
12. Other food-service employees... 140.4 —16.3 
14. maintenance (excluding laundry) 43.2 36.9 —6.3 
15. Engineering operations (excluding laundry) - .-.-..-.-- 19.8 69.3 +49.5 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member-employees as of January 12, 1959: 79. Annual 
wage (average): $786.45. 

(b) What is the value of this program to the member and to the hospital? 
The member-employee program insofar as it pertains to a center (hospital- 
domiciliary) is considered quite helpful, both to the member and to the station. 
It provides gainful employment by which the member may support himself in 
all aspects of his living (essentials and incidentals) and aids in his rehabilitation. 
It provides the hospital with a class of labor which is readily available at a very 
reasonable rate. Although the member-employee turnover rate is well in excess 
of that of civil service employees, it is not too difficult to place members in pay 
status whenever required. In many instances the services of a member employee 
are equal to those of a low-grade civil service employee. In some instances it 
also is found that some members stay with the job for considerably longer periods 
than other member employees, enabling them to become quite proficient in 
performance of their duties. The value of the program to a center of this type 
might be rated as very high. 

20. What was number of guards on duty December 31, 1958? None (19 
firefighters doing some guard duties). 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: We have no program in this category. 

22. Number of patients in dav hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service... ...-.---- 37 38 31 
Average payment eke consultant or attending !___.._......_.- $62. $64 $66 
Total amount to all consultants and attendings !_........ $39, 228 $39, 444 $36, 936 
Total for travel. $8, 666 $9, 061 $7, 824 


1 Exclusive of travel. 
Norte.—For fiscal year 1959 3d and 4th quarters estimated. 


~ 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? ; 


Category t Full time Part time /| Consultants, 

attendings 
Wage board administration. 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Educational activities such as guest lecturers by authority keep the staff current 
on medical advances. The presence of residents and the teaching program in 
residency training are effective in keeping staff and residents alert and interested. 
Research activities contribute to patient care in several ways. Better staff mem- 
bers are obtained, if an active research program is offered. The research itself is 
of two types. Certain research, as that done with new drugs or methods of 
treatment, is of direct and immediate benefit to the patients. Other more basic 
research will result in the overall improvement of care. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research train- 
ing (pro- 
gram 8300) 
2. Gifts and donations deposited in general post 
3. Grants from other sources administered through affiliated medical schools_- Si ics... tad 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex- ment 
' hausted | not ex- 
hausted 
t 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
_ nected condition. 69 1 58 
’ (1) Patient has compensable serv- 
(2) In receipt of VA pension. 27 1 18 


- TAny form of prepayment insurance. 


. Nore.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 2. 

b) Number of patients in (2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 


no expense to the veteran: None. 


= | 
| 
| | 
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3. What action do you take to collect payment for hospitalization under ingyr- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Instructions contained in interim issue 10-424 are followed in order to 
collect payments due on reimbursable hospitalization-insurance policies. The 
estimated cost of the collection program during the calendar year 1958 is $1,433. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar 
1957 1958 


Amount billed_- $47, 557 $24, 132 
Amount collected. _ 14, 213 6,445 


edi ‘Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 3. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The prospective patient is 
informed of the minimum charge for hospitalization in the local hospitals. Then 
the patient is required to decide as to his ability to defray cost of hospitalization 
in a civilian hospital before oath is signed. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
Korean... 40 60 100 
World War II_. ll 89 100 
World Warl 3 97 100 
Spanish-American War. 0 100 100 
Peacetire... 45 55 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
. 1955 1956 1957 1958 1959 
a) Average OS ee 749 741 753 744 710 
6) Pull 930 936 938 882 885 
{c) Total cost ! $4, 426, 862 | $4,773,410 | $4, 789, 284 | $5,234,612 | $5, 353, 059 
Salaries of staff 2. 968 799 848, 305 298, 566 4, 409, 222 
Patient travel__ 411 736 . 20, 156 19, 665 787 
) Communications...........-----.----- 10, 442 13, 404 15, 504 16, 107 16, 874 
) Utilities (gas, coal, water, etc.)........ 87, 488 93, 699 106, 176 112, 447 118, 285 
330, 318 334, 320 357, 829 361, 482 351, 616 
i) Drugs and medicines_...........-..--- 87, 302 87, 138 98, 24 112, 417 102, 708 
66, 867 61, 400 84, 471 91, 950 78, 545 
menel “ne te 111, 080 91, 890 48, 926 17, 734 53, 801 
@® All other. , 986 290, 024 209, 893 204, 244 201, 221 
(m) Cost per discharged patient........... 903 871 1, 037 1, 235 1,215 


1A ted for common services: Show all costs to nearest dollar of actual cost. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We do not believe the primary fund 
allocation is sufficient to provide an acceptable standard of patient care, assuming 
that an acceptable standard can be only the best. The present allocation does 
not provide sufficient funds for both direct expense of patient care and maintenance 
and acquisition of equipment. It has been necessary to curtail equipment ex- 
penses. With the rising costs of hospital care, this is not now sufficient, and the 
direct patient care has been affected. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Allotment of funds on 
the basis of average daily patient load will tend to increase the length of patient 
stay. The fixed costs of a hospital are a large proportion of the hospital cost, so 
that variation in a small percentage of bed occupancy does not represent a change 
of cost in direct proportion to the patient load. For this reason no hospital can 
afford to fall below the stated average daily patient load, nor is there fiscal ad- 
vantage in exceeding it. : 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? The statistical 
charts prepared by central office give comparison standards with other VA 
hospitals. These are adequate when used with judgment and conceived as 
trends and guides rather than direct comparisons. It is not believed that com- 
parisons with civil hospitals are appropriate because of the many services appearing 
only in VA hospitals and the differences in staff employment. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.076. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $1.894. 

(c) If all your patients are not on the same ration, what differences are there? 
Why? TB and paraplegic patients receive 30-percent increase for meat products 
milk products and butter, and 10-percent increase for fruits, vegetables, cereal 
products, and miscellaneous foods. Psychiatric, neurological, medical, and 
surgical patients receive 10-percent increase for all food groups. Domiciliary 
members on regular diets receive 90 percent of the basic food allowances. The 
TB patients have larger servings of meat and a selective menu since their condition 
warrants a high protein intake, and they need a wider choice of food from which 
to select in order to increase their appetites for foods. The general medical 
patient is given a selective menu on the ward. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 1 housekeeping, 42 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? This station has a total of 55 sets of housekeeping quarters and a large 
number of nonhousekeeping quarters, which, due to our isolated location, assist 
materially in the recruitment and maintenance of staff. We feel that without 
these quarters to offer as inducement we would.be unable to maintain satisfactory 
administrative and professional staffs. They often serve as the decisive factor 
in securing acceptances from prospective em™loyees. 

(c) What additional quarters do you believe would add quality or stability 
to your staff? Inasmuch as we have 55 sets of housekeeping quarters and a 
substantial number of nonhousekee~ing quarters, we believe additional quarters 
are not needed, nor would they add to the quality or stability of our staff. 

(d) Could cost of such quarters be a lucrative investment? See 6(c), above. 

7. What, in your opinion, is the ca~ital value of this installation (all buildings) 
based on a replacement cost? $17 million. 

8. What factors have operated to nes the costs of hospital operation? 

se explain the effect of these factors. actors operating to change costs of 
hospital operations are: (a) increased cost of drugs; (6) utilization of newer, 
more costly drugs; (c) increased costs of food supplies; (d) increased cost of 
practically all operating supplies; (e) increased costs of personnel in spite of 
employing a lesser number; and (f) increased cost of utilities, such as steam 
(primarily because of increased cost of coal and freight), electricity, telephone 
service, etc. These factors have caused the per diem cost of operations to rise 
considerably, and in order to come within the budgetary limitations, some cur- 
tailment of activities has been necessary. 

9. What internal programs have you developed to engender cost consciousness 
at your station? This station has used the following methods to engender cost 
consciousness among the operating divisions and services: (a) individual budgets 
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for each operating division and service; (b) use of a station budget-control edin- 

mittee; (c) use of a station personnel-control board; (d) extensive use of cost 

records distributed to each operating division and service; (e) extensive and 

frequent discussion of budgetary demands and controls at general staff meetings 

and other conferences; and (f) tight control of salary and equipment money. + 
10. Laundry service: 


(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per, 
number patient-day 


5.3 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will r —— costs separately 
to include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include ‘such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the — of making VA laundfy opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.029; per pound $0.039.° 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.030; per pound, $0.041. 

1l. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? At this station the average 
daily patient load concept of financing in no wise interferes with the hospital 
operations insofar as patient admissions or turnover are concerned. However; 
the evers@? daily patient load might conceivably in some stations which have no 
big t have a bearing on the turnover rate. 

ow many operating beds could be closed if we were not forced by the 
average daily patient load yory 3 t of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds s apoopense allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? There would be no significant otto. 
on operating beds required. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $6,770.75. 
(2) Visits to hospitals by patients on CBOC status: 524. 
(3) Cost per visit: $12.92. - 


1X. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations, Has the decentralization been 
more increased than diminished? es. By what methods? See examples: 
Cite examples. (a) By decentralization to station of funds control; (b) by less 
explicit instructions in manuals and other directives; (c) by giving the station 
almost total personnel control; and (d) decentralization of classification. 


y (6) Has your hospital had an internal audit of its administrative operations? 
es. 


(1) Was the team penne experienced with hospital operation? Tas a 
limited 


Pieces 
Poun 
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(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? They were concerned with the manner in which we followed 
directives and that our operations, when indicated, were properly documented. 
Also, they were concerned with the procedures in every division and service, 
whether we were following good practical administrative practices, and they 
endeavored to render suggestions in this latter connection. 

(3) How was the internal audit valuable to your hospital? In many 
instances the internal audit assisted the station in locating conditions needing 
corrective action. In other instances they recommended changes in the use 
of personnel which resulted in reduction of personnel costs. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? If a fair professional medical audit could be de- 
vised, it is believed it would be of considerable assistance in determining quality 
of professional care and proper standards of professional staffing in all of the 
professional services, and that it would give us the benefit of the advice of the 
auditor from his experience with other stations of comparable status and size. 
It is our belief such an audit should come from VA central office and/or VA area 
offices, and that it should not be conducted by non-Government sources or by a 
joint team of Government and non-Government sources. 

(d) The Area’s Medical Director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? The area office visitations are of considerable help to this station in 
all departments throughout the center. This includes administrative divi- 
sions, professional services and research units. 

(2) Of what value would you think these visits are to VACO? = This station 
is of the opinion that visitations by area office staff should be of considerable 
benefit to central office in apprizing them and keeping them abreast of station 
activities. 

(3) Would less frequent visits be more useful? We are of the opinion that 
less-frequent visits would not be more useful, but in certain areas more visits 
would be considered of greater usefulness. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? Directives, circulars, manuals, etc., have 
not recentralized operational authority to any great extent. The current pattern 
of these issues is to leave considerable to the discretion of the manager and the 
staff in the implementation of the instructions contained therein. 

2. Is the management development program directed toward making good em- 
ployees or good managers? We feel this program is directed toward developing 
good employees and good assistant managers and managers. 


X. Capital improvement 


1, What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
ow at this station? 1961: Wash and grease-rack facilities, building 304, 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 


! 
t 
2 
3 
Installation of a 3-channel radio system 
Construction of sewing room for volunteers...........--.--..------------.------------------ 5, 
Call system (radio paging system) for medical, nursing, and administrative personnel -_____- 7, 640 


XI. Maintenance 
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1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959, 


Description 


_ 


(b) In addition, list those items deferred due to lack of funds which | in your 
opinion will result in further deterioration of property because of such deferral. 


Description 


Amount 


Floors, tile, conductive, building 9: This amount to supplement funds for conductive tile 
in surgical suite (see 1(a). above); $4,500 originally requested, but after soliciting bids 

: Needed to supplement $2,000 already a) sepreme for repairs to railroad. Py 3 
received for $3,500. Approximately $2,000 need ananelly to repair railroad, and this 
maintenance work has been deferred since fiscal year 1956 _-..-...._-. 

Paint ng (interior and exterior): For work which could not be accomplished during. fiscal 
year 1958 due to lack offunds. This amount is required in addition to the $800 previously 
approved for deferred maintenance for fiscal year 1958. .__.--- 

Heat' ng plant: Required to bring up to date maintenance of coal and ash silo, maintenance 
work on CO? meters, replacement of necessary brickwork and soot blowers in boilers. 

and walks: Funds required to appl y approximately 8,000 square yards of 90-pounds- 
to-yard material on roads (principally oh South 2d St.) and repair walks through- 
out center. Resurfacing oo were started uring fiscal year 1953, 1954, 1955, 1956, 
1957 and 1958: these areas, originally te ee in 1942, have had practically no main- 

Covering of parking areas: Required to cover approximately 12) 000 square yards of parking 
area located throughout Ring station. Areas were constructed in 1943 and have had only 
a 24-pound sealer coat since then. This was deferred during fiscal years 1955, 1956, 1957, 
and 1958 due to lack of funds. To permit this condition to continue will mean the cost 
will be several times this amount in the next couple of years. 


Total, ail items under question 1(6), maintenance 


4,000 


26, 700 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal Description 
Year 


Amount 


1960 | Parking areas: Required to ap aperoxtmetely 12,000 square Feats of blacktop 

at 90 pounds per yard, to face parking areas in vicinity o Lovmercn 401 and 
adjacent to buildings 328, 324, and 352. T areas have not been topped 
since 1942. No funds have been made available for this purpose poh a year 


: Required to resurface road from administration building to West Virginia 
Highway No. 9. This will resurface approximately 8,000 square yards at 90 
pounds of material per yard. Program started dur fiscal year 1953 and 
continued through fiscal year 1956; had to be stopped during fiscal years 1957, 
1958 and 1959 due to lack a funds for this purpose. 

Carpentry: Required to purchase materials for repair of connecting corridors, 
doors, and to continue replacement of screen wiring on windows, started during 
fiscal year 1953 through fiscal = 1956, but deferred during fiscal years 1957, 
pom and 1989 due to lack of funds. These funds also will be used to replace 


» Masonite and other materials used in this type of construction. 


$6, 000 


eating 

Roads... Gen pecs 

$1, 000 
1,500 
9, 200 
5, 000 
6, 000 
4,000 
20, 000 
| 


— 
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Fiscal 
Year 


Description 


Amount 


1960 


1961 


Electrical: Required to purchase re parts, materials, and supplies for electrical 
wees and secondary distribution system throughout entire center. The pro- 
gram of replacing small wire, replacement of transformers and electrical service 
was started during fiscal year 1953 and continued through fiscal year 1955. Pro- 
gram of rearranging electrical distribution system and replacing wire discon- 
tinued during fiscal years 1956, 1957, 1958, and 1959 due to lack of funds made 
available for the purpose. 

Floors: Required to continue floor-maintenance program conducted throughout 
center for last few years. Adequate funds have not been available since fiscal 
year 1953 to properly conduct this program. We have been unable during fiscal 
years 1958 and 1959 to do any appreciable amount of floor maintenance. 

Heat-distribution system: Required to maintain and repair approximately 9,000 
linear feet of steam mains, supplying steam to approximately 100 buildings; to 
replace steam traps, make radiator repairs, procure radiator nipples and valves, 
and make repairs to 21 separate vacuum and condensate-return pumps. This 
program has been completely deferred during fiscal years 1957, 1958, and 1959 
due to lack of funds. . 

Painting: Required to purchase paint for 129 buildings and structures. Program 
deferred during fiscal years 1957, 1958 and 1959 due to lack of funds. 

Plumbing: Required for deferred maintenance of plumbing throughout the cen- 
ter. Funds to be used for purchase of supplies and repair parts. It was neces- 
sary to defer this maintenance during years 1957, 1958, and 1959 for lack of 


funds. 

Roofs: Required to conduct a continuous maintenance ——— of the flat roofs at 
this center, which require an annual expenditure of some $10,000 to progressively 
keep them in good condition. This maintenance was deferred during fiscal 
years 1957, 1958, and 1959 due to lack of adequate funds. 

Heating plant: Required to maintain equipment in the central heating plant, for 
maintenance of 4 681-H P boilers, coal-handling equipment, meters, etc. 

Railroads: Required to contract for repair of railroad spur into the hospital 
grounds. This maintenance was deferred during fiscal years 1956, 1957, 1958, 


Parking areas: To resurface approximately 10,000 square feet of parking area in 
building 10 area, used by hospital attendants, nurses, administrative employees. 
The parking area is in very poor condition; several spots permit water to stand 


Roads: Needed for resurfacing roads in vicinity of water plant, central heating 
plant and South 4th St., which have not been resurfaced since they were origi- 
nally installed in 1942. 

Carpentry: Required to maintain 129 buil and structures, a portion of which 
are wood construction and 96 brick veneer. This includes plaster and brick ma- 
sonry work, along with wall tile and other wall construction, and repair of 
screened porches on all wards. 

Electrical distribution: Required for supplies and materials for repairs on primary 
and secondary electrical-distribution system to the 129 buildings and structures 
at the center. Over 5 miles of high-line prim service is in use at the center, 
with a maximum demand of approximately 700 kilowatts. 

Floors: Required to conduct ae ay maintenance program of some 650,000 
square fest . Soors. A continuous leveling program must be conducted on this 

of construction. 


of 300,000 gallons of water per day. Funds also are for repair of auxil lines 
terllizing, cooking and dishwashing ane and 


Roofs: Required to conduct a continuous maintenance program of flat roofs, lo- 
cated on all connecting corridors, reservoirs, etc. 

Heating plant: To maintain equipment in central heating plant. For repairs to 4 
681-horsepower boilers, coal-handling equipment, , and storage facili- 


ties. 
Railroads: To progressively maintain railroad used to supply station with coal... 


Total, all fiscal year 1961 items under 2(a), maintenance: 


8, 000 


6, 000 


15, 000 


10, 000 


10, 000 
15, 000 


12, 000 


10, 000 


10, 000 
10, 000 


2, 000 
113, 000 


if 
|_| $7,000 
| 
6, 000 | 
| | 
5, 000 | 
| 
6, 000 
4, 000 
Total, all fiscal year 1960 items under 2(@), maintenance. 87, 000 
fi 
| 
in large vol 
4, 000 
25, 000 
Painting: Required to progressively paint 129 buildings and structures for 1% a 
miles of connecting corridors. Hospital is of brick-veneer construction; interior 
walls are plasterboard and cannot be washed. 
ary) Sey system: Required to maintain and repair approximately | 
9,000 linear feet of steam mains and ser lines located throughout 96 —- 
and 134 miles of connecting corridors. This amount is needed to progressively 
repair decayed radiator nipples, valves and traps. 
Plumbing: Required to care for peeing facilities of center, including approxi- | 
mately 4 miles of 10-inch water main and 34 miles of sewage main, water-treat- j 
ment plant lines and facilities. The water-treatment plant processes an average 
33427 O—59——_113 
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(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 

Installation of a ramp leading from building 10 to building 4, used for domiciliary members. 

The same area is used for delivering linen and supplies, ete..._..............-.------.--.. $1,000 
Installation of ramp between buildi 11 and 5, nurses’ quarters, so supplies, equipment, 

etc., can be trucked to these areas through corridors... ................--.-.---.---------- 1,000 
Installation of wooden ramp between buildings 11 and 13 so supplies, materials, etc., can be 

trucked to those areas through corridors..........................--.---------.---.------- 1,000 
Installation of ramp to building 220 so intermediate patents can be rolled out on lawn. ____- 1,800 


(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 


1 high-compression steam cooker with automatic water injection and draining, automatic 
electric, model HC-2, for cooking meats and vegetables. .-_.............--...---------.-. $1, 052 
1 2-compartment sink-and-table unit, needed in connection with preparation of cold foods 
in diet section of main hospital kitchen and in vegetable preparation. .................... 1, 100 
1 3-section gang mower, 72-inch capacity; to replace present mower, in service since 1946. --. 1, 450 
3 a warmers, for use in ward kitchens in general medical, intermediate, and tuberculosis 
1,350 
7 water coolers, to replace coolers purchased by Army in 1942 and 1943 which have steel : 
tanks end aro worn beyond repel... 1,050 
12 bedpan sterilizers, to replace ones installed by Army, which have porcelainized steel 
12 griddles, 2-burner, electrical; to replace old, obsolete, kitchen stoves; to be used for cook- 
ing pancakes and eggs; 2 burners on 1 end........................-.--.------.------------ 3, 000 
1 laundry-folding machine; to increase production and eliminate 1 employee from laundry 400 


operatio’ 
1 bacteriological safety hood (at present clinical laboratory is not equipped with this hood, 
and it is considered very dangerous for employees in this area) _ __............-......--.-- 2, 400 
1 bacteriological incubator (clinical laboratory is not on qed with incubator at present) - - 2, 000 
1 instrument sterilizer (this hospital is not uipped with this instrument at present; it is 
standard criteria for VA hospitals and should be installed here at earliest possible date) - - 2, 800 
1 air conditioner, 10-ton unit for laboratory service, building 6; tocomply with VA standards. 3, 500 
1 ethylene-oxide sterilizer, for yey Foy building 9, for use in sterilizing spinal-anes- 
thestic agents as recommended by AMA Medico-legal and Safety Council. -_...........- 5, 000 


Replacement and new, fixed equipment over $1,000____........-.-...--..-------.--- 36, 152 


3. What, in your opinion, are the most pressing needs in your installation? 
(a) Additional funds are needed for equipment at this station. We have been 
able to buy only a limited amount of equipment over the last 2 years. Much of 
our equipment is old and obsolete; a large part of it was turned over to VA by the 
Army when the station was organized in 1946. No major replacements have 
been possible for more than 2 years except through surplus of other agencies. 
(6) Additional funds are needed for maintenance and repair. It is desired to 
point out that this is a cantonment-type station, composed of semipermanent 

uildings which have been in use continuously for more than 15 years. In order 
to keep these buildings at their present high standard and to prevent considerable 
further deterioration, more maintenance and repair funds are required, in sub- 
stantial amounts. (c) Additional operating funds are needed for all services for 
supplies, materials, etc. With eae reference to the newly organized inter- 
mediate (geriatric) service, funds far beyond the expectations of the station have 


been required for this service. (d) Additional operating personnel are required 
in many of the operating services, particularly in the housekeeping division and 
the — service. Both of these organizations were recently organized and 

d be brought up to first-class standards in their respective fields of operation. 
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MADISON, WIS. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

Street address: 2500 Overlook Terrace. 

City and State: Madison, Wis. 

Type of services: Type of hospital, TB; G.M. & S. yes; domicile, no; formal 
outpatient clinic, no. 

ame, qualifications, and tenure of— 

(a) Manager: Morris C. Thomas, M.D., 10% years. 

(b) Assistant manager: Kenneth R. Morris, 8 years. 

(c) Director, professional services: Jerome Ritter, M.D., 7 months. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB ~ Neuro- | G.M. & 8. 
logical 


BED CAPACITY AND PATIENTS REMAINING 


1 

2 

3 

6 

7 


9. Patients 449 278 10 24 WP 
10. Average — patient load for 12 
months ending Dec. 31, 412 257 6 24 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(oy ves 212 89 8 18 97 


> 
= 
8 
a 
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USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit d year_. 0 0 1 2 
15. Number of patients on trial-visit status as of Dec. 31. 0 0 1 1 
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16 (a) What is the number of patients discharged from your hospital during the 


past 3 calendar years? 


Type of discharge 1956 1957 1958 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. The G.M. & S. load has 
increased over the past 2 years, resulting in increased turnover rate and correspond- 
ing increase in operating costs. Another trend will be noticed in the increase in 
number of patients in the higher age group, resulting in more prolonged hospital- 
ization and presents more problems in discharge planning. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? Rated capacity is 475. Of these, 311 are required for TB pa- 
tients, leaving 164 available for G.M. & S. patients. All of these beds were 
required for fiscal year 1959 operating plan. 

(6) During the past 12 months, how many TB beds (rated capacity) were 
converted to other than TB use? 36 were converted for the care of long-term 


chronic illnesses. 
III, Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(b) TB hospitals: Average stay for TB patients, 221 days. 

3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? We have a length-of-stay committee consisting of the director of profes- 
sional services as chairman, three other physicians, and the chief, registrar division, 
with the manager as an ex officio member. Each month, every fifth discharge is 
carefully reviewed for medical and administrative practice or policies which may 
have caused or contributed to an excessive length of stay. For TB patients, the 
therapy boards outline the treatment program for each patient and these boards 
are held weekly to avoid any unnecessary hospitalization of patients. 

(b) What improvements have you made since your last report to this com- 
mittee? No appreciable change in the length of stay for TB patients can be 
expected because of the prolonged and unpredictable treatment requirements. 
Our interest is to avoid any hospitalization beyond definite need. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future. (If so, describe.) Yes. The trend to older age group 
patients presents problems at the time of discharge because of their limited em- 
ployment opportunities, inadequate income, and lack of suitable living facilities. 
= of these may contribute to rehospitalization because of reactivation of their 

isease. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Would have 
little effect in that most of our patients come from a considerable distance and 
ordinarily it would not be practicable to return to this hospital for followup care. 

(b) What effect would such a program have on your cost of operation? If 
strictly outpatient program were placed in effect for any and all of our discharged 
patients who might require posthospital followup care, it would increase costs for 
travel, professional, and ancillary services, etc. ai 

5. What would you suggest to further reduce hospital stay without impairing 
care? Improved community responsibility for earlier diagnosis and for obtaini 
earlier hospital care. Improved community resources available to the discharge 
patient. 

6. What is needed to improve turnover of patients? Suggestions under item 
5 above also apply here. 
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IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA| Not yet 
hospitals jhospitalized 
1. Total applicants: G.M. & 4 


1 Legal eligibility is pending for the above veterans. 


2. jm many patients are scheduled for admission subsequent to January 12. 
1959 

3. What system do you use for scheduling admissions from the waiting list? 
In accordance with Circular 18, September 8, 1958. We have no waiting list at 
this time. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were poten- 
tial admissions? Two. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes; when the patient’s condition is 
so emergent that delay in admission would prove hazardous. When the veteran 
is service-connected for the condition requiring treatment, even though the condi- 
tion is not emergent. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 934; approved, 784; rejected, 150. 


V. Hospital staff 


vg nh full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common-service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
decrease (—) 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
2. Physicians, full- and part-time. 16.0 17 +1.0 
3. Physicians, residents and interns.................... 2.0 5 +3.0 
4. Physicians, consultants and attendings..........__.. 8.0 7 —1L0 
8. Therapists and technicians !__......................- 28. 5 19 —9.5 
10. Office of manager, personnel, and finance..._._._.__- 17.0 18 +1.0 
12, Other food-service employees................-------- 72.0 77 +5.0 
14. Engineering maintenance (excluding laundry) .....-- 18.0 16 —2.0 
15. Engineering operations (excluding 29.0 


‘In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member-employees as of January 12, 1959: None. 

(b) What is the value of this program to the member and to the hospital? None. 

20. What was number of guards on duty December 31, 1958? Five. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 15. 

(b) Number of patients discharged during past 3 months who were given indus- 
trial therapy: 10. 

(c) Average days of hospitalization of patients reported in (b): 390. This is 
about average for patients discharged MHB. 
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22. Number of patients in day hospitalization: None. 
23. Number of patients in night hospitalization: None. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. _-.......-- 38 39 7 
Average payment Dw consultant or attending !__...._......-- $1, 536 $1, 269 $1, 497 
Total amount paid to all consultants and attendings !__...__.- $58, 364 $49, 480 $55, 400 
1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research activities of this hospital are designed to improve patient care. 
One approach might be called long-term basic research; the second, a program of 
clinical research which is helping the patient at the present time. In the first 
category, Dr. D. Goldman is studying the metabolism of the tubercle bacillus, 
which may be fundamental in developing new blocking ety Dr. J. Porter is 
investigating the synthesis of cholesterol, which may have a direct bearing on the 
aging process associated with arteriosclerosis. Our clinical research has added 
much to patient welfare. Dr. J. Morrissey has developed a series of serum trans- 
aminase tests which indicates when PZA and PAS (both antituberculous drugs) 
are causing liver toxicity. Dr. R. Wasserburger has recognized the ‘juvenile 
pattern” in the electrocardiograms of poring negroes which has saved a number of 
patients from introgenic heart disease. r. J. Curtis and Dr. E. Cree have 
developed a number of pulmonary function tests of great value in appraising 
various types of pulmonary disease. Dr. F. G. McMahon and Dr. J. R. Johnson 
are making a study of the role of steroid therapy in the treatment of pulmonary 
tuberculosis. This is based on basic research done by Dr. McMahon in the 

harmacology of various steroid hormones. Research done in the past by Dr. 
kK Siebecker in the department of anesthesiology has added greatly to the thoracic 
surgery program in this hospital. 

3. Amount of funds available in fiscal year 1958: 


Foreducation 

Research train- 

grasa 500) 
2. Gifts and donations deposited in general post fund_......._.............-- Mame biscekiaes- 
3. Grants from other sources administered through affiliated medical schools... 60, 746 |.......--0-46- 
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VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


medical and 
and 
Psychi- | With insurance! 
Eligibility categor pa’ ie 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(a) 34 ll 0 2 17 
(0) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
30 9 0 + 2 17 
(1) Patient has compensable serv- 
ice-connected disability 5 1 0 0 1 4 
(2) In receipt of VA pension-..... 15 6 0 2 0 7 
(3) In hospital more than 30 days. 12 7 0 1 0 4 
ee 10 2 0 2 1 6 


1 Any form of prepayment insurance. 


Norg.—If a patient receiving care for a non-service-connected disability may be reported in more than 
1 of the categories in (c) above, show him only in that category appearing Ist in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial or 
job-connected injury: 2. 

b) Number of patients in (a2) whose employer had advised the hospital that the 
patients were entitled to full care elsewhere for the industrial disease or injury at 
no —e to the veteran: None. 

3. What action do you take to collect payment for hospitalization under insurance 
plans, emphasizing any changes made since January 1957? (Include an estimate 
of the cost of the collection program to the hospital during calendar year 1958.) 
Case is screened to determine collectibility under insurance plan. If deemed 
collectible, power of attorney is obtained from patient and bill prepared. Demand 
is made for payment by fiscal division. If not received, followup is made in 60 
days. If payment still not received after another 30 days, case is referred to the 
chief attorney for such action as he deems appropriate. Collection procedure 
covered by VA interim issue No. 10-424, dated May 3, 1957. Procedure was 
changed to eliminate routine itemized billing and bills prepared on a day basis at 

r diem cost, with no billings for hospitalization of less than 18 hours duration. 

o billings are made unless there is a reasonable possibility that reimbursement is 
due. Estimate of collection program during calendar year 1958 is $300. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1958 


1957 
17, 679. 94 5, 865. 22 


5. Is the addendum filled in before or after the oath of inability to pay is signed? 

ore. 

6. How many addenda following review by the ~~ of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 2. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & 8. care required before oath is signed? The examining physician esti- 
mates length of hospital stay and costs of physician’s or surgeon’s fees. Local 
prevailing per diem rate is used to compute cost of hospital care. The estimated 
total cost is made known to the veteran by the physician. Veteran is told to use 
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the estimated cost figure as a guide to help him answer the questions concerning 
ability to defray expense of hospitalization. 

8. In your opinion are there abuses of non-service-connected care? Not at this 
hospital, as evidenced by the fact that only two cases were presented to central] 
office as suspected cases of fraud. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 


9.2 90. 8 100 

VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts) ? 


Fiscal year— 
Item 

1955 1956 1957 1958 1959 
(estimated) 
(a) Av daily patient load __.......... 396 354 413 411 435 
Full-time equivalent staff. ............ 520 509 503 527 
(e) $2, 634, 609 | $2,650,349 | $2, 666,419 | $3,029,396 | $3, 215,827 
See eS 2,026,324 | 2,109,526 | 2,102,206 | 2,387,802 2, 663, 906 

7, 234 9, 214 8, 9, 
(f) Communications....-..............-.. 11, 092 10, 756 9, 10, 050 11,051 
@ Utilities (gas, coal, water, etc.) __...... 57, 874 44, 356 46, 372 46, 734 45, 718 
chin 193, 148 154, 903 171, 590 181, 526 179, 397 
Drags 62, 219 59, 523 64, 943 70, 394 65, 703 
Medical and dental ~ _ SI 48, 886 44, 088 53, 908 60, 53, 514 
(k) Asset acqtisitions inclu equipment. 70, 986 49, 107 38, 471 43, 758 13, 960 
(m) Cost per discharged patient. __-....._. 4,081 4,101 2,112 2,015 2,099 


1 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
2 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? We know of no accepted standards to 
judge medical care. However, if prevailing per diem rates and ratio of employees 
to patients in civil hospitals is any criteria, then the VA suffers by comparison 
because of our lower rates and ratios. Further, if we cannot meet the requests of 
physicians for additional services and personnel, which they consider essential, 
then a question might be raised as to the quality of patient care. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Theoretically, this 
method of financing may tend to increase the patient’s length of stay during periods 
of abnormally low average daily patient load. This is due to the fact that fixed 
costs and employment do not fluctuate proportionately to changes in average 
daily patient load. Comparable adjustments in employment would require 
frequent and repeated reductions in force and subsequent difficulty in recruitment 
at short notice, neither of which are practicable or feasible. Such periods will be 
offset by other periods where the average daily patient load exceeds the plan and 
without a corresponding increase in fixed costs and employment. 

4. you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? VA furnishes 
statistical summaries showing data on operating costs, employment, and work 
units which can be compared for management analyses and discussed with appro- 
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priate hospital officials. We receive data on operating costs and employment for 
civil hospitals through trade publications. The VA comparisons are considered 
adequate, however comparison with civil hospitals cannot be made in many cases 
due to the difference in the method of compiling and presenting the data. 

5. (a) What is the averag raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.04. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $2.24. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: Three nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? In some cases, availability of station quarters is a factor in maintaining 
and recruiting personnel. This is especially true for doctors and nurses. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. 

(d) Could cost of such quarters be a lucrative investment? No. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $11,875,000. 

8. What factors have operated to — the costs of hospital operation? 
Please explain the effect of these factors. ising cost of supplies, services and 
salaries have increased costs of hospital operation. Also, the increase in number 
of G.M. & 8S. patients has resulted in an increase in cost over TB patient cost. 
With the Mer Se of salaries, funds were not provided for these increased costs 
which had to be absorbed by deferring maintenance and repair projects and our 
equipment replacement program. 

9. What internal cap rg have you developed to engender cost consciousness 
at your station? By the participation of all service and division chiefs in the 
budget formulation and the decentralization of budgeted funds to the using level 
for responsibility and control. Through a system of statistical analyses and 
reports, operating officials are kept apprised of the application of funds, distribu- 
tion of costs, and the progress being made in adhering to our operating plan. 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number patient-day 


1, 722, 168 11. 45 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) ; 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.03; per pound, $0.04. 

Laundry costs computed on basis of commercial operation, including memo- 
randum accounts: Per piece, $0.04; per pound, $0.05. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? Since turnover rate is con- 


tingent upon length of stay, we feel that the answer to question 3 above also 
applies here. Patients who do not require hospitalization are not admitted. 
his is substantiated by the fact that 1 out of 10 applications are denied admission 
because of no medical need. 
12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 
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13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Due to the type of patients admitted to this 
hospital, the CBOC program would have little effect on the number of operating 
beds required to meet the needs of veterans actually needing hospitalization. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $3,042.26. 
2} Visits to hospitals by patients on CBOC status: 312. 
3) Cost per visit: $9.75. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Delegations of 
authority. Cite examples: (1) Greater Widte in the application of allocated 
funds; (2) authority to allocate operating beds consistent with need; (3) increased 
participation in future planning; (4) broader authority in personnel matters; 
and (5) more emphasis on local training and internal control. 

(6) Has your hospital had an internal audit of its administrative operations? 

es. 

1) Was the team personally experienced with hospital operation? Yes. 

2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest in good practical administration. 

(3) How was the internal audit valuable to your hospital? (1) Unbiased 
attitude of team; (2) by passing on ideas for improvement encountered in 
other VA hospitals; and (3) gave credit where deserved. 

_ (4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. The two recommendations made were 
adopted voluntarily. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or 
be conducted by a joint team? It would have value if used in a constructive 
manner and conducted in such a way that would not be objectionable to medical 
personnel. It should be performed by physicians outside the Government who 
are well qualified in their field beyond any question. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful in coordinating activities between hospitals within the 
area. Fis ppee adequately as an intermediary between our hospital and cen- 
tral office. 

(2) Of what value would you think these visits are to VACO? They can 
effectively evaluate factors such as morale and attitude of the hospitals 
which are not reflected in reports. 

(3) Would less frequent visits be more useful? No. We would apprecisy 
visits at least annually, and preferably semiannually, if travel funds could 
be made available. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management development program directed toward making good 
employees or good managers? ‘The program is directed toward making better 
employees and preparing them for more responsible positions. The quality of 
patient care is closely related to the skills of the individuals concerned. 
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X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? » 


Fiscal Description Amount 
year 
1960 | Alterations to patients cafeteria line, project No. 48-5194--__.........--.-----.---- $9, 000 
Automatic sprinklers, buildings No. 1 and 2, project No. 48-5177..........------- 8, 500 
1961 | Convert elevators No. 1, 2, 3 and 4 to automatic operation, project 48-5191... ...-- 80, 000 
Animal building with surgery, project 48-5185_.............-.......----.--------- 200, 000 
Not programed, or under consideration for fiscal year 1962: 
Description Amount 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959 


None. 
(b) In addition, list those items deferred due to lack of funds which in your 


opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Pointing up masonry on balance of all buildings_...-............--.------------------------ $14, 000 
Rebuilding inner furnace walls, boilers Nos. 1, 2, and 3_...............--------------------- 4, 100 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: None. 

(b) Minor betterments costing less than $2,000, excluding equipment: 


> 


Description 


Modification of ash exhauster system, boilerhouse._._.........-.--------------------------- 
Dust collecting system on all machines, carpenter shop 
Connect pneumatic tube station, B-1120............-..----.---.------------------- 
Relocate dumbwaiter 


(c) Replacement and new fixed equipment costing over $1,000: Replacement 
of incinerator, $5,000. 
. What, in your opinion, are the most pressing needs in your installation? 


Description Project 

number 
Convert elevators Nos. 1, 2, and 3 to automatic operation. .__......------------------------ 48-5191 
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TOMAH, WIS. 


I. General 


Name of hospital: Veterans’ Administration Hospital. 

City and State: Tomah, Wis. 

Type of services: Type of hospital, NP. 

Name, qualifications, and tenure of— 

(a) Manager: Thomas E. Dredge, M.D., board psychiatrist; manager since 
September 22, 1957. 

(b) Assistant manager: Kenneth A. Frisbie, formerly assistant manager at 
Veterans’ Administration Hospital, Seattle, Wash., February 27, 1955, to August 
24, 1958. Assistant manager at Tomah since August 24, 1958. 

(c) Director, professional services: Frederick J. Bradshaw, Jr., M.D., board 
psychiatrist, director of professional services at Tomah since February 23, 1958, 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
1, 146 20 10 n 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
7 Type of bed 
rent operat regi 
9. Patients 1,117 18 8 13 
10. Average daily patient load for 12 
months ending Dec. 31, 1, 009 20 7 6 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
(0) Percent of total patients re- 
maining (line 9). .........--- 40 44 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(6) Percent of total patients re- 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit Susing reer. 200 260 295 278 
15. Number of patients on trial-visit status as 0 . 31 119 179 189 174 


1 Member-employees not occupying hospital beds. 
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16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 1957 1958 
364 495 438 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. Decrease in irregular 
discharges and deaths indicate improved medical care due to increased staff made 
possible by additional funds provided for improved NP care. 

17. (a) What is the number of TB beds (rated capacity) which were unavail- 
able on January 12, 1959, because they were not required for fiscal year 1959 
operating plan? No TB beds at this hospital. 


III. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958: 

(c) NP hospitals: What is the length of time in hospital since admission of 
those patients reported on item 9 in category II (total column) as in hospital on 
January 12, 1959? 


Length of time since admission Number of | Percent of 
patients Patients 


3. (a) What system of control do you have to insure a minimum stay in 
hospital? We have a length-of-stay committee. In addition, ward teams re- 
view patients on their wards continually and discuss the treatment and possibility 
of trial visit or discharge. 

(6) What improvements have you made since your last report to this committee? 
A length-of-stay committee has been appointed since the last report. The num- 
ber of patients in foster homes and on member-employee status have increased. 
(As of December 31, 1958, we had 13 member-employees and 27 patients who 
were in foster homes.) 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay. No. 

(d) Are there any identifiable differences in the characteristics of patients, cr 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) We are admitting older patients 
and present patients’ average age is increasing. More of these patients will re- 
quire long-term infirm care and will increase the average length of stay. Use of 
tranquilizing drugs has improved patients to the point where they are more re- 
sponsive to various therapies. Therefore, the need for additional personnel in 
these categories is increasing. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Many of our 

atients live too far from the hospital to return on an outpatient basis. It would 

e necessary to employ additional social workers for followup on these cases. 

(b) What effect would such a program have on your cost of operation? It 
would increase the cost of operation of the hospital. 

5. What would you suggest to further reduce hospital stay without impairing 
caret Additional social workers are needed for development of the foster home 
Care program. The need for trained psychiatrists is evident. In addition, our 
a fund allocation is insufficient to procure desired equipment and facilities. 

6. What is needed to improve turnover of patients? See question No. 5 above. 


: 
3 
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IV. Waiting lists 


1. Number of eligible applicants ad be hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
= of uired Total a 
care req 0 
sala Total In non-VA| Not 
hospitals |hospi 


aur many patients are scheduled for admission subsequent to January 12, 
1 

3. What system do you use for scheduling admissions from the waiting list? 
According to VA policy on priorities (VA Circular 18, dated September 8, 1958) 
as suitable beds become vacant. 

4. In addition to the persons reported in reply to Goewtcone 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? None. 

5. Are patients admitted without placement on the waiting lists? If the answer 
is ‘Yes,”’ please describe the circumstances. Yes. All service-connected vet- 
erans are admitted without placement on waiting list. Also, NP emergencies 
and some emergent G.M. & 8. cases from the local area are admitted without 
placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 412; approved, 346; rejected, 66. 


V. Hospital staff 


( Repost full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
from 1956 
Dec. 31, 1956 Dec. 31, 1958 to 1958 
4. 4.0 7 +3.0 
6. 42.5 46 +3.5 
7. 243. 0 253 +10.0 
8. 42.0 38 —4.0 
9. 7.0 5 —2.0 
10. 19.0 18 -10 
11. 4.0 5 +1.0 
12. 93.0 88 
13. y 22.0 19 -3.0 
14. Engineering maintenance (excluding laundry) --.-.-- 57.0 51 —6.0 
Engineering operations (excluding laundry) . | 


1 In physical medicine, dentistry, laboratory, X-ray. 


19. (a) Number of member employees as of January 12, 1959: 13. Annual 
wage (average): $766.54. 

“O) What is the value of this program to the member and to the hospital? 
We are training them to do a like job on the outside so they may have work 
records when applying for jobs. It is a social and vocational preparation. It 
increases patient turnover in the hosvital. It improves patient morale, giving 
them something to look forward to. The hospital benefits from the patient labor. 

20. What was number of guards on duty December 31, 1958? 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: 388. 
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(b) Number of patients discharged during past 3 months who were given 
industrial therapy: 16. ! 

(c) Average days of hospitalization of patients reported in (b): 585. 

22. Number of patients in day hospitalization: None, but we are working 
toward this end. 

23. Number of patients in night hospitalization: None, but we are working 


toward this end. 
24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service. 5 7 
Average payment per consultant or attending '._............. $50 $50 
Total amount paid to all consultants and attendings '__...___. $1, 400 $3, 650 $4, 410 
$440 $380 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were increased? Qualified professional personnel with additional ad- 
ministrative and maintenance personnel to assume the additional administrative 


workload. 
VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
Stimulates professional thinking and keeps entire professional staff more aware 
of modern advances in treatment. Improves recruitment possibilities. 

3. Amount of funds available in fiscal year 1958: 


For education 
Research = 
pro- 
gram 8300) 
3. Grants from other sources administered through affiliated medical schools-| 


a apportioned to this hospital for lectures from funds allocated to St. Paul, Minn., area medical 


VII. Eligibility and ability to pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
(1) Patient has compensable serv- 
' Any form of prepayment insurance. 


Note.—If a patient receiving care for a non-service-connected disability may be reported in more than 
one of the categories in (c) above, show him only in that category appearing first in % 


as of 
45 
y 12, | 
list? 
958) 
how 
vere 
wer 
vet- 
out 
q 
or | 
40 
5 
.0 
.0 
0 
0 
0 
0 
0 
0 
0 
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2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: None. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. 

3. What action do you take to collect Sapment for hospitalization under 
insurance plans, emphasizing any changes made since January 1957? (Include 
an estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Efforts to collect payment for hospitalization are made in the man- 
ner required by VA regulations. More insurance companies have issued policies 
excluding payment for treatment in Government hospitals. There are not many 
admissions authorized for veterans with non-service-connected disabilities, 
Estimated cost of collection program during calendar year 1958 is $18. 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 1958 


0 


5. Is the addendum filled in before or after the oath of inability to pay is 
signed? Before. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? When required, admitting 
officer gives prospective applicants estimated costs of private hospitalization. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
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VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
Average daily patient load_........... 1, 130.0 1, 132.0 1, 133.0 1, 128.0 1, 128.0 
equivalent 651. 5 650. 4 672.6] 671.7 i 662. 5 
(0) Total cost 2 $3, 112, 999 | $3,272,475 | $3, 481,354 | $3,771,036 | $3,966, 240 
Salaries of staff * 2, 388,128 | 2,569,755 | 2,700,875 | 3,055, 781 
2, 585 4, 420 3, 422 4, 151 3,712 
7, 163 7,027 7, 514 7, 712 7, 802 
Utilities (gas, coal, water, etc.) ......-- 27, 727 28, 619 29, 753 30, 932 33, 850 
390, 477 357, 154 359, 449 367, 957 366, 211 
Drugs and medicines__.........---.... 27, 228 30, 831 40, 784 47, 461 50, 247 
Medical and dental supplies. .......... 12, 641 16, 636 18, 726 19, 274 22, 146 
Asset acquisitions including equip- 
ment kinica om 30, 768 38, 953 93, 393 28, 304 8, 032 
() All other...... 226, 282 219, 080 227, 438 209, 464 237, 681 
(m) Cost per discharged patient... ......... 2, 542 2, 760 3, 223 5, 026 5, 989 


1 As of Jan. 12, 1959, we had 681 employees on duty. This increase was made possible by the special 
funds received for improved NP care. : 
? Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 uding all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? It is not sufficient to provide the desired 
standard of medical care, but does provide an acceptable standard. Receipt of 
additional funds this fiscal year for the improvement of NP care enabled us to 
obtain additional medical personnel which will improve patient care. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? [In our opinion, this 
does not affect the length of stay. We do not keep patients in the hospital merely 
to maintain the average daily patient load. We have a long ——< list of non- 
service-connected patients and are able to maintain the average daily patient 
load at all times. 

4, Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? Statistical tables 
provided by central office enable us to compare our hospital with other VA hos- 
pitals on this basis. However, it is difficult to compare the standard of care in 
other hospitals, either VA or civil hospitals. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $0.843. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $0.867. 

(c) If all your patients are not on the same ration, what differences are theres 
Why? Some patients require special diets such as low caloric, soft diets, etc.? 
However, costwise, there is very little difference in these rations since many of 


ag se merely the regular ration which has been ground, prepared without 
e 


6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 2 housekeeping (assigned to medical personnel early in January), 61 
nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? Quarters are essential in recruiting and maintaining staff personnel in 
this locality. Adequate quarters in the adjoining community are not available. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? As the ceauls of a recent saakg £ we propose to submit an application 
of construction project for four additional housekeeping units. 

d) Could cost of such quarters be a lucrative investment? Not from a mone- 
tary standpoint. Very definitely yes, as far as improved patient care is concerned, 


83427—59——114 
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7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $15 million. — 

8. What factors have operated to change the costs of hospital operation? 
Please explain the effect of these factors. The cost of personal services has now 
increased to the point that our personal service costs_represent approximately 
83 percent of our total hospital costs. This is the result of revised standards and 
the recently enacted pay raise. The use of high-cost drugs has also had a serious: 
effect on our costs. Increased food costs, together with previously mentioned 
items, has made it difficult to finance equipment and maintenance requirements. 

9. What internal programs have you developed to engender cost consciousness: 
at your station? e station has a budget council composed of chiefs of divisions 
and the larger services, plus the manager, assistant manager, and’ director of 
professional services. entralization of budget activities has resulted in cost 
consciousness. 

10. Laundry service: : 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number | patient-day 


3,080, 086 T 
2, 319, 597 6 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal! 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.024 i per pound, $0.034. 

11. What import does the average daily patient load concept of financing 
hospital operations have on the turnover of patients, the admission of patients 
who actually do not require hospitalization, etc.? No effect since we do not admit 
veterans who do not require hospitalization. We have a long waiting list of non- 
service-connected veterans who require hospitalization. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load Pyeng 6 of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Would have no effect. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: $440. 
(2) Visits to hospitals by patients on CBOC status: 34. 
(3) Cost per visit: $12.94. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. ‘ 
(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization beem 
more increased than diminished? I can see no decided change. ; 
- (b) Has your hospital had an internal audit of its administrative operations? 
es. 


® Was the team personally experienced with hospital operation? Yes. 
2) Was it apparent whether paramount interest was in good practical. 
administration or in how well central office minutiae of procedures were 
followed? Paramount interest seemed to be in good practical administration. 


Sr 
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(3) How was the internal audit valuable to your hospital? It is always 
valuable to have an outsider’s opinion, since it is sometimes difficult to see 
deficiencies in our own operations. rl ; 
(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) Tf a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources, or VACO? Or be 
conducted by a joint team? We feel it should be a joint team to get a variety of 
ideas. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Visits are valuable in that they convey information from one hospital 
to the other within the area and they are able to compare these hospitals. 

(2) Of what value would you think these visits are to VACO? Gives them 
information with which to rate stations and individuals. 

a less frequent visits be more useful? More frequent visits should 
made. 

(e) Have directives, circulars, manuals, ete., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No extensive change has been noted. 

2. Is the management development prosren directed toward making good 
employees or good managers? irected toward making good employees, some 
of which will eventually be managers. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1961 | Unloading dock, building 404, project No. 48-5192............--...------.....----. $4, 800 


Description Amount 
Relocate ten! (fiscal year 1962) 12, 500 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
ler plant, air-conditioning and 
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(6) In addition, list those items deferred due to lack of funds which in your 
‘opinion will result in further deterioration of property because of such deferral. 


Description 


Replacement of 
equipment... 
placement, laundry conditioning tumbler 


Replacement, 2 ward dishwashing m 
Replaeement washing mach: 
placem 


t of shop & 


» 


2. 


will be need in fiseal year 1960 and fiscal year 
question 1(b) above.) 


Future plans: In the following three categories, list all items for which there 


1961. (Exclude items listed in 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


in addition to the hich 
Muted ion projects can be accomplished under 


norma! allotmen 
Fiscal Description Amount 

year 

1960 | Replace vacuum pump, — $1, 500 
Fluorescent light fixture, ward da: iS. 1,800 
Asphalt tile floors, building 32 and lounge rooms 3, 500 
Replace floor in gymnasium. 3, 600 
1,000 
Remodel ground-floor toilet rooms... -........- at 5, 000 
Survey of building 400 elevators for replacement of controls_ pane ‘a 1,000 
Replacement of controls, building 400 elevators. = 10, 000 

1961 | Repairs to steam distribution system... 1,800 
Replace hot-water tank at laundry. 2,000 
Replace all sheathing on 2, 000 
Insulate attics, housekeeping quarters. ....................-...---.-...------.---- 1,000 
Replace all windows, bi See 2, 000 
Remodel ground-floor toilet rooms___.............-..-...-.-----.-----------.----- 5, 000 
Supplement station painting program -- . 8, 000 

(6) Minor betterments costing less than $2,000, excluding equipment: 
Fiscal Description Amount 
_ year 

1960 | Install 10 hoods in ward service kitch $10, 000 
Install curbs and gutters__._- 2, 000 
X-ray protection for dental clinic. __....- 1, 200 
Extend heating system to carpenter shop----. 4 2, 000 
Install hand driers, patients’ toilet rooms. x 2, 000 

1961 | Install grab bars in patients’ toilet rooms. 750 
Install toilet in carpenter shop................ 2, 000 
Install safety ladder on e water tank 1,200 
Install central oxygen supply, building 400 800 
Remodel toilet, building 403 800 
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Fiscal Deseription Amount 
year 
1960 | Replace 29-passenger bus. ...--..---.------- $6, 700 
Replace carryall.....-... 1, 700 
Replace ward dish machine-__.. 1,000 
Replace food mixer. --- 1,700 
1961 | Replace laundry 6, 000 
Replace generator for surgery 1, 000 
Replace ward dish machine.............----.-.----------- om 1, 000 
Replace laundry delivery truck..............- ry 2, 400 
Replace Case tractor and mower........--.---.---- 1, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
Modernization of the X-ray department is needed to meet the requirements of 
the Joint Commission on Accreditation. A new X-ray machine with other 
necessary items is estimated at approximately $28,000. e need a primary fund 
allocation to maintain an adequate level of patient care and at the same time 
sufficient to protect the Government’s investment in the buildings through 
proper maintenance. 


WOOD, WIS. 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 5400 West National Avenue. 

City and State: Wood, Wis. 

Type of services: Type of hospital, G.M. & S.; TB, yes; NP, yes; domicile, yes; 
formal outpatient clinic, no. 

Name, qualifications, and tenure of— 

(a) Manager: D. C. Firmin, over 30 years in hospital administration field, 10 
years as manager. 

(6) Assistant manager: C. W. Wadsworth, 13 years hospital administration. 

(c) Director, professional services: Dr. C. P. Henke, 24 years medical admin- 


istration. 
II. Bed capacity and patient load 
Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless 
otherwise specified) Domiciles 
Total | TB dae Neuro- | G.M. & 8. 
logical 
BED CAPACITY AND PATIENTS REMAINING 
1. Rated bed ty... 1, 233 87 162 64 920 1,661 
1233| 87 162 64 920 1, 550 
Beds not in use (unavailable): 
3. Total. 
4. In process of activation 
5. Construction lll 
6. Staff not recruitable: Beds re- 
7. bed uired for 
operating regard 
of staff availabilit 

8. Other. 
9. Patients remaining........... 1,190 105 202 127 756 1, 454 
10. Average daily patient load for 12 

months ending Dec. 31, 1958 1,092 65 153 77 797 1, 465 


1790 OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM: 


II. Bed capacity and patient load—Continued | 


Hospitals—T ype of bed or patien 
Item (as of Jan. 12, 1959, unless . 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
AGE OF PATIENTS 
12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 
729 43 it 62 513 1, 381 
6) Percent of total patients re- 
maining (line 9)_............ 61 40 55 49 68 95 
13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 
(a) Siu 532 43 @1 438 1, 396 
(6) Percent of total patients re- 
maining Jan. 10, 46 56 49 93 
USE OF TRIAL VISIT 
Calendar year 
Item 
1955 1956 1957 1958 

14. Number of patients sent to trial visit during year-_- 56 57 70 80 
15. Number of patients on trial-visit status as of Dec. 31_-. 13 16 30 47 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 


Type of discharge 1956 "1957 1958 
6, 287 5, 433 4, 969 


(6) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Steadily decreasing 
number of discharges reflects growing census of patients with long-term chronic 
conditions, Effect is freezing of beds (making more difficult admission of acute 
cases), decreasing turnover rate, and increasing average length of stay. Inter- 
mediate long-term care was not instituted as a service in this hospital until 
October 23, 1956. 

17. (a) What is the number of TB beds (rated capacity) which were unavailable 
oF oe! 12, 1959, because they were not required for fiscal year 1959 operating 
plan one. 

(6) During the past 12 months, how many TB beds (rated capacity) . were 
converted to other than TB use? None, at Wood. However, consolidation 
with VA Hospital, Waukesha, took place January 24, 1957. All of 231 beds at 
Waukesha were TB. Waukesha was formally closed out on September 30, 1958. 
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III. Length of stay’ : 
1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 
(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 60 days. 


BREAKDOWN BY SERVICE 


Length of Number of | Percent turn- 
stay beds over, Decem- 
ber 1958 
sand 60 1, 233 80 


The apparent indication is that on the major services certain long-term or 
amore complicated cases increase the average length of stay disproportionately. 
Some of the other services, by nature of the type of case cared for, add to this 
«disproportion. 

yA Yor G.M. & 8S. hospitals only: Give the average number of days of hos- 
pitalization required for patients discharged during the period April 1, 1958, 
through October 31, 1958, for the following operations (include only the experience 
of patients admitted for the surgery indicated; exclude the experience of any 
patients with multiple treated conditions) : 


Average 
Cases length of 
stay 

Subtotal gastrectomy for duodenal ulcer____...............--.-.--.---------- 13 32 

Prostatectomy: : 


3. (a) What system of control do you have to insure a minimum stay in hospital? 
Length-of-stay committee. Frequent recurring ward checks by chiefs of services 
and sections. Chart reviews by attending and consultant committees on some 
services. Hospital advisory committee (service chiefs) for detection of bottle- 
necks in X-ray and laboratory scheduling, consultative delays, etc. These bodies 
attempt to pinpoint problem areas and recommend or undertake remedial action. 
Monthly and semiannual statistical reviews of average length of stay, percentage 
turnover, and bed utilization provide the basic information and material for 
evaluation to the responsible individuals. 

so ba improvements have you made since your last report to this com- 
mittee 

The domiciliary medical service has been strengthened and enlarged which 
enables it to perform a somewhat more complete diagnostic evaluation before 
recommending hospitalization for members. In addition they are able to accept 
hospitalized members earlier to complete or carry on treatment. 

he completion-of-bed occupancy program has been of benefit in stabilizing 
length of stay for some services, predominantly surgery, and several of the sub- 
Specialties of internal medicine. “Stabilizing” is used instead of ‘‘decreasing” 


because it is felt that there would be an increasing length of stay without it in the 
areas mentioned. 
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Chart review committees by service with the attending and consulting physi. 
cians has been recently instituted and it is felt this may be effective in Aden 
attention on the problem for them as well as the resident staff. It will facilitate 
the work of the service and section chiefs on the wards and includes consideration 
of other facets of care also. 

In an indirect but important manner the increases in ward secretarial help, 
refinements of ward administrative procedures by nursing and registrar will reflect 
favorably on the length of stay. Other factors such as the structural enlargement 
and certain organizational changes in the laboratory, modernization of the film 
developer in the radiology service, and improvements in clinic areas will con- 
tribute also. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (Ifso, describe.) On a local basis there 
are no spears major administrative practices or policies that contribute to 
increased length of stay. In a broader comparative sense, as with the university 
or private hospital, the VA hospital has certain adjudicative and legalistic respon- 
sibilities for its patients concomitantly with its medical obligation. Much of 
this and the more extensive considerations of socioeconomic factors for the 
disabled and the indigent person has its beginning in the medical setting and 
requires varied evaluative studies which may not be directly ascribed to medical 
treatment but are necessary to fulfill the Veterans’ Administration’s mission. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be 
of importance in the future. (If so, describe.) Certainly the increasing age of 
patients, inferring the progressively higher incidence of disease, decrease of 
recuperative powers, and increased eee to complications indicate 
pressure for lengthened hospital care. On some cone services medical ad- 
vances will offset this shift but will not change materially the overall trend in the 
near future. Statistical studies of our patient load show there is a distinct 
arithmetical relationship between age and length of stay. Also, the greater 
incidence of chronically ill patients seeking and gaining admission to VA hospitals 
as well as the increasing numbers of patients requiring extensive rehabilitation 
pee od or vocational counseling are well defined characteristics affecting length 

stay. 

VA hospitals associated with domiciliaries find that length of stay of patients 
is increased through transfer of members from the domiciliary to the hospital for 
what many times proves to be long periods of care due to the progressive chron- 
icity of disabilities which make them unfit for domiciled life. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? Length of stay 
would probably be reduced for some conditions having a prolonged recovery 
status or in the case of chronic disabilities needing periodic hospital treatment of a 
clinic nature. The distance between the hospital and home of patients would 
make this rather difficult in many instances. Rehabilitative treatment would 
be one of the most amenable to this type of care. 

(b) What effect would such a program have on your cost of operation? While 
in the overall aspects of such a program there would be a savings, on the present 
basis of allocation with fund determination tied to the average daily patient load, 
extensive support of such a program would be im ible. Bed care for an 
increasing number of patients would be available and the total patient load for 
which a hospital unit would be responsible could be increased without as great 
an expansion of hospital facilities. 

In areas with extensive geographical coverage, a posthospital followup program 
of any magnitude would be complicated by the cost of patient travel under 
existing eligibility requirements. Cost of administration and maintenance of 
clinic areas would also have to be considered. 

5. What would you suggest to further reduce hospital stay without pans 
care? Reduction of hospital stay without impairment of standards of medi 
care could be effected by an efficient preadmission, t followup clinic sys 
increases of Fennel and modernization of administrative Ppochoie 
equipment. is, of course, would be an ideal situation and could probes y not 
be accomplished rapidly without large expenditures of funds. This has been 


demonostrated in the university hospital where large reservoirs of manpower are 
available as well as the other factors. The Veterans’ Administration has as one 
of the premises of its medical care philosophy the treatment and evaluation of the 
entire patient, including the condition or conditions for which the patient is 
admitted. The physical structuring of our institution necessitates a rather 
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complicated patient flow in diagnostic and some treatment areas. Concentration 
and centralization of such services as the laboratory, X-ray, EEG facilities, ENT 
clinics, etc., could not be accomplished without an excessive expenditure of funds 
so that local adaptations and refinements are necessary. In spite of this, however. 
we feel that the length of stay could be reduced by some well-controlled method of 
preadmission workup of the patient. Preliminary studies and consultations 
could be obtained on this basis and, most notably, in elective surgery and in 
certain medical conditions, the length of stay could be decreased by this method. 

6. What is needed to improve turnover of patients? Patient turnover is 
directly related to the factors affecting length of stay as well as the general factors 
of community resources, as in the case of the long-term, chronic patient, general 
economic activity, and State and county health procedures and facilities. Vet- 
erans institutions are often the only place many chronically ill patients can receive 
care because of State resident eligibility legislation and financial assistance 

ams. In many areas overburdened nursing homes have waiting lists and 
selective criteria for patient acceptance so that admission becomes a prolonged, 
negotiated process. 

n addition, turnover of patients in G.M. & S. hospitals can be accelerated by 
continued recognition of research programs, by improving ways to attract medical 
and nursing staff as in the residents training program as well as through new 
therapeutic agents, improvements in prosthetic aids and in the adoption of new 
and = oo techniques in the paramedical and auxiliary services within the 
hospital. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Type of care required Total connected 
Total Innon-VA| Not yet 
hospi talized 
1, Total applicants: 
2, Domiciliary care: Total applicants... -- 4 0 


aaah er many patients are scheduled for admission subsequent to January 12, 

3. What system do you use for scheduling admissions from the waiting list? 
Priority groups outlined in VA Circular 18, dated September 8, 1958. 

4. In addition to the persons ay een in reply to questions 1 and 2, above, 
how many additional persons wére known to you on January 12, 1959, who were 
potential admissions? 49. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is “Yes,” please describe the circumstances. Yes; applicants whose need 
for care is emergent or urgent and veterans requiring treatment of service- 
connected conditions are admitted immediately. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 4,295; approved, 3,145; rejected, 1,150. 
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V. Hospital staff 


(Report full-time equivalent one for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty 
Increase (+) 
or de- 
Dee. 31, 1956 Dec. 31, 1958 crease (—) 
1956 to 
Hospital | Domi- | Hospital| Domi- 
ciliary ciliary 
1 1, 479.0 193.0 | 1,513.1 193.6 +34.7 
2. Physicians, full- and part-time-.--.-..-.-..--.-.- 47.3 5.5 60.0 6.5 +13.7 
3. Physicians, residents and interns - - - --- ------ 27.8 0 25.0 0 2.8 
4. Physicians, consultants and attendings- - - 20.0 0 18.5 | .6 -.9 
10.0 0 11.0 0 +1.0 
196. 8 2.0 202. 5 3.0 +6.7 
254.0 1.0 259.0 1.0 +5.0 
8. Therapists and technicians !___...........--- 87.0 1.0 91.1 1.0 +41 
9. Social workers. 9.3 0 11.8 0 +2.5 
10. Office of manager, personnel, and finance. -- 42.0 0 47.0 0 +5.0 
12. Other food-service employees... 193, 5 128.0 195.0 134. 2 +7.7 
14. Engineering maintenance 81.0 0 —4.7 
15. Engineering operations (excluding laundry) 71.2 0 
18. 318.0 51.5 319.9 43.3 


! In physical medicine, dentistry, laboratory, X-ray. 
Note.—Waukesha divsion: Standby personnel, 15; not included in above. 


19. (a) Number of member employees as of January 12, 1959: 235 (plus 22 in 
canteen service). Annual wage (average): $802. , 

(b) What is the value of this program to the member and to the hospital? 
This program assists in furthering the rehabilitation of members. Such employ- 
ment is part of the planned rehabilitation program for building self-reliance in the 
members, and helps them to return to their own communities on a permanent 
basis. It accomplishes the objective of reducing the overall cost of indigent care 
by providing a means through which an individual becomes self-supporting. 

20. What was number of guards on duty December 31, 1958? Civilian, 17; 
members, 6; total, 23. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 
program: None. 

(6) Number of patients discharged during past 3 months who were given 
industrial therapy: None. 

(c) Average days of hospitalization of patients reported in (b): None. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 

24. For consultant and attending physicians, show below the required data. 


Total (fiscal years) 
From July 1 through June 30 


1957 1958 1959 
Number of different persons who provided service -_.........- 73 80 
Average payment $e consultant or attending !___.......-.... $2, 679 $2, 598 $2, 513 
Tota] amount pel to all consultants and attendings !__...___- $195, 537 $207, 812 601 


1 Exclusive of travel. 
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25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 
attendings 


VI. Research and education 


1. For hospitals with approved research and education activities: How do the 
research and education programs contribute to patient care in your hospital? 
The research and education programs in our hospital contribute to patient care 
in the following ways: 

(a) It is only through this program that we attract the high caliber full time 
and resident doctors who actually conduct the care of patients. In this connec- 
tion, it is axiomatic in American medicine that hospital care of patients is far 
better where there is a resident training program than where no such program 
exists. This is well known to all physicians and applies equally to hospitals of 


all 

(b) The education program for residents and full time and attending staff pro- 
vides conferences, seminars, case presentations and other types of communication 
of up to date medical information so that the best of medical practice might be 
disseminated to all members of the staff. Were not these sessions held, many 
of the physicians who care for patients would unquestionably fall behind in their 
knowledge of up to date medical practice in their various specialties. Such con- 
ferences are an economical way of insuring that physicians can be abreast of cur- 
rent developments in rapidly expanding fields. 

(c) Our research program is important in attracting and retaining better full- 
time staff and resident physicians since they often are quite interested in conduct- 
ing some type of medical research. It is this type of inquiring physician who ren- 
ders the most expert care to our veteran patients. 

(d) The medical research program at our hospital is frequently geared to prob- 
lems relating to the care of veterans and indeed such research projects as the 
testing of new methods of therapy can result in immediate benefit to the veteran 
patients participating in the research project. The value of more basic types of 
research is more indirect. As an example of this, one of our biochemists devel- 
oped several new chemical compounds in connection with his research with cock- 
roaches. Within 1 year, one of these compounds was found to be an effective 
hormonal drug in laboratory animals and now is being used in treatment of 
patients with certain types of cancer. It is apparent, therefore, that certain basic 
research, while not immediately applicable to patient care, may lead to distinct 
benefits to our patients. 

(e) Another area of research involves the study of constructive activity plan- 
ning for members of our domiciliary establishment so that these veterans can be 
maintained in a far better state of physical and mental health, and at the same 
time contribute certain useful work to the benefit of the entire station. It is 
believed that this research will show that elderly individuals who previously were 
considered hopeless invalids can still be made useful both to themselves and to 
our domiciliary community. 

(f) The attraction of any hospital for good doctors depends in large part on 
the reputation which is achieved by this hospital. A hospital’s reputation is 
achieved by the quality of research and the quality of the residency training 
program. The establishment of the research and education programs at our 
he ays has been of inestimable value in improving the reputation of our hospital 
both locally and nationally. 
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3. Amount of funds available in fiscal year 1958: 


For education 

Research yo train- 

gram 8300) 

1, VA appropriation: 

General medical - .........- $154, 700 $7, 080 

2. Gifts and donations deposited in genera] post 
3. Grants from other sources administered through affiliated medical schools_- 43, 400 |... 2... 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 
All Tuber- — With insurance ! 
Eligibility category Patients | culosis 
Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 
(6) For treatment of a service-connected 
(c) For treatment of a non-service-con- 
condition...............---.. 127 2 oft 17 104 
(1) Patient has 
In of VA pension. ..... 61 2 2 
In hospital more than 30 days.. 59 1 get Aare 8 6 


1 Any form of prepayment insurance. 


Nore.—If a patient recei eare for a non-service-connected disability may be in more than 1 
of the categories in (c) above, him only in that category appearing Ist in the i 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or injury: 12. 

b) Number of patients in (a2) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or 
injury at no expense to the veteran: 1. 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar year 
1958.) Procedures outlined in VA interim issue 10-424, May 3, 1957; and 10-43 
May 29, 1957, are followed. The policy relating to cooperation with the regio 
office chief attorney on claims under workmen’s compensation laws, as expounded 
in CMD letter No. 58-19, is effectuated here by means of our routine notification 
of the chief attorney within 15 days of the admission of a veteran with a potential 
compensation claim. Cost estimate, $3,815. . 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


1957 1958 
$308, 474. 79 $180, 003. 38 


Calendar year | Calendar year 
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5. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 
= How many addenda following review by the ee of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 4. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals of 
G.M. & S. care required before oath is signed? Probable Jength of stay is esti- 
mated by the examining physician and upon this basis the veteran is given an 
estimate of the cost of comparable care in community hospitals. Then he is 
counseled to consider this cost in relation to his financial resources prior to signing 


the affidavit of inability to defray the cost of hospital care. 
8. In your opinion are there abuses of non-service-connected care? No; after 
individual review of a per Ts were reported in 1958 to central office, under 


provisions of the Chief Medical 


potentially fraudulent statements of inability to defray expenses of 


irector’s letter of March 27, 1953, as containing 


hospitaliza- 


tion. These referrals were 0.042 percent of total applications. 
9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 

- 29 71 100 

World War II. 19 81 100 
World War I-- 3 97 100 
8 -American War 100 100 
51 49 100 

All patients. 12 88 100 


VIII. Costs! 
1. What were your net costs for hospital care after adjustments for common 


services (including 8438 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 

(estimated) 
Average daily patient load............ 1,077 1,077 1, 093 069 1,090 
Full-time _ 1,480 1, 459 1, 496 1, 495 1, 507 
(03) Total cost 2. - $7, 888, 610 | $7,574,170 | $7,605, 584 | $8,223,646 | $8, 649,330 
(@) Salaries of staff 3. 5, 461. 937 |” 5,998,416 | 5,980,675 | 6,627,797 | 6,960,430 
Communications - 19, 273 25, 26, 894 31, 646 28, 476 
Utilities (gas, coal, water, etc.)....-... 146, 117 156, 713 181, 739 204, 686 214, 049 
493, 987 471, 971 468, 220 459, 726 440, 116 
Drugs and medicines. ............... 162, 809 174, 173, 308 246, 995 238, 580 
Medical and dental supplies. ......... 124, 159 180, 186, 105 193, 335 212, 

) Asset acquisitions including equip- 
ment_. sere 68, 316 104, 508 121, 581 62, 816 85, 229 
@ = Allother. 1, 371, 375 420, 844 363, 728 430, 032 
{m) Cost per discharged patient_..........-! 915 1,029 1,071 1, 202 1, 189 

See footnotes at end of table, p. 1798. 
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VIII, Costs \—Continued 
DOMICILIARY COSTS 


Fiseal year— 
Item 
1955 1956 1957 1958. 1959. 

Average daily member load..........-...-. 1, 537 1, 526 1, 478 1, 464 1, 460- 
Full-time equivalent staff... 185 193 198 193 193. 
$1,918, 278 | $1,874,318 | $1,923,191 | $2,123,911 | $2,202, 744: 

Communications. ___................--..-- 4,818 4, 960 5, 318 6, 329 6, 516: 
Utilities 75, 957 73, 879 91, 675 78, 79, 476 
467, 419 439, 610 415, 487 411, 435 442, 769 
34, 63C 30, 634 38, 084 40, 321 35, 487 
Medical and dental supplies_.___.-..._._-- 14, 658 11,214 16, 670 16, 826 13, 921 
NER 48, 316 24, 197 21, 342 25, 387 13, 191 
734, 966 684, 884 666, 988 774, 572 824, 403: 
Cost per discharged member -___.._.._._._-- 1, 856 1, 885 2, 043 2, 270 2, 372: 


1 For domiciliary costs, see separate tabulation. 
? Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Not if we are to properly maintain plant 
and equipment. Direct medical care is given priority on funds but related 
essential services suffer. 

3. Does the allotment of funds on the basis of average daily patient load 
increase or decrease the patient’s length of stay? How or why? In view of 
continuous high demand for beds at this station, we do not feel that average 
daily patient load figure has influenced length of stay. We do not believe, how- 
ever, in this concept of allocating funds for operating hospitals. Other factors: 
such as operating beds, types of hospitals, locations, turnover, etc., would be more 
realistic. By employing average daily patient load as the factor for allocating 
funds it immediately sets a goal, in effect, for managers to achieve, and some: 
stations may feel that it is a credit to achieve this goal. Thus an unrealistic 
situation can be created. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 
possible? Have they been discussed with responsible officials? me comparison 
standards with other VA hospitals are received, limited data on non-VA hospitals.. 
Validity of comparisons, except of a very general nature, would be questionable, 
due to many factors involved. Varying types of patients, geographical location, 
size and age of plant, degree of teaching activity, patient and employee turnover 
rates are a few of those factors which must be considered. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? Hospital, $1.02; domiciliary, $0.82. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? Hospital, $2.12; domiciliary, $1.26. 

(c) if all your patients are not on the same ration, what differences are there? 
~Why? All patients are not served the same ration as the bed composition of the 
hospital rd domiciliary varies. In the hospital section of the center the other 
psychotic patients in the hospital annex (27 beds) are on the basic ration pattern 
allowance; the psychiatric, neurological, medical and surgical patients (1,119 beds) 
in the hospital are on the basic plus 10 percent in all food groups. The TB. 
—— (87 beds) are on the basic ration plus 30 percent in the meat, milk, and 

utter and 10 percent on the remaining food groups (M2, pt. III; change 4). In 
the domiciliary (1,661 beds) the members on modified diets and the member- 
employees are on the basic ration allowanee. All other members are on 0.9 of the 
basic ration (M2, pt. III, change 4, dated Nov. 3, 1958). 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 20 nonhousekeeping. 

(6) How important are these quarters in maintaining staff and/or for recruit- 
ment? A limited number of nonhousekeeping quarters ar¢ considered necessary 
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for nurses, aids, and resident physicians. Housekeeping quarters are essential 
in securing and retaining certain key professional and administrative staff people. 

(c) What additional quarters:do you believe would add quality or stability to 
your staff? Additional quarters are not needed. 

(d) Could cost of such quarters be a lucrative investment? Only for new 
quarters, as maintenance costs on old buildings are high. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $40 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Greater use of more expensive drugs, although 
unit cost of standard items have not advanced materially. Subsistence costs, 

eneral supplies costs, utilities, coal, transportation, service costs all have risen. 
ncreased number of patient-care programs, and research both result in greater 
costs. Increased burial authorization, from $150 to $250 has not yet been felt 
but will raise cost annually from $36,000 to $60,000. Salary is the greatest single 
cost, and our average daily base salary has risen, since January 1957 from $15.37 
to $17.95. This increase of almost 20 percent includes the general pay raise 
effective January 12, 1958, and 4 wage-administration increases. It does not 
include that WA authorized effective December 12, 1958, which will cost us 
$85,000 additionally each year. 

9. What internal programs have you developed to engender cost consciousness 
at your station? Greater obligating authority to operating units, more distribu- 
tion of cost data to those units, frequent staff discussions on cost problems, and | 
extended participation of staff members on various budget committees. ij 

10. Laundry service: 

(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number per 
number patient-day 


(b) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and wr ne a maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the pu e of making VA laundry opera- 
tions comparable with commercial laundries. P hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, 30.043: per pound $0.059. 

11. What import does the average daily patient load concept of financing hos- 
pital operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? Regardless of all other factors, the 
need for inpatient care is the only criteria for admission. The proximity of the i 
domiciliary creates a constant demand for beds beyond the hospital capacity. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? Nese. 


(b) What was your estimated cost for this program during fiscal year 1958? 
(1) Total cost: $34,423. 
(2) Visits to hospitals by patients on CBOC status: 7,000. 
(3) Cost per visit: $4.92. 
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IX. Miscelianeous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational aut 
to carry out his responsibilities for eg pe Has the decentralization been 
more increased than diminished? Yes. By what methods? Cite examples, 
(1) Budgetary decentralization through use of primary fund allocation with 
manager determining details of use; (2) remove restriction on telephone servi 
so manager can approve installation of service; (3) fewer central office controll 
items for purchase; and (4) station classification of es of employees. 
es (6) Has your hospital had an internal audit of its administrative operations? 


(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, non-Government sources or VACO? Or be 
conducted by a joint team? A fair professional medical audit could provide a 
means of comparing adequacy of treatment between hospitals of the VA system 
within itself and furnishing a basis to provide understanding of VA accomplish- 
ments and procedures for private or other interested parties. The subject of such 
an audit is extremely complex and could become the subject of much controversy 
unless it were conducted in the proper manner. It is felt that such an audit could 
be conducted by a combined team of VACO membership and some outside group, 
preferably with understanding of VA procedures and requirements. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office staff? 
We gain much from their advice and suggestions. 

(2) Of what value would you think these visits are to VACO? Should be 
helpful to central office in understanding problems of station, since central 
office visits are less frequent. 

(3) Would less frequent visits be more useful? No. We do not feel that 
they are too frequent. 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? MP-4, part VI specified in detail types of 
reports staff should furnish manager. While the directive pinpointed areas where 
improvements could be made it did not seem in keeping with decentralization 
authority theory. 

2. Is the management development program directed toward making good 
employees or good managers? The primary objective of our management develop- 
ment program is to increase the se gl of an individual employee to perform 
duties for which he has been hired. It provides him with skills and techniques 
which eventually will result in improved services available for beneficiaries of the 
VA, either directly or indirectly. The possibility of emplovees becoming good 
managers, as a result of this program is attributable to their own development 
and is merely a byproduct of our helping them to become better employees in 


their own jobs. 
X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 

1959 | 7-4090 convert d.c. to a.c. and replace elevators buildings 20 and 43.............-.. $200, 000 
1960 | Direct current to alternating current conversion. 100, 000 


Not programed, or under consideration for fiscal year 1962: 


Description Amount 
ew un . 
3. Sprinkling system, building 52 25, 000 


ms 


= 

1 

2 

3 
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| 
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XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
3. Clinical laboratory, equipment and repair. 14, 000 
7. Repair clothing room and personnel physician’s office..................-...-.-.-.......-- 7, 800 
9. Remodel physicians’ offices (medical service) wards 3 and 4_-._......-.-...-.-.-.-.-.-.-- 2, 200 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


ITEMS DEFERRED DUE TO LACK OF FUNDS IN FISCAL YEAR 1959 


Description Amount 
1. Repairs to coal mills, powerhouse building 45__..............- $8, 000 
2. Construction high humidity room, building 70, ward 10-S__-. 3, 500 
4, Exterior and interior painting: 
Exterior, 29 buildings 
Interior, 9 buildings. 
93, 347 
5. Wall tile; blind ward, building 6; various patient areas in general hospital, building 70 
including wards, clinics and nurses’ treatment rooms__-.......-.-.-.-.-.-...-...-.-.-- 10, 000 
6. Replace toilet partitions in watersections of buildings 2, 6, and 13.............-.-.....-- 9, 500 
7. Replace toilets, basins, lights, and mirrors in buildings 2, 5, 7, 9, and 13_..........-...-- 9, 500 
8. Paint main auditorium of Ward Memorial Theater, building 41___...............-.-.-- 4, 000 
10. Materials for landscaping (seed, sod, and topsoil) ...............-.-.--..-.-.-----.------ 8, 000 
ll, Recondition floors, nonhousekeeping quarters, building 52_.....................-.------ 10, 000 
14. Hopper and feeder equipment for new incinerator, building 101...............-...--...- 8,000 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 


question 1(b) above.) 


(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 


excluding cost of replacing or adding new fixed equipment: 


Fiscal Description Amount 
year 
3. Utility district systems: 
4. A.C.-D.C. power and lighting facilities. _..........-.-.-.-.-...-.-.-.+.-.-.-... 10, 000 
6. Buildings: 
Masonry and plastering - - 25, 000 
Painting: 


33427,0—59——115 
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Fiscal Description Amount (1 
year th 
na 
1960 | 7. Grounds: re] 
(a) Cemetery (ood, leveling). $2, 000 of 
(d) Drainage (storm lines) - 25, 000 
(e) Lake Wheeler (cleaning and maintenance) _--................-....-..- 25, 000 
8. Preventive maintenance, sup pplies, materials, expendable tools, repair parts, 
minor and major to fix equipment, and minor 125, 000 
2. Utility distribution system: 
(a) Pipe insulation - -- 3,000 
(b) Valves and traps - - 8, 500 
(c) Heating controls... 1, 500 
(d) Sewage pump plant 2, 000 
3. Buildings: 
(d) Heating service, buildings 43, 45, and 70__.................-......-... 10, 000 (4 
(e) buildings 2, 5, 43, 49, 15, 500 
4. Grounds: 
(a) Landscaping (trimming, spraying, and removing). 13, 000 I 
5. Preventive maintenance, supplies, materials, expendable tools, repair parts, 
minor and major repairs to fixed ‘equipment, and minor projects meta adn on 125, 000 p 
(b) Minor betterments costing less than $2,000, excluding equipment: 
Fiscal Description Amount 
year 
1960 | 1. Air conditioner: 
3. Ground improvements (east along new expressway) - 1, 900 
3. Steam flow meter installation, building 45... 1, 000 
(c) Replacement and new fixed equipment costing over $1,000: 
Fiscal Description Amount 
year 
2. Air conditioners... 6, 000 
3. car doors_. 6, 000 
4. X ment. 100, 000 
5. Fold unit, laundry 10, 000 
6. Mixer, 80 to 100 capacity, CRS clad, 2, 250 
7. Ranges, hotel type. VA spec, MC-220, size 2, b uilding 6. r 2, 500 
8. French fry kettles, 3 each, uilding 2 1, 500 
9. Oven, rotary, ac; oR RS, gas-fired. VA spec 502-73, building 70__...........__- 6, 000 
11. Oven, rotary, de, CRS ad, 8, 500 
12. Steamer, CRS clad, 3 com artment, 6-bushel capacity, building 2............- 1, 500 
14. CRS storage cabinets for 12 ward serving units, building 70.................-- 6, 000 


S&S SS SESS SS 
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3. What, in your opinion, are the most pressing needs in your installation? 
(1) Expeditious action toward the construction of the new hospital for which 
there is congressional approval. This would eliminate our tremendous mainte- 
nance and repair problems which are reflected elsewhere in other portions of this 
report. (2) More realistic budgetary allocations to be related closer to rising costs 
of materials and personnel. 


CHEYENNE, WYO. 
I. General 


Name of hospital: Veterans’ Administration Center. 

Street address: 2002 Capitol Avenue. 

City and State: Cheyenne, Wyo. 

Type of services: G.M. & 8.; domicile, no; formal outpatient clinic, yes. 

Name, qualifications, and tenure of— 

(a) Manager: M. W. Allen; (1) 8 years of experience in hospital administration 
(4 years as assistant manager, 4 years as management analyst); (2) completed 
course of advanced training in hospital administration, Veterans’ Administration 
Institute for Hospital Administration; (3) nominee, American College of Hospital 
Administrators. 

(b) Assistant manager: Dudley 8. Dean; (1) 13 years of VA experience (served 
in assistant manager positions for 10 years); (2) nominee, American College of 
Hospital Administrators. 

(c) Director, professional services: Dr. C. Dexter Lufkin; (1) General medical 

ractice for 30 years; (2) VA medical experience for 12 years; (3) attended course 
in VA medical administration in VA Hospital, Denver, Colo., 1957 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 


Item (as of Jan. 12, 1959, unless 
otherwise specified) 
Total | TB Psy- Neuro- | G.M. & 8. 

chiatric | logical 


BED CAPACITY AND PATIENTS REMAINING 


1, Rated bed capacity ._ 
Beds not in use (unavailable): 

6. Staff not recruitable: Beds re- 

7 Type of bed not required for cur- 

rent operating p regardless 

10; Average daily patient load for 12 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(b) Percent of total patients re- 

maining (line 9). 57 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(6) Percent of total patients re- 


USE OF TRIAL VISIT 


Not applicable. 
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16. (a) What is the number of patients discharged from your hospital duri 
the past 3 calendar years? nt 8 y P uring 


Type of discharge 1956 1957 1958 
1, 830 1, 493 1, 522 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital. © unusual trends. 


ITI. Length of stay 


1. Length of stay: Average stay in discharging hospital of patients discharged 
during the 6 31, 1958: 

(a) G.M. & S. hospitals: Average stay for G.M. & S. patients, 10.8 days. 

2. For G.M. & S. hospitals only: Give the average number of days of hospital- 
ization required for patients discharged during the period April 1, 1958, through 
October 31, 1958, for the following operations (include only the experience of 
patients admitted for the surgery indicated. Exclude the experience of any 
patients with multiple-treated conditions) : 


A 
Cases length of 
stay 
Subtotal gastrectomy for duodenal ulcer. 0 0 
Prostatectomy: 
HERNIORRHAPHY 
Number 
Diagnosis Date of birth | of in- 
patient 
days 
Right indirect inguinal hernia, o 20, 1893 19 
Hernia, inguinal, direct, operated, ay 5, 1804 13 
Right direct inguinal hernia, treated, improved._._--.--------------.--.--.----- Apr. 29, 1918 12 
Right indirect inguinal hernia, operated, improved - -_--...-.-....-------...-.-- Aug. 28, 1923 9 
HEMORRHOIDECTOMY 
Mixed hemorrhoids, operated, improved_.-........-..--------.----..----------- Mar. 11, 1921 17 
Hemorrhoids, with cryptits, treated, improved Jan. 1,1924 
PROSTATECTOMY 
Benign prostatic hypertrophy, operated, improved_._........------------.------ May 17, 1892 23 


3. (a) What system of control do you have to insure a minimum stay in hos- 
pital? All physicians at this center begin treating patients immediately upon 
admission and discharge them as soon as they have received maximum hospita 
benefit. All ancillary services and administrative departments provide their 
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services immediately. Clinical and correspondence folders are spot checked to 
jnsure continuance of this policy. 

(b) What improvements have you made since your last report to this com- 
mittee? No improvements; turnover rate presently high. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) No. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
importance in the future? (If so, describe.) A continuing tendency of older 
patients with chronic disabilities will tend to increase length of stay to a certain 


extent. 

4. (a) What would be the effect on length of stay if you were able to provide 
posthospital followup care, as needed, on an outpatient basis? It would reduce 
the length of stay. . 

(b) What effect would such a program have on your cost of operation? It 
would increase costs considerably over our present allotted funds. 

5. What would you suggest to further reduce hospital stay without impairing 
care? No suggestion at this center. 

6. What is needed to improve turnover of patients? The turnover of patients 
at this center is high. Improvement is not needed here. 


IV. Waiting lists 


1. Number of eligible applicants not yet hospitalized as VA beneficiaries as of 
‘eee? 12, 1959, and not yet scheduled for admission and not VA patients: 

one. 

Bae many patients are scheduled for admission subsequent to January 12, 
195 

3. What system do you use for scheduling admissions from the waiting list? 
According to priority criteria and not to exceed 10 days in advance. 

4. In addition to the persons reported in reply to — 1 and 2, above, how 
many additional persons were known to you on January 12, 1959, who were 
potential admissions? 4. 

5. Are patients admitted without placement on the waiting lists? If the 
answer is ‘‘Yes,”’ please describe the circumstances: Yes, some, emergencies. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 886; approved, 751; rejected, 135. 


V. Hospital staff 


Seat full-time equivalent employment for both full- and part-time employees 
as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+-) or 
decrease (— 
from 1956 
Dec. 31, 1956 Dee. 31, 1958 to 1958 
2. Physicians, full- and part-time--__.............-..--- 8.0 6.9 —1.1 
3. Physicians, residents and 0 
4. Physicians, consulatnts and attendings-............- 1.0 9 -.1 
8. Therapists and technicians !__...................---- 7.1 4.8 —2.3 
. ce of man mnel, and 
12. Other food-service employees............-.-.-------- 24.7 23.7 —1.0 
14. Engineering maintenance (excluding laundry) 12.9 16.0 +3.1 
15. Engineering operations (excluding laundry) - -...---- 16.5 14.1 —2.4 


‘In physical medicine, dentistry, laboratory, X-ray. 
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19. (a) Number of member employees as of January 12, 1959: None. 
24. For consultant and attending physicians, show below the required data, - 


Total (fiscal years) 
From July 1 through June 30 
1957 1958 1959 
Number of different persons who provided service..._.______. 8 ll 13 
Average payment per consultant or attending !_._.....______- $1, 665 $1, 215 $1, 870 
Total san pane to all consultants and attendings '__._____- 13, 325 13, 375 24, 350 
None Bene bess 


1 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund allot- 
ment were increased? 


Category Full time Part time | Consultants, 

attendings 


VII. Eligibility and Ability to Pay 
1. Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical 
and neurological 


All Tuber- | Psychi- | With insurance! 
Eligibility category patients | culosis atric 


Without 
Entitle- | Entitle- | insurance 
ment ex-| ment 
hausted | not ex- 
hausted 


(o) For treatment of a service-connected 
(c) For treatment of a non-servicecon-| | |. 
(1) Patient has serv- 
4 In receipt of VA 6 
(3) In hospital more than 30 days. - 4 


1 Any form of prepayment insurance. 


NoTe.—If a patient recei care for a non-service-connected disability may be a vr in more than one 
of the categories in (c) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time of 
admission indicated workmen’s compensation coverage for an alleged industrial 
or job-connected injury: 2. : 

b) Number of patients in (a) whose employer had advised the hospital that 
the patients were entitled to full care elsewhere for the industrial disease or injury 
at no expense to the veteran: None. ; 

3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957 (include an esti- 
mate of the cost of the collection program to the hospital during calendar year 
1958)? Complete VA form 3288: Request for and Consent to Release of In- 
formation, and VA form 10-2381: Power of Attorney. Obtain signature of 
insured veteran. Maintain insurance file, prepare billing and forward through 
Finance Division. Estimated cost of collection, $1,167. 
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4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected. 


Calendar year | Calendar year 
1957 1958 


Ms. Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? 1. 

7. What counseling is given veterans as to estimated cost in non-VA hospitals 
of G.M. & S. care required before oath is signed? Where ability to pay is a matter 
of question, discussion is held based on what we feel might be the comparable 
cost in civilian hospitals. 

8. In your opinion are there abuses of non-service-connected care? No. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84—8 accounts)? 


Fiscal year— 
Item 
1955 1956 1957 1958 1959 
(estimated) 
a) Average daily patient load__.......... 111.5 112.0 115.0 114.0 115.0 
6) Full-time equivalent staff__..........- 185, 8 177.3 189.6 185. 5 186.7 
$1, 013, 992 | $1, 085,726 | $1,071, 674 | $1, 168,858 | $1, 233, 791 
| ane 773, 132 847, 874 845, 142 939, 712 1, 010, 624 
NN EEE DE OOS 21, 068 20, 705 19, 036 19, 370 20, 054 
Site eS 5, 583 5, 198 4, 217 4, 019 4, 549 
) Utilities (gas, coal, water, ete.)__.-...- 20, 557 22, 487 21, 581 17, 720 21, 786 
55, 315 50, 097 50, 51, 201 50, 663 
i) os and medicines..............---- 14, 434 21, 277 10, 904 15, 944 17, 563 
Medical and dental ~~ Mak wear 11, 784 19, 760 12, 653 12, 067 16, 250 
) Asset acquisitions including equipment_ 5, 062 39, 26, 275 15, 815 15, 944 
107, 057 58, 506 81, 386 93, 010 76, 358 
(m) Cost per discharged patient. -_-......- 238 255 249 276 296 


! Adjusted for common services: Show all costs to nearest dollar of actual cost. 
? Including all payroll analysis accounts. 


2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? Yes. 

3. Does the allotment of funds on the basis of average daily patient load increase 
or decrease the patient’s length of stay? How or why? Not at this center. 
Patients are discharged when they receive maximum hospital benefits. We 
receive sufficient applications to maintain out average daily patient load. 
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4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons soeropeiane’ What improvements seem 
possible? Have they been discussed with responsible officials? We have com- 
parisons with other VA hospitals which are adequate. Some improvements in 
cost distribution are apparent. 

5. (a) What is the average raw food cost per served ration from July 1, 1958, 
through December 31, 1958? $1.094. 

(6) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? $3.846. 

(ec) If all your patients are not on the same ration, what differences are there? 
Why? Adjustments are made to established basic ration allowances to supply 
the nutrients necessary to maintain good nutrition during the acute phase of an ilj- 
ness and the extra requirements for the convalescent and rehabilitation phase of 
medical care. The adjustments are as follows: (1) For tuberculosis patients, a 
30-percent increase in allowances for three food groups; a 10-percent increase in 
four other food groups; (2) for psychiatric, neurological, medical, and surgical 
patients, a 10-percent increase in allowances for all food groups. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 3 nonhousekeeping. 

(b) How important are these quarters in maintaining staff and/or for recruit- 
ment? The present quarters are considered invaluable for securing and main- 
taining competent key personnel. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? 4 additional sets of unfurnished housekeeping quarters. This is 
to be accomplished by converting the nurses quarters, building No. 4, into apart- 
oes. Project approved in director, engineering services, letter of October 17, 
1956. 

(d) Could cost of such quarters be a lucrative investment? The construction 
cost for the quarters project could be offset by rental charges in approximately 
10 years. These quarters could be used as an incentive in recruitment of 
competent key personnel. 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $10.5 million. 

8. What factors have operated to change the costs of hospital operation? Please 
explain the effect of these factors. Operational costs have increased due to such 
factors as increased local prevailing wage administration rates for employees. 
Public Law 85-462 pay increases, increase in maintenance cost as a result of the 
age of this station, across-the-board increase caused by rising cost of living index. 

9. What internal programs have you developed to engender cost consciousness 
at your station? (See station policy Center Circular 25 dated August 29, 1958.) 


[Veterans’ Administration Center, Cheyenne, Wyo., Circular No. 25, Aug. 29, 1958] 


BupGetary CoNnTROL 


Section 
Designation of allotment accounting VII 
Instructions for use of budgetary control report. xX 


I. PURPOSE 


1. The purpose of this circular is to establish an internal budgetary control 
procedure for the decentralization of funds for supplies and services to all divisions 
and services at the Cheyenne center. 


II. GENERAL 


1. Consonant with the Administrator’s policy of decentralization of authority 
to managers for the more efficient, effective, and economical operation of VA field 
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stations, the policy and procedure as set forth herein further decentralizes authority 
and certain responsibilities in the control of the expenditure and utilization of all 
allotted funds. 

2. Responsibility for the operation of the budget program will be that of the 
finance officer under the general direction of the assistant manager. 

3. Since availability of funds controls the procurement of personal services, 
supplies, equipment, contractual services, beneficiary travel, consultants, employee 
travel, etc., budgetary control will reveal in a large measure the station effective- 
ness. All personnel having the responsibility for the obligation of VA funds are 
enjoined to carefully consider each expenditure in order to effect the most eco- 
nomical utilization of available funds. 

4. To prevent incurring obligations or the expenditure of funds in excess of the 
amount made available by central office, Washington, D.C., to the Cheyenne 
center, it is absolutely necessary to establish effective control of such funds at all 
administrative levels. 

III, SCOPE 


1. As indicated in section II-2 above, the finance officer will be responsible for 
the operation of the budgetary program of the Cheyenne center. All problems 
and questions regarding budgetary procedure will be brought to the attention of 
the finance officer, who will provide assistance as is necessary to maintain an 
effective program. 

IV. AUTHORIZATION TO INCUR EXPENSE 


1. Division and service chiefs, as indicated in section VII, or their designated 
alternates, are authorized to incur monetary expense within the Cheyenne center 
in accordance with established procedures and will maintain records as prescribed 
in this circular. 

2. The authorization to incur expense also includes responsibility on the part 
of each division or service chief to maintain all balances of funds for each operating 
element. Each time the designated official initiates an obligation of funds he 
should be certain that his exact balance is adequate to cover that expenditure. 

3. Division and service chiefs indicated in section VII will submit to the assist- 
ant manager for approval, by memorandum in three copies, the signatures of 
individuals designated to authorize expenditures for the division or service. 
After approval, the assistant manager will forward copies to both the supply 
division and finance division where they will be maintained in files of authorized 
persons to incur expenses. 

4. It will be the responsibility of the personnel control board to insure that 
adequate funds are available prior to taking action on proposed recruitment, 
promotions, ete. This will be accomplished through close coordination with the 
finance officer, who will maintain accounts for funds reserved for all personal 
services. 

5. It is emphasized that the authorized personnel designated to incur expenses 
will be held solely and completely responsible for the maintenance of adequate 
records of funds allocated to the division or service. Should an expenditure or 
obligation be made in excess of allotted funds, the person making such authoriza- 
tion will be held responsible. 


V. CONCEPT OF OBLIGATIONS 


1. Obligations consist of orders placed for services; items of supply and material 
issued to operating units; and all other transactions during a given period of time 
which properly reserves allotted funds for expenditure. Orders placed for items 
of supply and material are not considered expenditures until received by the 
using division or service. However, such orders are commitments and it must 
be stressed that they will be taken into consideration within available balances 
until received and recorded in order that funds will be available when such supplies 
or materials are received. 


VI. FORMS UTILIZED TO INCUR EXPENSES 


_ 1. The following documents are those which normally will be used when 
incurring expenses: 

Issue book: When items requested in the issue book, (high cost), are received, 
ely will advise the using division or service of the dollar value of the items 
issued. 

Low sales: When items requested in low-cost sales are received, supply will 

vise the using division or service of the dollar value of the items fee 4 
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Request for supplies or services (VA form 2237): This document would be 
used to establish a commitment when ordering supplies and materials, and would 
be reflected as an expenditure upon receipt of these items. 

Estimated miscellaneous obligation or change in obligation (form 1358): Utilized 
for estimating projected services, such as beneficiary travel, fee basis dental and 
medical, contract burials, utility services, etc. 

Travel authorizations (form 3036): Travel orders for employee travel whenever 
charges against 0210 funds are involved. 

Local travel (SF-1164): To be recorded as an expense upon submission of this 
form to finance for reimbursement. 


VII. DESIGNATION OF ALLOTMENT ACCOUNTING RESPONSIBILITIES 


1. The following division and service chiefs will be responsible for the allotment 

restrictions as indicated below: 
Regional office expenses 
7 Supply division: All equipment, repairs to equipment, transportation, burial 
ags. 

dministrative division: All communications, forms and publications, all other 
expenses of this division not indicated elsewhere. 

inance division: All salaries, common-service activities, all other expenses of 
this division not indicated elsewhere. 

V.R. & E. division: All beneficiary travel, handling charges on training books and 
supplies, education and training reporting allowances, grants to States, all other 
expenses of this division not indicated elsewhere. 

Assistant manager: Employee travel for adjudication, finance, and adminis- 
trative divisions; all other expenses of this office not indicated elsewhere. 

Contact: Responsibility of all expenses of this division not indicated elsewhere. 

Chief attorney: Responsibility of all expenses of this division not indicated 
elsewhere. 

Pian a pea Responsibility of all expenses of this division not indicated 
where. 

Loan guaranty: Responsibility of all expenses of this division not indicated 
elsewhere. 

Outpatient 

Finance: Common service activities. 

taal Fee basis medical, State pharmaceutical association, beneficiary 
travel. 

office: Employee travel. 

Dental: Fee basis dental authorizations. 

Prosthetics service: Repair and purchase of prosthetic appliances and equip- 
ment. 

Hospital 

Finance: All salaries and common service activities. 

ce gg de All fee basis medical authorizations; expenses of contract burials, 
including transportation; beneficiary travel; supplies for indigent beneficiaries; 
contract hospitalization; aid to State homes; all other expenses of this division 
not indicated elsewhere. 

Personnel: All expenses of this division not indicated elsewhere. 

Supply division: All equipment; repairs to equipment; all other expenses of 
this division not indicated elsewhere. 

Director of professional services: All funds for consultants, all expenses of 
surgical and other wards; central supply and the office of director of professional 
services not indicated elsewhere. 

Administrative: All forms and publications. 

Special services: All expenses of this service and those of social service not . 
indicated elsewhere. 

X-ray: All expenses of this service not indicated elsewhere. ‘ 

Laboratory: All blood used for medical purposes; all expenses of this service not 
indicated elsewhere. 

Pharmacy: All expenses of this service not indicated elsewhere. 

Nursing: All expenses of this service not indicated elsewhere. 

Dental: All expenses of this service not indicated elsewhere. 

Dietetics: All expenses of this service not indicated elsewhere. 

Housekeeping: All expenses of this division not indicated elsewhere. 
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Engineering: All expenses of this division not indicated elsewhere. 

Prosthetics: All expenses of this service not indicated elsewhere. 

Manager’s office: All employee travel. 

2. Exhibits attached are furnished for informational purposes to assist station 
personnel in a better understanding of finance accounting procedures. 


VIII. MAINTENANCE OF RECORDS 


1. Each division or service chief designated in section VII above, or his desig- 
nate, will follow the prescribed station procedure for the maintenance of budgetary 
control records. A standard station form has been prepared and distributed to 
all divisions or services required to maintain a budgetary control record. Util- 
ization of this form is mandatory for each separate allotment restriction assigned. 

2. Budgetary control forms will be maintained on a monthly basis in the 
division or service concerned. At the beginning of each month a new form will be 
used, carrying forward from the preceding month the cumulative figures which 
started with the beginning of the quarter. 

3. The finance officer has established a program for auditing the budgetary 
control accounts and will visit divisions and services at such times as are deemed 
necessary in order to assist in maintenance of these accounts. The finance officer 
will render a monthly report to each control point reflecting the amount allotted 
and the amount expended during the quarter, showing the balance available for 
the remainder of the quarter. A copy of this report will be furnished manage- 
ment. Each division or service chief, or his designate, will be responsible for 
reconciling this report with the records maintained by the control point. Any 
assistance necessary in this reconciliation will be given by finance division per- 
sonnel. It is emphasized that all errors or discrepancies must be corrected in 
order that balances in control points will agree with the report submitted by the 
finance division as these reports are taken from the station records and control 
the overall station allotment. 

4. For audit | pean division and service chiefs will maintain an obligation 
file consisting of copies of all requests for issue for which delivery has not been 
made, i. e., copies of VA forms 2237, 1358, etc. 


IX. METHOD OF ALLOTMENT 


1. The finance officer will prepare and forward quarterly ‘Advice of Allotment 
Forms.”’ This allotment of funds will be based upon fund allocations made by 
central office, Washington, D.C. Such allotment will indicate the amount of 
money available for obligation during the current quarter. Balances available 
from previous quarters will not be carried forward to the current quarter but will 
be considered automatically withdrawn at the end of each quarter. 

2. As indicated in section IV, paragraph 5, division and service chiefs will be 
held solely responsible to insure that obligations and expenditures do not exceed 
the amounts allotted. Division and service chiefs will - notified at such times 
that withdrawal of funds from allotments are necessary. Such withdrawals will 
be based upon (1) higher priority needs of funds for other divisions or services; 
(2) a surplus of funds not required by the division or service; (3) not meeting the 
planned average daily patient load at the hospital, it may become necessary to 
recall funds for withdrawal by central office; and (4) a more equitable distribution 
of funds stationwide. Such withdrawals will be by advice from the finance officer. 

3. Division and service chiefs will notify the finance officer by memorandum 
immediately when unobligated balances are excess to their needs and which ma 
be available for redistribution. The finance officer will confirm the withdrawal. 

_ 4. When justified, division or service chiefs may request additional fund at any 
time. This will be by memorandum to the finance officer and will show complete 
justification for the increase. Such requests will be screened thoroughly by the 
finance officer. If found to be justified and funds are available, the request will 
be honored by an advice of allotment for the increase. 

5. There will be established at the station a budgetary advisory committee to 
assist management and the finance officer in obtaining the best utilization of funds 
available in the medical programs. Also, there will be established an equipment 
committee for medical programs to determine the priorities in this field. The 
above functions for the regional office program will be accomplished in staff 
meetings of all regional office division chiefs. 
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X. INSTRUCTIONS FOR THE USE OF BUDGETARY CONTROL FORM 


ee ——— form will be used for each separate appropriation limitation, pro- 
gram, and/or object. In addition, if desired by the division or service chief, more 
than one form may be used within a single allotment restriction in order that more 
accurate data may be accumulated for statistical purposes. That is, the registrar 
may within allotment restriction 8400-01-13 maintain separate forms for benefi- 
ciary travel, X-ray therapy, etc. In this event, totals of the various sheets will be 
consolidated on an extra sheet and used in reconciling with the reports submitted 
by the finance officer. 

(a) Heading: All entries are self-explanatory. 

(6) Date column: Indicate date orders are placed and date supplies are received. 

(c) Description column: Description should be adequate for identification 


pur 

(a) Allotment column: This column will reflect the total of all allotments re- 
ceived quarterly to date and will change only upon receipt of advice of an increase 
or decrease from the finance officer. 

(e) Expenditure column: Entries will be made in this column listing items of 
supply or materials, showing amounts reflected on various issue documents, for 
example, the value of supplies issued against the issue book, items of services, 
projected totals indicated on form 1358 for utilities, beneficiary travel, etc. 

(f) Commitment column: This column will reflect an estimated total of all 
supplies and materials ordered but not yet delivered. 

(g) Balance of allotment column: Will reflect the balance of funds available 
for future obligations. The balance in this column plus the total of the expendi- 
ture column and commitment column should equal the total allotments received 
by the division or service. 

(h) 1 percent surcharge: Upon receipt of any item or items from supply, the 
using division or service will add to the cost of each item a surcharge equal to 
1 percent of the value of such items charged. This 1 percent surcharge covers the 
supply division costs of handling equipment, materials, and supplies and all trans- 
portation involved in delivery of items issued. No surcharge will be made against 
service items. 

XI. THE ANNUAL BUDGET 


1. During the months of April and May each year all divisions and service 
chiefs will be contacted in regard to preparing estimates for fund requirements for 
the next fiscal year. Noset outline for these estimates is contained in this circular 
as budget instructions from central office are subject to change from year to year. 

2. It is reiterated that it is the eepenenny of each division or service chief 
os a fund allocation to attain that degree of fiscal management which will 
obtain the optimum utilization of budgetary funds. Any assistance of a technical 
or advisory nature required may be obtained from the finance officer. 


XII. RESCISSIONS 


1. Center Circular No. 12, dated July 15, 1957, indexed under section IV, is 
hereby rescinded. (24) 

By direction of the manager: 

Joun J. WILLIAMS, 
Acting Assistant Manager. 
Distribution: Regular. 
Indexed under section IV. 
Exuisit A 


For informational purposes only the following appropriation symbols will be 
used for fiscal year 1959. These symbols are subject to change from year to 
year based upon congressional action. 


368/90151 Regional office. 

368/90151.007 Regional office employee travel. 
368/90156 Outpatient. 

368/90156.007 Outpatient employee travel. 
368/90159 Inpatient. 


368/90159.007 Inpatient employee travel. 
The program symbols to be used are indicated below: 
200 Regional Office. 
8400 Inpatient. 
8600 Outpatient. 
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Allotment restrictions within each appropriation: 
0210 Employee travel. 
02-1100 V.R. & E. educational training program. 
0798-9 Contract hospitalization. 
1100 Aid to State homes. 
0771-2 Fee basis dental authorizations. 
01-13 All other expenses. 

The following information is submitted to assist in interpreting types of ex- 
penditures reflected on accounting reports. Each object of expenditure will have 
four digits; the first two digits reflects the general type of expense and only these 
are indicated below. The last two digits define the more specific type of expense 
and are not indicated herein as they are too numerous in nature. 

01 Personal services. 
02 Travel. 

03 Transportation. 
04 Communications. 
05 Rental. 

06 Publications. 

07 Services. 

08 Supplies. 

09 Equipment. 

10 Improvements. 
11 Aid to States. 


Exuirit B 
lst quarter budget control Appropriation 36890151 
Assistant manager (division or service) estriction 01-13 
Description Date | Allotment | Expendi- | Commit- | Balance 
tures ment 
Previous voucher No. 150: Office supplies...} July 15 |..........-- $9. 00 (10) 91. 00 
Previous voucher No. 201: Rubber stamps..| July 25 |.........--- 6. 50 (5) 84. 50 
July 31 86 15. 50 0 70. 50 


10. Laundry service: 
(a) What was the utilization of laundry per patient per day during calendar 
year 1958? 


Total Number 
number pationt-day 


(6) What was the cost of laundry service during the last 6 months of calendar 
year 1958? (All stations other than NP hospitals will report costs separately to 
include and exclude memorandum cost accounts, required by VA interim issue 
CONTR-112, dated June 25, 1958, which include such items as depreciation on 
plant and equipment, maintenance, utilities, supplies, etc., as well as personal 
services, and which were instituted for the purpose of making VA laundry opera- 
tions comparable with commercial laundries. NP hospitals will report only costs 
excluding these memorandum accounts.) 

Laundry costs computed on basis of all costs applicable to Federal laundries, 
excluding memorandum accounts: Per piece, $0.046; per pound, $0.063. 

Laundry costs computed on basis of commercial operation, including 
memorandum accounts: Per piece, $0.0657; per pound, $0.0885. 

(c) If laundry service is furnished by commercial contract, provide information 
as to, and evaluate such service according to, the items listed below. If such 
contract service has replaced VA laundry service, relate such information to your 
experience with VA laundry service, making pertinent comparisons. 

(1) Quality: Satisfactory. 
(2) Timeliness: Satisfactory. 
(3) Cost: Gross cost, 1958, $16,586.67. 
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(d) If your station has changed from VA laundry to contract laundry service, 
has such conversion resulted in any significant change in linen inventory? No. 

11. What import does the average-daily-patient-load concept of financing hospi- 
tal operations have on the turnover of patients, the admission of patients who 
actually do not require hospitalization, etc.? No import at this center. Our 
turnover has always been approximately the same; patients are not admitted 
unless they are in need of hospital care, and all patients are discharged as soon 
as they receive maximum hospital benefits. 

12. How many operating beds could be closed if we were not forced by the 
average daily patient load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 

13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect 
would it have on the number of operating beds required to meet the needs of 
veterans actually needing hospitalization? None. 

(b) What was your estimated cost for this program during fiscal year 1958? 

(1) Total cost: Unobtainable. 
(2) Visits to hospitals by patients on CBOC status: 38. 
(3) Cost per visit: Unobtainable. 


IX. Miscellaneous 


1. The Department of Medicine and Surgery was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished? Yes. By what methods? Reduction of 
mandatory procedures. Cite examples. Recent revisions of manual procedures. 
¢ (6) Has your hospital had an internal audit of its administrative operations? 

es. 

(1) Was the team personally experienced with hospital operation? Yes. 

(2) Was it apparent whether paramount interest was in good practical 
administration or in how well central office minutiae of procedures were 
followed? Interested in good practical administration. 

(3) How was the internal audit valuable to your hospital? It strengthened 
our managerial self-analysis program. 

(4) Were you pressured or compelled to adopt any impractical or inhibitive 
operational changes as a result? No. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? Benefit questionable. Should be conducted by a 
team of area consultants acquainted with civilian and Government standards 
and some knowledge of local professional personnel. 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Very helpful from a technical and advisory standpoint. Also helpful 
to morale of personnel. 

(2) Of what value would you think these visits are to VACO? Better 
overall appreciation of field activities, and good liaison. 

(3) Would less frequent visits be more useful? No; not too frequent here. 

(e) Have directives, circulars, manuals, et¢e., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? No. 

2. Is the management Seveloement program directed toward making good 
employees or good managers? irected toward making good employees and 
good supervisors. 

X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description Amount 
year 
1959 | Alterations and addition to building No. 1 (now im progress) ..........-...-..---.- $1, 135, 627 


1961 | Alterations building 19 for utility shops and garages. ..................----------- 100, 000 
Enclosed stairway 25, 000 
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Not programed, or under consideration for fiscal year 1962. 


Deseription Amount 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959. 


Description Amount 
ix — expenses (operational such as electricity, gas, water, sewage, gasoline, oils, aa 


(b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Replacement of 3. 600-qallem hot water $2, 000 
Replace existing 34-ton plokup 1, 400 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 

Replacement of existing plumbing fixtures... ............-.....-----------+---------------- 1, 500 


(b) Minor betterments costing less than $2,000, excluding equipment: None. 
(c) Replacement and new fixed equipment costing over $1,000: 


Description Amount 
Installation of emergency electrical plant for boiler plant__......-....-.--...-.--.....----.- $3, 500 


3. What, in your opinion, are the most L grees needs in your installation? 
(1) Utility shops and garages; (2) enclosed stairway; (3) repairing road and 
parking area; (4) replacement of 1 860-gallon hot-water tank; (5) installation 
of emergency electrical generating plant. 


‘ 
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SHERIDAN, WYO. 
I. General 


Name of hospital: Veterans’ Administration Hospital. 
City and State: Sheridan, Wyo. 
Type of services: Type of hospital, NP; domicile, no; formal outpatient clinic, 
no. 
Name, qualifications, and tenure of— 
(a) Manager: E. S. Post, M.D.; certified mental hospital administrator in 
psychiatry; tenure, July 1951 to present. 
(b) Assistant manager: D. E. Formby; tenure, April 1957 to present. 
(ec) Director, professional services: G. O. Laxson, M.D.; certified mental hos- 
pital administrator in psychiatry; tenure, June 1952 to present. 


II. Bed capacity and patient load 


Hospitals—T ype of bed or patient 
Item (as of Jan. 12, 1959, unless _ 
otherwise specified) Domiciles 
Total | TB Psy- Neuro- | G.M. & 8. 
chiatric | logical 
BED CAPACITY AND PATIENTS REMAINING 
Beds not in use (unavailable): 
6. Staff not recruitable: Beds re- 
¥. Type of bed not required for cur- 
rent operating plan regardless of 
10. Average -~ 4 patient load for 12 


AGE OF PATIENTS 


12. Patients in hospital on Jan. 12, 1959, 
who were 55 years of age or older: 

(6) Percent of total patients re- 

13. Patients in hospital on Jan. 10, 1957, 
who were 55 years of age or older: 


(6) Percent of total patients re- 


USE OF TRIAL VISIT 


Calendar year 
Item 
1955 1956 1957 1958 
14. Number of patients sent to trial visit during year__- 41 35 59 4 
15. Number of patients on trial-visit status as of . 31. 23 14 44 0 


16. (a) What is the number of patients discharged from your hospital during 
the past 3 calendar years? 
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Type of discharge 1956 1957 1958 
146 155 172 
Irregular discharge-.....----- — 12 27 19 
All other....--- 112 99 135 


(b) If there are trends in any of the components above, please describe their 
significance and impact on the activities of your hospital: Increased therapeutic 
activities. This accounts for the higher rate of patient turnover. 


IIT. Length of stay 


1. Length of ra Average stay in discharging hospital of patients discharged 
during the 6 months ending December 31, 1958. 

(c) NP hospitals: What is the length of time in hospital since admission of those 
patients Rempeges on item 9 in category II (total column) as in hospital on January 
12, 1959 


Length of time since admission Number of | Percent of 
< patients patients 


3. (a2) What system of control do you have to insure a minimum stay in 
hospital? Constant review of potential discharges. Home-care and foster-home 
programs have been promoted. 

(b) What improvements have you made since your last report to this com- 
mittee? More treatment personnel. 

(c) Are there any identifiable administrative practices or policies that may 
contribute to increasing length of stay? (If so, describe.) None. 

(d) Are there any identifiable differences in the characteristics of patients, or 
their requirements for care, which have affected length of stay or which may be of 
paperiance in the future. (If so, describe.) Because of increasing age and 
infirmities, the prospect for discharge is r, and transfers-in usually have a 
history of long hospitalizations, which is also a factor. 

4. (a) What would be the effect on length of stay if you were able to provide 

thospital followup care, as needed, on an outpatient basis? Posthospital 
ollowup not practicable in this sparsely settled area. Approximately 83 percent 
of patient load is from other States. ' 

b) What effect would such a program have on your cost of operation? Would 
rae i in a very appreciable increase in costs to provide social workers and travel 
unds. 


5. What would you suggest to further reduce hospital stay without impairing 
care? More treatment personnel might further reduce pay ay stay. 
6. What is needed to improve turnover of patients? paragraph No. 5 


above. 
IV. Waiting lists 


1, Number of eligible applicants not a hospitalized as VA beneficiaries as of 
January 12, 1959, and not yet scheduled for admission and not VA patients: 


Nonservice connected 
Service 
Type of care required Total connected 
Total In non-VA/| Not yet 
hospitals {hospitalized 
1, Total applicants: NP 1 


83427—59——116 


4 


| 
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2. How many patients are scheduled for admission subsequent to January 12, 
1959? 11 veterans on the authorized list. 

3. What system do you use for scheduling admissions from the waiting ligt? 
Within the schedule of priorities, those veterans who have been on the waiting ligt 
the longest ‘and are not in hospitals are given preference when scheduling admis. 
«sions from the waiting list. 

4. In addition to the persons reported in reply to questions 1 and 2, above, how 
‘many additional persons were known to you on January 12, 1959, who were 
tential admissions? 8 veterans on whom we have applications or telephonic 
requests. (Eligibility is pending on these eight.) 

. Are patients admitted without placement on the waiting lists? If the answer 
is “Yes,” please describe the circumstances. Yes. Emergencies and servies. 
connected cases are admitted without placement on the waiting list. 

6. Number of applications for admission from July 1 through December 31, 
1958: Total, 94; approved, 83; rejected, 11. 


V. Hospital staff 


(Report full-time equivalent employment for both full- and part-time employees 
‘as of December 31, 1956, and 1958. Distribute common service employment to 
provide best estimate of staff providing service to hospital patients.) 


Hospital staff on duty Increase (+) or 
from 1956 


Dec. 31, 1956 | Dec. 31, 1958 


Total 


Physicians, full- and part-time... 
Physicians, residents and interns 
, consultants and attendings 


jetitians 
12. Other food-service employees 
Laundry 
. Engineering maintenance (excluding laundry) 
15. Engineering operations (excluding laundry) 


16. 

17, Special services 

18. All other staff___- 
1 In physical medicine, dentistry, laboratory, X-ray. 


_ 19. (a) Number of member employees as of January 12, 1959: 7, Annual 
wage (average): $725. 
What is the value of this program to the member and to the hospital? 

_(1) Opportunity to establish a good working pattern which is extremely important 
._ to the member after discharge from the hospital; (2) a normal social work environ- 
ment because of the opportunity to work with regular employees; (3) development 
of self-esteem, self-respect, self-confidence, and a feeling of accomplishment for 
those patients whose posthospital employment is envisioned within a year or 80; 
and (4 hc ater! to live in separate quarters with regular employees, chance to 
receive , visit the city, and relate to fellow citizens on a normal basis. 

20. What was number of guards on duty December 31, 1958? 5. 

21. (a) Number of patients on January 12, 1959, who are in industrial therapy 


programe: 122, 
(6) Number of gree discharged during past 3 months who were given ia- 
dustrial therapy: 6. 

(c) Average days of hospitalization of patients reported in (b): 1,720. 

22. Number of patients in day hospitalization: None. 

23. Number of patients in night hospitalization: None. 


on | B 


0 
—20 
0 
+.2 
. 8. Therapists and technicians '_..........--.....-..--.- +1.0 
0 
10. Office of manager, personnel, and finance............ +10 
—20 
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0 
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24. For consultant, and attending physicians, show below the required data. 


- Total (fiscal years) 
From July 1 through June 30 


1958 


Number of diffesent persons who provided service 
Average payment per consultant or attending ? 

Total amount paid to all consultants and attendings 2 
Total for trav 


1 Dec. 31, 1958. 
2 Exclusive of travel. 


25. What categories of employees would be recruited if the primary fund 
allotment were inereased? 


Treatment personnel 
Housekeeping pe:sonnel 
Engineering personnel 


VI. Research and education 


2. For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient care program by the 
presence of (1) research and (2) training programs such as medical, para medical, 
or hospital administrative trainees? It would provide stimulus to better care 
and would also assist V A-wide in recruitment. 


VII. Eligibility and ability to pay 
1, Patients admitted to hospital on November 30 through December 6, 1958: 


General medical and surgical] 
and neurological 


With insurance ! 


Entitle- | Entitle- 
ment 


(© For treatment of a non-service-con- 
condition 


(1) Patient has 
(2 in ipt {VA io: 

receipt o 
3 In hospital more then 30 days. 


Other 
_ ‘Any form of prepayment insurance. 


~ Note.—If'a patient receiving care for a non-service-connected disability ‘be reported in more than 
‘ene of tiie categories in (e) above, show him only in that category appearing first in the listing. 


2. (a) Number of veterans admitted since July 1, 1958, who at the time ol 
admission indicated workmen’s compensation coverage for an alleged industriaf 
‘or injury: None. 

b) Number of patients in (2) whose employer had advised. the hospital that 

ustrial or 


the patients were entitled to full care elsewhere for the ind 


injury at no expense to the veteran: None. 
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3. What action do you take to collect payment for hospitalization under insur- 
ance plans, emphasizing any changes made since January 1957? (Include an 
estimate of the cost of the collection program to the hospital during calendar 
year 1958.) Upon receipt of statement of charges form letter No. 10-272 is 
prepared, signed, and forwarded to insurer with enclosures. If after 60 days no 
reply has been received, form letter No. 10-273 is prepared and forwarded; jf 
no reply received after 30 days, a second form letter No. 10-273 is forwarded: if 
after an additional 30 days no reply has been received, the entire file is assembled 
and forwarded to the chief attorney of the area for action. 

Estimated cost: 4 hours, registrar division, at $2.08 equals $8.32; 2 hours 
fiscal division, at $2.45 equals $4.90; total, $13.22. p 

4. Compare amounts billed to insurance companies, veterans, and employers 
and amounts collected: 


Calendar year | Calendar year 
1957 f 1958 


Amount billed __ $1, 242 122. 


- Is the addendum filled in before or after the oath of inability to pay is signed? 
ore. : 

6. How many addenda following review by the manager of the hospital were 
referred to central office as suspected of being able to defray their own cost of 
hospitalization during calendar year 1958? None. 

8. In your opinion are there abuses of non-service-connected carey None at 
this hospital. 

9. Percentage of patients as of January 12, 1959, in hospitals for treatment of 
service-connected or non-service-connected conditions: 


War Service Nonservice Total 
connected connected 
World War I_...... maul 32.9 67.1 100 
Spanish-A 100.0 100 


VIII. Costs 


1. What were your net costs for hospital care after adjustments for common 
services (including 84-8 accounts)? 


Fiscal year— 
aaa 1955 1956 1957 1958 1959 

ated) 
Average daily patient load __.._....._- 645.0 643.0 642.0 652.0 635.0 
Fulltime equivalent 477.5 480.5 474.6 484.2 
() Total cost ?._......_- ee $2, 275, 913 | $2, 417, 690 | $2, 436, 959 | $2, 643, 319 | $2, 700, 228 
Salaries of staff 1, 815, 682 | 1,042,990 | 1,968,782 | 2,190,611 | 2,341,489 
3 Patient travel... -.......-....--------- 2, 599 2, 561 2, 649 2, 251 2, 336 
Communications ___........--......-. 8, 356 8, 509 8, 569 8, 223 7, 82 
Utilities (gas, coal, water, etc.)........| 32,056} 33,644 32,972 32, 519 28, 828 
Row 228,028 | 211,011} 211,619] 218,616 219, 255 
i) Drugsand medicines--_-.........--..-- 11, 984 16, 257 23, 883 24, 904 22, 448 
Medical and dental supplies day cape 11, 789 23, 713 22, 702 19, 806 16, 236 

Asset acquisitions inc equip- | ~ / . 
"ment. | 56,867 38,318 45,746 30, 409 20, 686 
108,552 | 140,687] 120,037 | 115,980 101, 120 
(m) Cost per discharged 8,073 | 10,000| 10,614) 13,972 | 565 


1 Records destroyed. 
2 Adjusted for common services: Show all costs to nearest dollar of actual cost. 
3 uding all payroll analysis accounts. 
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2. Do you believe that the primary fund allocation is sufficient to provide an 
acceptable standard of medical care? No. Despite provision for additional 
treatment personnel, plant maintenance continues to be a problem. I 

3. Does the allotment of funds on the basis of average rat patient load increase 
or decrease the patient’s length of stay? How or sy 0. 

4. Do you have any adequate comparison standards with other VA hospitals? 
Civil hospitals? Are such comparisons appropriate? What improvements seem 

sible? Have they been discussed with responsible officials? We have ade- 
quate standards for comparison of fiscal costs with other VA hospitals and limited 
information regarding civil hospitals. It is our belief that differences in types of 
physical structures, ages of patients, climatic and geographic differences make 
adequate comparative standards difficult or impossible. We have no constructive 
suggestions to offer. 

5. (a) What is the —- raw food cost per served ration from July 1, 1958, 
through December 31. 1958? $0.906. 

(b) What is the cost per served ration for all other food service activities from 
July 1, 1958, through December 31, 1958? | $0.908. r (8) 

(c) if all your patients are not on the same ration, what differences are there? 
Why? All are on same ration. 

6. (a) As of December 31, 1958, give the number of vacant quarters for per- 
sonnel: 4 housekeeping; 17 nonhousekeeping. 'o) 

(b) How important are these quarters in maintaining staff and/or for recruit-' 
ment? It is essential that housekeeping quarters be available for staff physicians’ 
and tentative commitments are such that a number are presently vacant in antici- 
pation of recruitment. 

(c) What additional quarters do you believe would add quality or stability to 
your staff? None. a 

7. What, in your opinion, is the capital value of this installation (all buildings) 
based on a replacement cost? $20 million. aes 

8. What factors have operated to chatige the costs of hospital operation? 
Please explain the effect of these factors. Increased costs of food, supplies, 
equipment, and salaries. 

9. What a aa programs have you developed to engender cost conscioysness 
at your station? Increased staff participation in budget planning and adminis- 
tration; supervisory training; and incentive awards and work simplification 
programs. | | 

10. Laundry service: 
_(a) ney was the utilization of laundry per patient per day during calendar 
year 1958 


Total Number per 
number patient-day 


»,(b). What was the cost of. laundry service during the last 6 months of calendar 
year 1958?" (All stations other than NP hospitals will,report. costs separately teo- 
include and exclude memorandum cost accounts, required by VA. interim. issue’ 
CONTR-112, dated June 25, 1958, which include such items as depreciation on. 
plant and equipment, ‘maintenance, utilities; supplies, etc., as well as personal 
services, and..which were instituted for the purpose of making VA laundry oper-. 
ations comparable with commercial laundries. NP hospitals will report only 
costs excluding these memorandum accounts.) 4 
' Laundry costs computed on basis of all ¢osts applicable to Federal laun- 
~~-dries, excluding memorandum accounts: Per piece, $0.029; per pound, $0.039. 
‘1k. What import does the average daily patient load concept of financing hes-. 
pital operations. have on the turnover of patients, the admission of patients who’ 
do |not require’ hospitalization, ete.? None. 
12. How \many operating beds could be closed if we were not foreed by the 
average-daily-patient-load concept of financing just to maintain an average daily 
patient load so funds would not be withdrawn? None. 


13. (a) If CBOC program could be explicitly identified as a cost factor of 
running a hospital and funds specifically allocated on this basis, what effect would 
it have on the number of operating beds required to meet the needs of veterans 
actually needing hospitalization? None. 


| 
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IX. Miscellaneous 


1. The Department of Medicine and was reorganized in 1953. 

(a) The hospital manager was given more decentralized operational authority 
to carry out his responsibilities for operations. Has the decentralization been 
more increased than diminished?. Yes. ._By what methods? More authority 
delegated to manager. Cite examples: Greater flexibility in use of funds. In 
creased authority in day-to-day operations. ' 
M (b) Has your hospital had an internal audit of its administrative operations?) 


o. 

(c) If a fair professional medical audit could be devised, what benefits would 
result? Should it come from outside, nongovernment sources or VACO? Or be 
conducted by a joint team? It should come from VACO. : 

(d) The area medical director’s office is regarded as part of the central office. 

(1) How helpful to the hospital are supervisory visits of the area office 
staff? Most helpful. 
(2) Of what value would you think these visits are to VACO? Provides 
' liaison and appraisals between stations and central office. 
(3) Would less frequent visits be more useful? No. ; 

(e) Have directives, circulars, manuals, etc., recentralized operational authority 
to any great extent? State how by citing examples. Have such always been 
beneficial to the hospital’s operation? o. There has been no appreciable 
recentralization. In the main, directives have been beneficial to hospital opera- 


tions. 
2. Is the management development program directed toward making good 
= or managers? th, primarily improving performance of em- 
oyees. 


X. Capital improvement 


1. What nonbed betterment projects (H. & D.F. or M.A.I.R.) over $2,000 are 
scheduled at this station? 


Fiscal Description . Amount 
year 
1959 | Refrigeration room, building 7 (estimated) --.........-......- ’ $10, 000 
1960 | None ph 
1961 | None. 


Not programed, or under consideration for fiscal year 1962: Therapeutic exer- 

cise clinic building and pool; chapel; addition to recreation building; theater; 

nhouse; automatic lawn sprinklers; administration building; remodel building 

to garage and fire station; alterations to laundry; P.M. & R. building; auto- 
matic sprinklers for 17 buildings; and elevators, buildings 4 and 8. 


XI. Maintenance 


1. (a) List by description and amount of money involved each major item of 
maintenance chargeable to station funds and scheduled for fiscal year 1959: 


Replacement of floor covering in patient dining rooms in building 7. Cost, 


roximately $3,600. 
b) In addition, list those items deferred due to lack of funds which in your 
opinion will result in further deterioration of property because of such deferral. 


Description Amount 
Exterior painting of deferred interior painting - - j * $20,000 
Seal coat of bituminous ximately 38,000 square yards; 16,000 
Repair of exterior porches, Soors, moldings, trim, et, 4 through 9; cost (approxi- 6,00 


w 
q 
2. 
3. 
4. 
5 
6. 
7. 
8 
2. 
6. 
2 
4 
sic 
(6 
ref 
bu 
(1 
an 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1823 


2. Future plans: In the following three categories, list all items for which there 
will be need in fiscal year 1960 and fiscal year 1961. (Exclude items listed in 
question 1(b) above.) 

(a) Maintenance of facilities over $1,000 (buildings, grounds, and equipment), 
excluding cost of replacing or adding new fixed equipment: 


Description Amount 


1. Replacement of existing fire-alarm system including call stations, alarms, code stations, 

underground wiring, and master control center and underground wiring - --.-.......--- $19, 500 
2. Replacement of floor covering in buildings 5 and 6, approximately 18,000 square feet_--__ 14, 000 
3. Renovate 6 toilet and bathing areas, building 64, to include replacement of leaky shower 


pans, new fixtures, and renewal of hot and cold water lines to these areas______._..___- 9, 500 
4. New conductive floor covering in operating suite in building 71, approximately 13,000 


5. Replacement of curbs, sidewalks, and leveling and resurfacing of bituminous roadways, 
approximately 3.6 miles, involving 38,000 lineal feet of curb and gutter, approximately 


9,000 square yards of sidewalks, 38,000 square yards of roadway- .---.-.--.......---.----- 170, 000 
6. Replacement of —T street lighting system on 3.6 miles of improved roadway ------- 76, 000 
7. Renovating 13 sets of housekeeping quarters which were constructed during the 


1902 through 1907 which still have some of the original bath fixtures, wiring, etc. hese 
include buildings 22, 21-A, 21-B, 20-A, 20-B, 19-A, 19-B, 17-A, 17-B, 14-A, 14-B, 


8 — floor and floor covering, 2d floor, building 7, including new underlayment, new 


(b) Minor betterments costing less than $2,000, excluding equipment: 


Description Amount 
1. Canopy over clean linen dock and canopy over dirty linen dock at laundry, building 31, 
2. Convert walk-in refrigerator box to deep-freeze s e, basement of building 7........._- 2, 000 
3. —— in patient dayroom areas in bu dings 5 and 6; 4 dayrooms at a cost aan 
0 
4. Provide ventilation in toilet and bath areas‘in building 3; cost......................--.- 1, 000 
5. Provide ventilation in patients’ dayroom areas, building 86; 4 dayrooms at a cost of 
(c) Replacement and new fixed equipment costing over $1,000: 
Description Amount 
1. Replacement of existing pumper firetruck which is approximately 17 years old with a 
2 ee pone of %-yard dragline with new self-propelled rubber-tired combination loader aes 
3. Replacement of 2 projector heads on 35-millimeter projectors in station theater, building 
4. Replacement of <n nen hood, size 8 feet by 35 feet, in hospital kitchen, building 7, 
5. Replacement of dish machine, vent hood, and dish tables in hospital kitchen, building 7-_- 10, 000 


3. What, in your opinion, are the most pressing needs in your installation? 
(1) replacement of floor covering in buildings 5 and 6; (2) replacement of curbs, 
sidewalks, and bituminous road resurfacing; (3) replacement of fire-alarm system; 
4) replacement of street-lighting system; (5) renovating of housekeeping quarters; 
6) Teplace second floor and floor covering in building 7; (7) convert walk-in 
refri erator to deep-freeze storage; (8) provide ventilation in patient dayroom, 
buildings 5 and 6; (9) provide ventilation in patients’ dayrooms in building 86; 
(10) replace existing firetrucks; and (11) replacement of dish machine, vent hood, 
and dish tables in hospital kitchen, building 7. 


| 
| 
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VETERANS’ ADMINISTRATION CENTRAL OFFICE COMMENT 
ON COMMITTEE QUESTIONNAIRE AND TABULATIONS 
WITH SUPPLEMENTARY INFORMATION RELATIVE TO 
OPERATION OF HOSPITALS AND DOMICILIARIES 


Section II. Bep Capaciry anp Patient Loap 


Table 1: Rated bed capacity of VA hospitals and domiciles as of 
January 12, 1959. 

Table 2: Beds out of active service in VA hospitals and domiciles 
as of January 12, 1959. 

Table 3: Operating beds in VA hospitals and domiciles as of 
January 12, 1959. 

Table 4: Patients remaining in VA hospitals by service connection, 
type of patient, and age and members in VA domiciles as of January 
12, 1959. 

Table 5: Discharges from VA hospitals and deaths in hospital. 


BED CAPACITY 


The use and interpretation of the data concerning rated bed capac- 
ity and unavailable beds (or beds out of active service) which are 
contained in the questionnaires and in tables 1 and 2 prepared from 
them should be conditioned by the fact that modifications were made 
in the rated capacity of various hospitals between January 12 and 
January 31, 1959. These changes resulted in the elimination of 
3,083 beds from the rated capacity. On January 31, 1959, the num- 
ber of rated beds in all hospitals was 123,667. Consequently, the 
questionnaire forms and table 1 and 2 represent data during a 
transitional period and do not reflect the latest status. 

A list by hospital showing the rated bed capacity and beds out of 
active service as of January 31, 1959, was presented in a paper to the 
committee on February 20, 1959. These data are included herein so 
that the latest status will be available in conjunction with that for 
January 12, 1959. 

The definitions of the terms currently in use by the Veterans’ Ad- 
ministration to describe the status of beds follow: 

The total rated bed capacity figures presented in table 1 are the 
same as the official figures on record at the VA central office as of 
December 31, 1958. 

Table 2 shows the number of operating beds that were available for 
the 24-hour daily care of inpatients on January 12, 1959. The deci- 
sion as to how many beds of the total rated capacity are required to 
support the patient load rests with the manager of each station. On 
January 12, there were 120,605 operating beds in VA hospitals and 
17,520 operating beds in VA domiciliaries as compared with 126,750 
hospital beds and 17,814 domiciliary beds in the rated capacity. 
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The difference between the rated bed capacity and the number of 
operating beds is the number of beds classified as “Out of active 
service.” The data presented in table 3 identify these beds by 
hospital and the reason for their unavailability. 


Bep Capacity in VA Hospitaus as or JAN. 31, 1959 
Wy Rated beds, operating beds, and beds out of active service 


. Out of active service 


See footnotes at end of table, p. 


Over Type of bed 
Rated | Oper- | capac- 
Hospital bed ating | ity op- 
ca beds ! | erating Psychiatric 
ity beds | Total). 
TB G.M. & 8. 
chot- | Other 
ic 
123, 667 |120, 660 (83) |3,090 | 739} 143 80 1, 639 
NP hospitals 55, 657 | 55, 390 (19)] 286 
G.M. & 8. hospitals. -..........- 60, 254 | 58, 087 (64) |2,231 | 186 | 203 | 143 80 1,619 
TB HOSPITALS 
‘Baltimore, 291 
Brecksville, Ohio. 278 
Butler, Pa.......---- 590 
Castle Point, N.Y 512 
Excelsior Springs, Mo 209 
Fort Bayard, N. Mex.....-..-.-.- 222 
449 
Livermore, Calif................. 550 
Rutland Heizhts, 540 
Fernando, Calif. ...........- 519 
511 
Walla Walla, Wash._.........-.- 407 
NP HOSPITALS 
American Lake, Wash__...-..--. 904 904 
Battle Creek, Mich......-...---- 2,055 | 2,055 
Bedford, 1,803 | 1,803 
Canandaigua, 1, 700 
“Chillicothe, 2,116 | 2,116 
1,602 | 1,606 
Danville, Ill 1,729 
2, 487 
681 
720 
915 
815 
1, 540 
1, 065 
1,171 
2, 041 
2, 009 
1, 650 
1, 769 
1, 273 
1, 105 
2, 062 
2, 488 
1, 400 
1, 634 
951 
2, 000 
670 


| 
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Rated beds, operating beds, and beds out of active. service—Continued 


7 Out of active service 
Over Type of bed | 
Rated | Oper- | capac- : 
capac- era r 
ity beds | Total 
TB G.M. & 8. 
sy- 
chot- | Other 
ie 
NF HOSPITALS—continued | 
956 
Tuscaloosa, 964 
Tuskegee, Ala. -..--.------------ 1, 953 
Waco, 2, 040 
G.M, & 8, HOSPITALS 
Chicago, Ill: 


See footnotes at end of table, p. 1828. 
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Rated beds, operating beds, and beds out of active service—Continued 


Out of active service 


Over Type of bed 


Hospital bed | a ity op- ae cy 
capac- | beds ! | erating Psychiatric 


TB Neuro-/|G.M, & §, fi 
logical ¢ 
Other 


cw os 


@.M. & 8, HOSPITALS—continued 


Long Beach, Calif.............-- 
Los Angeles, Calif. (G.M. & 8.) - 
Louisville, 


Muskogee, Okla... 
Nashville, Tenn. 


New York, N. Y_.. 


Omaha, Nebr... 


t 
Providence, 
naw, 
Louis 


Washington, ds 
West Haven, 
West Roxbury, 
White River Junction, Vt. 
Wichita, 
Wilkes-Barre, 
Wilmington, Del___- 


1 Includes overcapacity operating beds. 

2 Includes data for VA G.M. & 8. Hospital, Fort Thomas, Ky. 
3 Includes data for VA TB Hospital, Indianapolis, Ind. 

‘ Includes data for VA G.M. & S. Hospital, Aspinwall, Pa. 
‘Includes data for VA NP Hospital, Salt Lake City, Utah. 


Source: Controller, mas of Medicine and Surgery, Reports and Statistics Service, Veterans’ Ad- 
ministration, Feb. 9, 1959. 


Rated | O - | Capa 
ty beds ‘ota 2 | 
1,000 | 1,500 |.......-| 100 18 40 rt 
Memphis, Tenn. (Kennedy).....| 1,378 | 1,358|.......| » 
Pittsburgh, 1,197 | 1,000 |........| 107 m¢ 
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On January 31 there were 3,090 beds included in the hospitals’ 
rated capacity, that were unavailable for patient occupancy. These 
beds were distributed as follows: 53 percent were intended for general 
medical or surgical patients; 24 percent for tuberculous patients; 
20 percent for psychiatric patients; and 3 percent for neurological 

atients. 

7 These beds are shown in the table below according to the reason 
for their unavailability: 


Reasons for beds out of active service 


Total Percent 


3, 090 
for undergoing construction or maintenance activity... ......-- 385 


8 
| 


Seventy percent of the total number of beds out of active service on 
January 31 (1.8 percent of the total rated bed capacity) were not 
required to meet the current operating plan of the individual hospitals 
and/or the VA mission as expressed in the fiscal year 1959 appropria- 
tion act. These beds were not required to support the individual 
hospitals’ current or anticipated average daily patient load. 

The second largest group of beds (12.5 percent of the total number) 
were not in active service because’ of construction or maintenance 
activity. These beds will be opened for patient occupancy when 
modernization or alteration is completed. 

Those beds classified as unavailable because of the inability to 
recruit required key personnel are primarily beds intended for the 
care of psychiatric patients. These beds are located mostly in 
G.M. & S. hospitals. 

The following text show the distribution of beds out of active 
service for individual hospitals, by reason, and type of bed. 

On June 30, 1958, there were 7,482 beds in VA hospitals out of active 
service. This number was equivalent to 5.9 percent of the total 
rated bed capacity of the VA hospital.system. Between June 30, 
1958, and January 31, 1959, 996 of these beds were activated for 
patient care, 3,788 were deleted from the system’s rated capacity, 
and 2,698 remained unavailable. Masten AT 
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Summary of beds out of active servicé in V Ayhospitals as of Jan. 31, 1959 
Type of bed 
Reason for beds being out of active service ; Psychiatric >|) General 
Total |Tubercu- Neuro- | medica} 
losis logical and © 
Psychotic}, Other surgical 
G:M. & 8. hospitals. 2, 231 186 203 143 80 1,619 
Beds in the process of activation... .......- 30 
Construction or maintenance. -.--.......- 385 73 81 15 40 17% 
G.M. & 8. hospitals. ..._............- 236 a 15 40 176 
Inability to recruit required personnel. 105 BAZ 46 
G.M, & 8. iv 87 46 
G.M. & 8. 1, 654 116 16 40 1,301 
1 Includes beds unavailable for patient care because the space adequate 
housing is not available in the’ vicinit bed apace i temporal! 
equipment for an individual patient’s care f ¥ mnt 
of activation as of Jan. 31, 1969 
Total | ‘Tuber- medical 
Psychotic| Other surgical 
TB hospitals... 
NP hospitals - ae 
G.M. & 8. hospital: Dallas, Tex. ........- 39 30 
Total 39 
NP hospitals _ 
G.M., & 8. hospitals. .......-.-. 39 39 


| 
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Beds out of active service because space is undergoing construction or maintenance, as 
of Jan. 31, 1959 


Type of bed 
Hospitals Psychiatric General 
Total Tuber- medical 
culosis logical and 
Psychotic] Other surgical 
hospital: Perry Point, 81 ide 
G.M. & 8. hospitals: 
385 73 81 15 176 
G.M. & S. hospitals. ........... 236 | 15 40 176 
Beds unavailable because of inability to recruit required personnel, as of Jan. 31, 1959 
Type of bed 
} 
Hospitals Psychiatric General 
l Total | Tuber- Neuro- | medical 
3 culosis logical and 
Psychotic] Other surgical 
i 
¥ G.M. & 8. hospitals: 
G.M. & 8. hospitals. ..........- 87 46 


1 


f 
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Beds out of active service because of lack of patients as of Jan. 31, 1959 


Type of bed 


Total 


Psychiatric 


Psychotic] Other 


eneral 
medical 


TB 


hospitals: 

Castle Point, 
Excelsior Springs, Mo. 
Fort Bayard, N. Mex................. 


Mortinsvure, W. 
Minot, N..Dak-... 
Richmond, Va. 


Vancouver, 
Wadsworth, 
West Haven, 


hosp 
G.M., & 8. hospitals. -.......... 


Hospitals 
| | 
culosis logical and 
Surgical 
|| 
G.M. & 8. Hospitals: 
Alexandria, 398 389 
63 
To 2,174 665 132 16 40 1,321 
BD 
1,654 181 116 16 40 1,301 
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CHARACTERISTICS OF VA PATIENTS 


Generally, for all patients in hospital on any one day, the percent 
receiving treatment for service-connected disabilities is highest for 
patients with more recent military service. For the patients of any 
war group the service-connected proportion is highest for the psychiat- 
ric patients and lowest for the G.M. & S. The following table was 

repared to indicate the details of the foregoing statement. It is 
bad on the status of the 112,238 patients in VA hospitals on Feb- 
ruary 28, 1959. 


Patients in VA hospitals on Feb. 28, 1959 


Type of patient 


Period of service All patients} 


TB Psychiatric | Neurologic | G.M. & 8. 


TOTAL NUMBER OF PATIENTS IN HOSPITAL WITH SERVICE-CONNECTED 
AND NON-SERVICE-CONNECTED CONDITIONS 


112, 238 9, 081 58, 185 4, 883 40, 089 
11, 140 815 6, 575 539 3, 21 
52, 296 5, 027 410 2, 261 16, 598 
42, 167 2, 812 19, 215 1,773 18, 367 
1, 84 439 124 1, 216 
4, 464 260 3, 481 163 560 
330 105 65 23 137 


PERCENT RECEIVING CARE FOR SERVICE-CONNECTED DISABILITY 


33. 4 17.7 53.5 17.3 9.7 
ae 54.1 3.8 72.4 38.6 22,4 
39.9 15.8 60.9 19.6 14.0 
16.5 9.4 31.7 3.6 29 

Peacetime service. ----..-.---------------- 80.3 79.6 84.4 80. 4 54.6 


Further, the experience which the Veterans’ Administration has 
accumlated during past years indicates clearly that under present law 
the percent of patients in hospital for treatment of service-connected 
disabilities decreases as the length of time increases after the period 
of service which provided eligibitility. The following tables, provided 
at the request of the committee, identify these trends. arate 
tables are included for veterans of World War I, World War II, and 
Korea. The projection of future service-connected patient loads has 
been provided to the committee earlier and is contained in House 
Committee Print No. 222, 85th Congress, 2d session, June 26, 1958. 
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Patients remaining in VA and non-VA hospitals—World War II 


Type of patient 


G.M.&8. 


fi 


Neurological 


Service con- 
nected 


BS 
as 


Total 


Psychiatric 


i 


Service con- 


ES | 

ao 


Total 


TB 


Service con- 
nected 


ISAM OOH 


Sasi resis 


All 


Period 


‘ 


2 Estimated. 


1 Not available. 
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Generally speaking, the percentage of older patients has increased 
over the 2-year period, January 10, 1957 to January 12, 1959. Vet- 
erans’ Administration domiciliary centers and VA domiciliaries are 
found to have the highest proportion of beneficiaries who are over 55 

ears of age. The NP hospitals which have been recently opened are 
ound to have relatively few patients in the older age groups as com- 
pared with those NP hospitals which have been open for a number of 

ears. 
: The effect of the aging of the veteran population on its future re- 
quirements for hospital care has been covered before—most recently 
in the joint study of the VA and the Bureau of the Budget which was 
published in the same committee print referred to above. 

The following table was prepared to indicate the trend toward an 
older patient load since 1946. 


Age distribution of VA patients remaining in VA and non-V A hospitals 


Census as of— Total Under 45 45 to 54 55 to 64 65 and over 
Mar. 31, 1946 !___.... FRE a 85, 950 36, 263 29, 571 15, 879 4, 237 
SS | aaa ae 109, 370 52, 620. 23, 010 28, 632 5, 108 
ON PRE 1a. 104, 180 48, 142 13, 832 35, 302 6, 904 
108, 292 49, 422 11, 368 38, 868 8, 634 
104, 820 48, 172 10, 498 35, 772 10, 378 
109, 964 52, 146 10, 896 36, 444 10, 478 
eS ee ee ee 111, 820 53, 026 10, 838 35, 468 12, 488 
ck Re 114, 876 268 11, 336 34, 880 15, 392 
4, rr at 114, 484 51, 024 12, 328 32, 868 18, 264 
113, 000 12, 820 29, 785 21, 865 
1 2,460 unknown age not included. 


22,144 unknown age not included. 
33,080 unknown age not included. 


Percentage age distribution of VA patients remaining in VA and non-V A hospitals 


Census as of— Total Under | 45 to 54 | 55to64 | 65 and 
45 over 
100.0 42.2 34.4 18.5 4.9 
100.0 48.2 21.0 26.1 4.7 
100.0 46.0 10.0 34.1 9.9 
100.0 46.3 9.9 30. 4 13.4 
100.0 43.0 11.3 26.4 19.3 


Section III. Lenetu or Stay 


Table 6: Length of patient stay of G.M. & S. and TB patients 
discharged from G.M. & S. and TB hospitals respectively. Length 
of stay of patients discharged from VA G.M. & S. hospitals between 
April 1 and October 31, 1958. 

Table 7: Following appendectomy. 

Table 8: Following herniorrhaphy. 

Table 9: Following hemorrhoidectomy. 

Table 10: Following cholecystectomy. 

Table 11: Following subtotal gastrectomy for duodenal ulcer. 

a 12: Following prostatectomy, suprapubic, petropubic, and 
perineal. 

Table 13: Prostatectomy, transure thral. 
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The length of stay is commonly computed as the average number 
of days spent in hospital by those patients who have been discharged 
during a particular time period. For patients with relatively short 
stay this method provides an adequate index to the expected stay. 
However, for long-term patients, particularly the psychiatric, those 
discharged during any short period, even a year or two, are not repre- 
sentative of all those who received care during that period, and so the 
average length of stay does not describe the expected in patient period. 

In view of the foregoing, G.M. & S. and TB hospitals were asked. to 
provide information describing the average length of stay of patients 
discharged. The NP hospitals were requested to provide information 
concerning the length of time since admission, not of those patients 
dcceadaet, but of all those in hospital on a given day (January 12, 
1959). 

Table 14 shows the distribution of the 53,733 patients in VA NP 
hospitals on January 12, 1959, according to the number of days of 
hospital stay that they had accumulated from the time of admission 
to that day. The long-term nature of these patients is demonstrated 
by the fact that more than 78 percent of them had been hospitalized 
for more than 1 year, and 35 percent had accumulated more than 10 
years of hospital residence under VA auspices. 

Supplemental information is available to indicate the trend in the 
long-term part of the entire VA patient load. The following table 
was prepared to indicate that part of the patient load in hospital more 
than 1 year. 


Number of VA patients in VA hospitals with more than 1 year of hospital stay as of 
Nov. 30, 1953-57 


Type of patient 
Year Total Psychi- Other General 
Tuber- | atric and | Psychot-| psychi- | Neuro- | medical 
culous neuro- ic atric logical and 

. logical surgical 
Een eres 51, 428 4, 188 46, 184 44, 136 510 1, 538 1,056 
ES SEAS 52, 950 3, 970 47,752 45, 670 636 1, 446 1, 228 
52, 640 3,512 47,940 45, 892 524 1, 524 1, 188 
52, 876 3,156 | 48,256 | 45,860 672 1,724 1, 464 
52, 290 2,415 48, 225 45, 435 665 2, 125 1,650 


Source: VA Form 10-2593, Record of Hospitalization. 


Percent of VA patients in VA hospitals with more than 1 year of hospital stay as of 
ov. 80, 1953-57 


Type of patient 
Year Total Psychi- Other General 
Tuber- | atricand | Psychot-|} psychi- | Neuro- | medical 
culous neuro- ie atric logical and 

logical surgical 
49.0 29.1 77.1 85.3 15.8 31.2 3.4 
49.0 29.2 76.7 85. 2 16.5 30.0 3.8 
SOTO re 47.0 27.4 73.5 82.6 12.7 27.5 3.5 
47.3 27.9 72.6 81.7 15.7 28.4 4.3 
RAS 47.3 24.2 73.1 82.1 15.9 33.0 4.8 


Source: VA Form 10-2593, Record of Hospitalization. 
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Importantly, this is not based on patients who leave hospital, but 
on those who were in hospital on 1 day during each of the years 
indicated. This table indicated that 73.1 percent of all psychiatric 
and neurological patients in VA hospitals on November 30, 1957, had 
been in the hospital at least 1 year as of that date. For GM. & §. 
patients however the comparable percent was only 4.8. 

Table 6 shows the variation between VA hospitals in the aver: 
length of stay of selected groups of discharged patients. Hospita 
having a high average length of stay for general medical and surgical 
eee are, in the main, the domiciliary-hospital centers and other 
arge hospitals which provide specialty care for patients having long- 
term chronic general medical and surgical disabilities. 

In reviewing the table first prepared from the answers to part ITI, 
question 2, concerning duration of stay for patients who had undergone 
certain types of surgical treatment, it appeared that various hospitals 
had included cases which were not responsive to the questions as 
phrased. Consequently, a request was made that the hospitals 
review their replies as shown in the questionnaire. Table 6 is based 
on the seeond response: Comparison between this table and the 
earlier replies shown in the questionnaires will indicate the extent of 
modification. In general the changes excluded cases for which there 
were multiple-treated conditions which should not have been included 
in the original replies. 

The various hospitals were requested to submit rosters of the cases 
upon which the averages shown in table 6 are based. Tables 7 through 
13 were prepered to indicate the cases reported by each hospital accord- 
ing to the length of stay of each case. These tables include the fre- 
quency, distributions of length of stay which indicate the details of 
pore in stay which are summarized in the averages included in 
table 6.. 

The average stay of patients discharged following surgical treatment 
for cacemasticnied appendicitis, hernia, hemorrhoids, cholecystitis, 
duodenal ulcer, or prostatitis is shown for each VA hospital. 

Summation of the reported information for all VA hospitals provides 
the following average length of stay data: Appendectomy, 9.2 days; 
herniorrhophy, 14.5 days; hemorrhoidectomy, 13.3 days; cholecystec- 
‘tomy, 24.8 days; gastrectomy, 29.2 days; transurethral prostatectomy, 
26.1 days; and other types of prostatectomy, 33.8 days. 

The length of patient’s stay in many VA hospitals is found to vary 
widely from the overall average. These wide fluctuations are to be 
expected in the light of the variation in the length-of-stay require- 
ments for individual cases shown in tables 7 to 13. Moreover, when 
the total number of patients treated with a particular surgical proced- 
ure is small, say less than 10 differences between hospitals of as much 
as 5 days for appendectomy cases and 10 days for gastrectomy cases, 
can be attributed to chance and do not necessarily indicate essential 
differences in hospital practices. For example, VA hospital, Birming- 
ham, Ala., reported an average length of stay of 7.6 days for 10 

patients treated by appendectomy, and VA hospital, Montgomall 
Ala., reported an average of 10.4 days for 10 patients presumably 
receiving similar care. Even if these hebpitels used similar practices 


in treating patients requiring an appendectomy, on the basis of stand- 
ard statistical tests of significance, there is a 30-percent likelihood :that 
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a, difference in average stay as great as 2.8 days or greater would occur 
by chance. 

As a guide in evaluating the statistical significance of differences. 
between the average length of stay for a given hospital and the 
average for all VA G.M. & S. hospitals, values are given in the above 
table which represent the calculation of twice the standard deviation 
of the distribution of the cases reported, for each of the seven surgical 
procedures. If one wishes to determine whether the averagé length 


of stay for a given surgical procedure reported by a particular hospital. 


is significantly different from the average for all VA G.M. & S. hos- 
itals, follow these three steps: (1) Obtain the numerical difference, 
in the length of stay reported; (2) divide the value for twice the 
appropriate standard deviation by the square root of.the number.of 
patients reported by the hospital in question, for the particular 
surgical procedure; and (3) if the resulting quotient from step (2) is 
less ‘than the difference found in step (1), the particular hospital m 
be considered as having a length-of-stay experience which is signifi- 
cantly different from the average for all hospitals reporting. 


Average 2 standard 
Surgica] procedure Jength of deviations 
stay 


_ For example, veterans under 35 years of age who had an uncompli- 

cated hemorrhoidectomy were hospitalized about 12 days, while vet- 
erans receiving similar treatment who were 55 years of age or older. 
required, on the average, more than 16 days of hospitalization. 

Thus, conclusions in respect to the differences in the average length 
of stay between hospitals, as well as differences between any one hos- 
pital and the overall average can only be made-with any degree of- 
assurance when the element of chance and possible differences in types 
of patients treated (e.g., age) are ruled out... .. tate 

The tables which follow are based on a summarization of the rosters 
(described earlier) on the basis of the age of the patients diseharged.’ 
These indicate clearly the progression of stay as age increases. 


Average length of stay of patients discharged from VA hospitals following an appen- 
dectomy,! according to age of patient, from Apr. 1, 1958, to Dec. 31, 1958... 


Average + Standard Standard de- 

Age Number of length of deviation | viation of the 

patients stay (s) mean 
(Sz) 

Potel 876- 9.2 4.84. 0. 2- 

37 10.2 3.9 6 


4 Includes. 
4 Excludes wn age. 


| 
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Average length of stay of patients discharged from VA hosnitals following a hernior- 
rhaphy,' according to age of patient, from Apr. 1, 1958, to Dec. 31, 1958 


Number of Average Standard | Standard de. 
Age patients length of deviation | viation of the 

stay (s) mean 

(sz) 
Total 2 = 3, 507 14.5 6.6 0.1 
Under 35 ach 767 13.0 5.2 > | 
65 and over 609 16.4 7.7 3 


* Inclues only uncomplicated cases. 
Includes 


Average length of stay of patients discharged from VA hospitals following hemor- 
rhoidectomy,' according to age of patient, from Apr. 1, 1958, to Dec. 31, 1958 


Average Standard Standard 
Age Number of | length of deviation | deviation of 
patients stay (s) the mean 
(Ss) 

35___- 620 12.2 5.2 
90 16.1 7.3 8 


1 Includes only uncomplicated cases. 
3 Includes unknown age. 


Average length of stay of patients discharged from VA hospitals following a c 
stectomy,' according to age of patient, from Apr. 1, 1958, to Dec. 31, 1958 


Number of Average Standard | Standard de- 
Age patients length of deviation | viation of the 
stay (s) mean 
(Ss) 

Total_ 400 24.8 13.4 0.7 

Under 35. 61 21.1 10.2 1.3 
35 to 44 122 22.2 11.3 1.0 

45 to 54 53 26. 4 12.6 1.7 

55 to 64. 92 27.4 16.0 1.7 
65 and over. 72 27.5 14.1 16 

' Includes only uncomplicated cases. 
Average — of stay of patients discharged from VA — following a@ gas- 
ectomy,! ing to age of patient, from Apr. 1 to Dec. 31, 1958 
Number of Average Standard | Standard de- 
Age patients length of deviation | viation of the 
stay (s) mean 
(sz) 

Total? 582 29.2 14.1 0.6 
Under 35. 134 27.9 12.8 11 
35 to 44 A 22 27.7 12.0 8 
55 to 64 2 77 33.1 16.6 1.9 
65 and over. 58 32.0 17.5 2.3 


1 Includes only uncomplicated cases. 
Inclndes unknown eee. 
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Average length of stay of patients discharged from VA hospitals following a trans- 
urethral prostatectomy,' according to age of patient, from Apr. 1 to Dec. 31, 1958 


Number of Average Standard | Standard de- 
Age patients length of deviation | viation of the 

stay (s) mean 

(Sz) 
509 26.1 18.8 0.8 
Otic. 15 10.6 2.7 
nn 182 25. 5 12.9 1.0 


1 Includes only uncomplicated cases. 
3 Includes unknown age. 


Average length of stay of patients discharged from VA hospitals following other 
prostatectomies,' according to age of patient, from Apr. 1, 1958, to Dec. 31, 1958 


Number of Average Standard | Standard de- 
Age patients length of deviation | viation of the 
stay (s) mean 
(82) 
7 31.7 9.1 3.5 
5 45.8 32.9 15.0 


1 Includes only uncomplicated cases. 
Section IV. Wartine Lists 
TABLE 15 


The waiting lists maintained at the VA hospitals represent the num- 
ber of applicants for admission whom the hospitals (1) have determined 
to be in need of hospital care (2) are legally eligible for such care, and 
(3) have not yet been scheduled for admission. 

This waiting list is really a list of eligible applicants not yet sched- 
uled for hospital admission. It is a list of names, and a list which 
does not include any potential admission to bed other than those who 
have filed a formal application (10-P-10) and meet the three conditions 
outlined above. 

There is constant comment that the waiting list at various hospitals 
does not measure the demand for care that is not being met. It was 
never designed to do this. It was designed to measure the demand 
placed on a hospital by the 10—P-—10’s which are filed and which 
ger eligible veterans who have not been scheduled for admission. 
The waiting list has been maintained in this form, with only minor 
changes since the early 1920's, for the purpose of scheduling admissions 
in a certain priority order. 

Table 15 provides data on potential admissions to VA hospitals. On 
January 12, 1959, there were 20,309 veterans on the waiting lists main- 
tained at VA mengetels: These lists include those veterans who are 
legally and medically eligible for hospital care but have not as yet been 

éduled for hospital admission. Lista‘of eligible applicants awaiting 
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admission to VA hospitals are also maintained at VA regional offices, 
— numbered about 550 on January 12 and are not shown in 
table 15. 

As of January 12, 1959, in addition to the waiting list applicants, 
the managers reported 4,742 veterans scheduled to be admitted to 
VA hospitals after that day. Most of these veterans were scheduled 
to report for hospital care within 15 days. Another group estimated 
to include 6,717 veterans were reported as potential additional admis- 
sions to the VA hospitals. 
.. Since the close of World War II the diagnostic composition of the 
eligible applicants on the waiting list to VA hospitals has significantl 

._ From_1946 through 1954 the number of applicants wit 

G.M. & S. conditions decreased. Since 1954, however, the number 
of G.M. & S. applicants has steadily increased. The waiting list of 
applicants with neuropsychiatric disabilities increased from 1946 to 
1955 and then, except for seasonal variation, leveled out. The TB 
waiting list increased after World War II, leveled out, and then fell 
off sharply in fiscal year 1954. The TB waiting list currently is at a 
minimum level. 

The VA field stations report their waiting lists to central office at 
the end of each month. -There were 24,055 eligible applicants await- 
ing admission to VA hospitals on January 31, 1959. This total 'was 
distributed by type of patientas follows: 15,122, NP;8,652,G.M.&S.; 
and 281, TB. 
* More than 38 percent (9,254) of the eligible applicants awaiting 
admission to VA hospitals on January 31, 1959, were already hospital 
ized in non-VA hospitals not under VA authorization. This group of 
2 Ae included: 60 percent of the NP applicants, 13 percent of 
the TB applicants, and 1 percent 6f the G.M. & S. applicants. 


Section V: HosprraL STAFF 


TABLE 16 


_ Table 16 shows the full-time equivalent employment in VA :hos- 
pitals. During December 1958 these hospitals were staffed by a full- 
time equivalent of 114,915 employees. This number includes an 
approximate 3,300 full-time equivalent of part-time personnel.. * 
any stations reported smilinied engaged in the medical researel» 
program. However, a number of stations omitted the reporting: of 
such employees. Approximately 1,600 full-time equivalent employees 
were engaged in medical research in the VA hospitals in. December 
Consultants and attendings augment the regular staff of full-time 
and part-time personnel and-are used to provide specialized: profes+ 
sional services as required. Approximately 8,000 consultants and 
attendings are on the VA hospital rolls. These personnel annually 
contribute the equivalent of approximately 1,000 full-time personneb 
in ithe the specialized care required by the hospitalized veterans. 
Table 17 shows —— items, the extent of the utilization of 
i 


consultants and attendings by the individual hospitals. The chart. 


also shows the number of employees who would be recruited if addi- 
tional funds were available. However, it should be pointed out that 
even if funds were unlimited, there are categories of personnel :im: 
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short supply—physicians in given specialties (e.g., psychiatry, path- 
ology, nurses, laboratory technicians, etc.). 


Section VI. Researcn anp Epucation 


Apri 16, 1959. 
From: Director, Research Service (151). 


To: Administrative officer, Research Service (151). 
Subject: Analysis of research section of Teague questionnaire. 

1. In accordance with your request of April 9, 1959, I have reviewed replies 
from Veterans’ Administration hospitals, domiciliaries, and centers to a question- 
naire sent them by Mr. Teague, chairman, House of Representatives Committee 
on Veterans’ Affairs, with particular attention to those questions relating to 
research. 

2.' Under a section of the questionnaire headed “VI. Research and Education,” 
Mr. Teague posed these three questions: 

“1. For hospitals with approved research and education activities: How do 
the research and education programs contribute to patient care in your hospital? 

'“2- For hospitals without approved research and education activities: What 
benefits would accrue to the operation of your patient-care Bska ram by the pres- 
ic 


ence of (1) research and (2) training programs such as medical, paramedical, or 
hospital administrative trainees? 


“3. Amount of funds available in fiscal year 1958: 


2. Gifts and donations deposited in general post fund_____.___..__..._. 
3. Grants aoe other sources administered through affiliated medical 

00) ” 


Of the replies from 168 hospitals reviewed, 15 either declared that answers to 
all these questions were not applicable or omitted answers entirely. A summary of 
the 3 ee ‘of the other 153 hospitals to these questions appears below. 

3. I was impressed by the fact that the opinions of the 116 hospital managers 
who aes to question 1 above concerning the benefits patient care derives from 
research closely parallel those ideas expressed by central office research personnel. 
The statements most often repeated are paraphrased below. Also indicated is 
the number of times each appeared. 


Contributes to the improved quality of patient care_______________- 89 
Aids in recruiting and retaining professional staff 63 
Is a means to stimulate the professional growth of staff_____________ 61 
Makes available scientific techniques and equipment that might not 
Contributes to staff morale and 8 
Makes possible closer doctor-patient relationships_-__-_-______...__--- 3 
Increases the body of medical knowledge-_--___.____._-__--_----_- 2 
Contributes to the standing and reputation of the hospital__-_-____-__- 2 


4. Of the 37 hospitals without research programs who replied to question 2, 
33 described benefits accruing to patient care through research which are very 


similar ‘to’ those expressed in the foregoing paragraph. Paraphrased versions of 
‘the replies follow: 


Would stimulate the professional growth of the staff -- --_..---.---- 22 
Would improve the quality of patient care_.___._...__.....------- 21 
Would aid in attracting and retaining professional staff____________ 10 
Would promote interdisciplinary 2 
Would increase the body of medical knowledge____________._..---- 1 


Would contribute to the standing and reputation of the hospital._..... 1 


For educa- 
Research tion and ; 
training (pro- 
gram 8300) 
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The four hospitals who reported that benefits would not acerue to the patient 
care program through the presence of research did so for one or more of the 
following reasons: 

The limited number of professional staff on duty could not spare the time from 
immediate patient care needs to participate in a research program. 

An isolated station cannot attract research personnel. 

Research is not a part of the operation of every hospital. 

5. The totals of the amounts available for research in fiscal year 1958 submitted 
in answer to question 3 are: 


$10, 035, 906 
2. Gifts and donations deposited in general havea fund______ 205, 160 
3. Grants from other sources administered through affiliated 


medical echoois Jo 3, 023, 901 

None of these totals can be exactly related to any totals for similar designations 
available from other sources. The total for the VA pparenciesion does not equal 
the total of any official finance reports from the field for last fiscal year. 

It would be necessary to check the reports of each station to discover the reasons 
for the difference. The combined totals of the deposits to the general post fund 
and the grants from other sources as above equal $3,229,061. This amount 
exceeds by more than $800,000 the totals of the amounts extracted from last 
year’s annual research reports credited to similar sources. 

6. From the above, I deduce— 

(a) That the great majority of hospital managers are favorably disposed 
toward the research program and believe that research can Hie! dhe con- 
tribute to patient care; 

(b) That there is a capacity in the VA for expansion of research beyond 
its present limits provided the initiative can really be generated within the 
hospitals; and 

(c) That the hospitals did not all use the same type of financial records 
in developing the data on fiscal year 1958 fund availability for the question- 
naire. Concerning this point, I recommend that future instructions for the 
submission of our annual research report be amended to provide a more 
positive identification of the source and amount of funds obtained for re- 
search from sources other than the VA for our own enlightenment. 


W. G. McLaucamn. 


Section VII. AND Asitity To Pay 
TABLE 18. PATIENT ELIGIBILITY, ETC. 


Table 18 lists some of the information reported in section VII of the 
survey. It shows that during the week under study about 13 percent 
of the 9,817 admissions to all VA hospitals were for service-connected 
conditions, and almost 88 percent were for nonservice-connected con- 
ditions including veterans who were in receipt of a VA pension, or had 
a compensable service-connected disability. Among the 7,878 non- 
service-connected G.M. & S. and neurological patients, 13 percent, or 
920, reported some form of prepayment insurance, with a small num- 
ber (73) indicating that benefits under such coverage had been .ex- 
hausted at time of admission to the VA hospital. Of the 847. non- 
service-connected G.M. & S. and neurological patients whose insur- 
ance had not been exhausted, there were 380 who were not in receipt 
of a VA pension and who required fewer than 30 days of hospitaliza- 
tion. It should be noted that this number comprises only 4 percent 
‘of all admissions in the survey. tri 5 | 

The amount billed to insurers in calendar year 1958 was slightly 
ht $9% million and collections during the year were about $1% 

ion. 
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Section VIII. Costs 


Table 19 shows the estimated cost of operation of each VA hospital 
and domiciliary for fiscal year 1959. On the average, for all stations, 
these costs are distributed as follows: Staff salaries, 82 percent; drugs, 
medicines, medical, and dental supplies, 4 percent; raw food, 6 per- 
cent; and all other costs, 8 percent. 

The per diem cost of inpatient care for the composite of all types 
of patients in hospitals for the first 6 months of fiscal year 1959 
amounted to $17.25. This per diem cost constitutes an increase of 
6 percent above the cost in fiscal year 1958. 

he percent increase in costs for domiciliaries between the first 6 
months of fiscal year 1959 ($4.24) and fiscal year 1958 is 3 percent. 

The rise in per diem cost is primarily associated with pay increases 
to personnel; cost increases of drugs, raw foods, and other goods and 
services; and the higher costs associated with the continuing advances 
in diagnostic and treatment methods. 


Section LX. MIscELLANEOUS 


The generally favorable responses to the questions concerning the 
internal audit Lnolinia indicates that that service has achieved con- 
siderable success in establishing a proper management attitude in the 
agency. An objective systematic review of operations performed in 
a mutually cooperative atmosphere can be invaluable in strengthen- 
ing management skills and controls. The Veterans’ Administration 
plans to continue to foster this progressive management climate. 


Secrions X AND XI. Caprrat IMPROVEMENT AND MAINTENANCE 


Tables 20 through 24 concern capital value of VA hospitals and 
buildings, and costs of maintenance, improvements and sala, 
new equipment, and minor betterments. 

Differences may be demonstrated between the responses of the 
managers to the questions in sections X and XI of the questionnaire 
and the data included in the recent (April 8, 1959) House Committee 
Print No. 14, ‘Deferred Maintenance and Repairs.’”’ The listing in 
this Committee Print No. 14 includes only items which were pro- 
gramed about 9 months ago. The responses of the managers were not 
restricted to programed items and included items which are not sched- 
uled, or which are anticipated for — later than fiscal year 1961. 
In addition some of the items included in Committee Print No. 14, 
could have been accomplished by the time the basic questionnaire was 
filled in. 

LAUNDRY 


Table 18 shows the cost and utilization of laundry services in VA 
hospitals. A comparison is made of costs based on Federal accounting 
and cost based on commercial computation practices. The report 
form which the commercial-type cost data shown in these tables was 
abstracted was developed fe a short time after the system for 
accrual of these costs was instituted in VA hospitals. Also, since the 
directive initiating the system was effective retroactively, a significant 

rtion of the data are retroactive estimations rather than amounts 

ased on actual data accrual. 
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It is apparent from a review of the data, and from correspondence 
which has been received in central office, that there is a considerable 
amount of inconsistency in the interpretation and application of the 
instructions for developing the commercial-type costs. Revisions to 
‘the initial directive have been issued to clarify requirements, in 
addition to correspondence which has taken place between central 
office and individual field stations. 

It is noted from the data in the tables that the commercial-ty 
costs shown range all the way from below to approximately triple the 
costs experienced by VA based on appropriated funds. It is expected 
that a much greater degree of consistency will have been achieved by 
‘the end of fiscal year 1959, as a result of improvements and greater 
‘uniformity in interpretation of requirements for accrual reporting at 
the field stations. 


Funds available for outpatient care—Outpatient data by station and number 


Fiscal Fiscal year | Fiscal 
1958 1 


‘1001 “Central office. $285, $401,461 | 1 $1, 468, 090 
1040 Prosthetic Center, New York-...---..----.-------------- 506, 374 530, 495 me 
9001 3, 439, 883 3, 498, 935 3, 474, 043 
1, 701, 759 1, 767, 674 1,774, 419 

1, 834, 827 1, 900, 202 1, 878, 519 

746, 056 757, 009 777, 667 

3, 675, 406 3, 819, 765 3, 668, 001 

1, 239, 206 , 261, 964 1, 247, 923 

2, 293, 308 2, 287, 678 2, 273, 915 

2, 010, 627 2, 077, 785 2, 056, 181 

1, 694, 971 1,717, 675 1, 705, 471 

902, 558 937, 931 935, 303 

711, 873 717, 052 727, 496 

1, 654, 383 1,672,269 | - 1,663,948 

2, 983, 156 2, 431, 517 2, 452, 603 

1, 226, 234 1, 231, 897 1, 243, 031 

724, 906 762, 245 795, 125 

: 969, 144 1, 034, 412 1, 035, 333 
4 799, 331 809, 045 821, 678 
3022 = 1, 000, 396 1, 054, 398 1, 086, 407 
1,923,211 | 1, 927, 542 1; 984, 140 
3026 1, 022, 101 1, 056, 350 1, 071, 989 
979,526 | 1,025, 970 1; 027, 700 
3029 Detroit, Mich. _..--.---.--------------------+---------- 3, 097, 464 3, 135, 567 3, 175, 064 
3031 St. Louis, Mo--_..----------------------+---------------- 996, 409 1, 006, 545 1, 001, 811 
-3032. Kansas City, Mo.‘ ------------------------------------- 765, 930 747, 766 741, 769 
3043 San Francisco, Calif---~-..-..--.------------------------- 3, 565, 825 3, 524, 682 3, 558, 428 
3044 Los Angeles, Calif. 5,029,208 | 5, 010, 247 5, 067, 699 
930, 315 930, 880 915, 587 
3051 Musk , Okla. - 607, 234 609, 703 612, 006 
3053 San Antonio, Tex 862, 867 882, 855 879, 966 
3058 Manila, Philippine Islands. __ 271, 451 451, 093 472, 758 
.3059 Honolulu, T.H... 323, 756 328, 365 332, 777 
3062 Houston, Tex- See Ae ae 641, 866 638, 705 634, 042 
:3063 Juneau, A 159, 759 161,636 154, 958 
3065 Lubbock, Tex- --- 624, 520 645, 914 Ses, oat 
3071 1, 016, 479 992, 250 1, 015, 731 
3072 Veterans Benefits Office, Washington, D.C -........---- 1, 487, 015 1, 670, 323 1, 773, 653 
4002 aae 605, 426 610, 172 609, 053 
4005 White River Junction, Vt - --.- 196, 040 203, 201 203, 796 
4023 Jackson, Miss----- 737, 634 720, 392 720, 074 
4033 Des Moines, Iowa---...-.-.---------------- 830, 484 845, 211 852, 452 
4036 Ft. Harrison, Mont-_-.......-.-.------------------------ 306, 515 304, 552 309, 340 
4037 Fargo, N. 5 SAA 313, 962 303, 557 304, 983 
4038 Sioux Falls, 8. Dak.........-.-.-------------- oa 192, 135 188, 153 189, 594 
4042 Cheyenne, Wyo-... 173, 537 174, 109 176, 259 
4047 Boise, Idaho__..-.- onbinseennerepsaaasy 341, 900 329, 798 333, 658 
500, 326 180, 145 186, 282 
_ 4052 Wichita, 743, 400 739, 310 747, 338 
149, 979 159, 878 169, 790 
$4065 ‘Beni Juan) PR. 1, 043, 801 1, 040, 010 1, 039, 610 
4066 vi 483, 477 478, 525 480, 227 
205, 661 244, 382 250, 868 


1 Reserve for contingencies including increased medical fees presently being negotiated with State medical 
societies ~ —— July 1, 1959, also reimbursement to Post. Office Department for penalty 
y 
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Funds available for outpatient care—Outpatient data by station and number—Con. 


4 Fiscal year | Fiscal Fiscal year 
1958 1 1960 
649, 869 696, 739 700, 765 
§122 Huntington, W. Va_........ oe 826, 051 840, 773 850, 998 
5129 San Francisco, Calif-___- 32, 072 89, 29 93, 998 
1, 103, 026 1, 534, 1, 331, 388 
5197 Coral Gables, Fla...._._- ideinictdaentaasaniveisaa 48, 615 732, 611 730, 799 
1,489,973 | 1, 475, 848 1, 495, 803 
, 658, 1, 581, 1, 654, 343 
1 40, 40, 976 
§224 Oklahoma City, Okla 605, 953 658, 893 659, 948 
§231 Cincinnati, Ohio-_._- = aha 1, 242, 453 1, 184, 986 1, 168, 849 
841, 684 847, 719 851, 120 
10, 154 51, 295 48, 645 
Sa 3, 159, 087 3, 314, 555 3, 367, 804 
762, 479 772, 058 757, 945 
310, 558 321, 336 326, 323 
§254 Wilkes-Barre, 1,504,600 | 1, 515, 240 1, 546, 
53, 191 21, 532 21, 742 
332, 346, 130 347, 7 
378, 671 369, 932 368, 618 
1, 357, 458 1, 262, 216 1, 261, 976 
, 838 852 657, 408 
16, 000 15, 000 15, 000 
Total. 80, 930, 641 82, 448, 000 83, 981, 000 


Funds available for medical research—Hospital and domiciliary data 


Medical area and hospital 

(4000 series, hospital and regional office activities; 5000 series, | Fiscal year | Fiscal year | Fiscal year 

— activities only; 6000 series, hospital, domiciliary, 1958 1959 1960 

and domiciliary activities) 

BOSTON AREA 
NP HOSPITALS 

Bedford, Mass. (5107) $38, 506 $73, 571 $39, 000 
Brockton, Mass. (5249) - _ . 26, 620 51, 397 27, 000 
Canandaigua, N (5117) 1, 763 6, 182 1, 900 
Montrose, N.Y. (5214) 20, 658 37, 228 20, 200 
Northampton, Mass. (5095: 50, 184 39, 783 29, 700 
Northport, N.Y. (5108) 9, 600 19, 416 9, 800 
Togus, Maine (4002) 30, 899 24, 700 
22, 101 27, 497 22, 400 
Castle Point, N +a 18, 100 37, 932 18, 400 
Rutland Heights, Mass. (5089) 19, 477 20, 790 19, 800 

unmount, N.Y. ( 57, 215 55, 004 51, 200 

G.M. & S. HOSPITALS 
124, 039 168, 808 126, 900 
342, 026 495, 784 422, 700 

225, 782 314, 129 228, 500 
243, 451 278, 837 230, 300 
89, 322 158, 507 100, 300 
20, 768 25, 21, 000 
New York, N.Y. (5244)_- 169, 609 220, 310 159, 200 
41, 658 57, 767 42, 800 
167, 855 228, 855 176, 600 

est Haven, Conn, (5205)............ id 187, 883 276, 882 198, 000 
White River Junction, Vt. (4005)....----------.-------.-.-.-- 41, 459 56, 026 42, 800 


83427—59——118 


| 

= 
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Funds available for medical research—Hospital and domiciliary data—Continued 


Medical area and hospital 
(4000 series, hospital and regional office activities; 5000 series, | Fiscal year | Fiscal year | Fiscal year 
hospital activities only; 6000 series, hospital, domiciliary, 1958 1959 1960 
and domiciliary activities) 
TRENTON AREA 
NP HOSPITALS 
es 122, 850 , 255 133, 500 
td 145, 562 185, 802 144, 500 
TB HOSPITALS 
G.M. & 8. 
Huntington, ¥ai (6122) 30, 727 33, 25, 900 
Recoughtan, Va.(@003). 39, 201 51, 477 39, 700 
Martinsburg, W. Va. (6187)_......-...-.---.----------------- 153, 649 235, 024 155, 300 
115, 182 176, 272 117, 100 
67, 214 103, 7% 68, 600 
COLUMBUS AREA 
NP HOSPITALS 
Downey, Ill. (5105). .............---.-.----.------------------ 28, 222 50, 075 28, 600 
24, 186 23, 817 18, 300 
TB HOSPITALS 
Breckeville, Olio 5, 000 7, 850 5, 000 
G.M, & 8. HOSPITALS 
130, 842 187, 480 133, 900 
Chicago, 
118, 896 172, 729 118, 300 
237, 128 268, 607 , 500 
166, 238 160, 310 149, 500 
182, 094 208, 688 174, 100 
21, 796 45, 430 , 800 
88, 755 110, 976 89, 900 
122, 239 163, 058 123, 800 
93, 412 128, 734 95, 000 
1,814 2, 186 1,900 
ATLANTA AREA 
NP HOSPITALS 
$3, 798 $17, 279 $8, 900 
TR HOSPITALS 
29, 212 49, 146 36, 000 
G.M, & 8. HOSPITALS 
177, 436 236, 466 179, 800 
62, 547 63, 7 43, 700 
34, 035 61, 475 33, 700 
135, 856 216, 803 146, 400 
Coral Gables, 138, 915 145, 070 130, 400 
257, 407 1, 987 278, 000 
25, 893 26, 764 26, 700 
7, 500 7, 400 
Memphis, Tenn. (Kennedy) (5164). ............--.----------- 90, 928 237, 685 173, 100 
147, 194 142, 295 121, 500 


| 


I 


| 


& | 
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Funds available for medical research—Hospital and domiciliary data—Continued 


Medical area and hospital 
(4000 series, hospital and regional office activities; 5000 series, | Fiscal year | Fiscal year | Fiscal year 
hospital activities only; 6000 series, hospital, domiciliary, 1 1959 1960 
and domiciliary activities) 
ST. PAUL AREA 
NP HOSPITALS 
St Olond; Minn: (5101)... 10, 000 10, 000 
Wis. $427 13, 405 13, 300 
TB HOSPITALS 
G.M. & S. HOSPITALS 
42, 238 37, 455 37, 300 
292, 579 434, 885 327, 800 
ST. LOUIS AREA 
NP HOSPITALS 
$18, 057 $22, 192 $17, 900 
North Little Rock, Ark. (5078)_..-.----- o<s$steaekheeeeeee 28, 067 57, 594 28, 600 
TR HOSPITALS 
G.M. & HOSPITALS 
122, 972 128, 951 114, 400 
247, 191 336, 563 250, 300 
98, 187 127, 224 98, 500 
160, 628 262, 376 184, 800 
168, 722 190, 671 171, 800 
Meth: (8000 9, 77 23, 172 9, 900 
SAN FRANCISCO AREA 
NP HOSPITALS 
Lake. Ween, (008) $25, 492 $31, 216 $25, 900 
Orde. (6008) 10, 000 10, 000 
TB HOSPITALS 
32, 059 , 655 27, 300 
83, 529 117, 107 85, 000 
Walla Walla, Wash. (5085)_..........-...................-.... 5, 903 7, 751 6, 000 
| 12, 906 14, 172 13, 100 
G.M. & 8. HOSPITALS 
9, 376 10, 474 8, 800 
Beach, (8004)... 281, 310 332, 130 272, 400 
389, 986 717, 643 544, 100 
36, 079 57, 318 36, 700 


00 

| 
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Funds available far medical rearch—Hospital and domiciliary data—Continued 


Medical area and hospital 
(4000 series, — and regional office activities; 5000 series 


hospital activities only; 6000 series, hospital, ‘a miciliary, 
and domiciliary acti fvities) 


| 


SAN FRANCISCO AREA—Continued 


G.M,. & 8. HOSPITALS—continued 


Portland, (5077) 


San Francisco, Calif. (5129) 
Seattle, 


Wash. (5261) 


$85, 550 610 
123,505} 205,086 | 
136,003} 181,635] 139,300 
215, 403 314, 807 229, 200 
10, 605,244 | 15, 344, 000 ) 11,000, 000 


Funds available for medical research—Outpatient data by station number 


Fiscal year | Fiscal year | Fiscal year 
1958 1959 1960 

$541, 738 $1, 405, 088 1 $553, 400 
33, 04 505 33, 400 
cack nd 5, 510 10, 357 5, 100 
3017 St. Petersburg, 
3043 San Francisco, C ~ 
3072 Veterans’ Benefits Office, Washington, D.C....-.....-- 45, 389 71, 769 46, 200 


1 Reserve for contingencies and for cost of centrally negotiated contracts. 


Funds available for prosthetic testing and development (research)—Outpatient data by 


station number 


Fiscal year | Fiscal year | Fiscal year 
1958 1959 1960 
1001 Central office !_._._........... $830, 000 $805, 433 $754, 555 
1040 Prosthetic Center, New York 108, 600 132, 348 169, 595 
3006 New York, N.Y~---- 56, 142 67, 477 75, 850 
Total, prosthetic research. 994, 742 1, 005, 258 1, 000, 000 


1 Allotments are made to central office to cover cost of centrally negotiated contractual research with 


universities and other nonprofit laboratories. 


Funds available for cancer chemotherapy research—Hospital and domiciliary data ' 


Medical area and hospital 
Fiscal year | Fiscal aye Fiscal 
series, hospital and regional office activities; 5000 series, 1958 1 I 
ital activities eas series, hospital, domiciliary, 
domiciliary activit 
BOSTON AREA 
G.M, & 8S. HOSPITALS 

. (5289) _- 550 $19, 693 $23, 630 

Bronx, N.Y 20, 055 29, 839 35, 800 
Brooklyn, N.Y. (5215) om ‘alte 19, 457 26, 402 31, 685 
‘ 9, 250 11, 100 
Providenve, R.I. (5198) _- 11, 700 11, 375 13, 650 
office _ 18, 502 105, 389 2 126, 150 


See footnotes at end of table, p. 1854. 


Grand total, medical research._..............-..-.---.-- 

| 
| 
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Funds available for cancer chemotherapy research—Hospital and domiciliary 
data \—Continued 


Medical area and hospital 
(4000 series, hospital and regional office activities; 5000 series, | Fiscal year | Fiscal year | Fiscal year 
ital activities only; 6000 series, hospital, domiciliary, 1958 1959 1960 


domiciliary activities) 


TRENTON AREA 


Lebanon, Pa. (6148) $23 $56 $60 
G.M. & S. HOSPITALS 
16, 194 22, 397 26, 880 
Richmond, Va. 412 293 350 
San Juan, P.R. 3, 956 5, 591 6, 700 
COLUMBUS AREA 
G.M. & 8. HOSPITALS * 
hicago, 
West Side (5238) $1, 135 $4, 661 $5, 600 
17, 319 17, 900 21, 480 
Cincinnati, Ohio (5231) --. ints 3, 889 4,130 4, 960 
Cleveland, Ohio (5161) éedeseisgeidtaeeasebnaseniiel 14, 740 27, 763 33, 315 
8, 024 12, 670 15, 200 


ATLANTA AREA 


TR HOSPITALS 

Oteen, N. C. (5060) (Oteen Division) -. $558 $441 $530 

G.M, & S. HOSPITALS 
Coral Gables, Fla. (5197) + 3 eee 9, 412 11, 901 14, 280 
Durham, N. 6. 2, 218 7, 904 9, 485 
Memphis, Tenn. 9, 789 29, 476 35, 375 

ST. PAUL AREA 

G.M, & S. HOSPITALS 
7, 635 14, 927 , 920 
Wood, is. (6015) 8, 841 10, 145 12, 215 

ST. LOUIS AREA i 

G.M. & S. HOSPITALS 
Dallas, Tex. (5140).......-- s $9, 142 $19, 717 $23, 660 
Houston, Tex. 5218). eS ae 14, 165 23, 298 27, 960 
Kansas City, Mo. (5260).........-_..- : 9, 260 9, 217 11, 060 
Little Rock. IP LID 2, 432 5, 560 6, 675 
New Orleans, La, (5235). LS 2, 637 6, 101 7, 325 
Oklahoma City, 4, 054 10, 673 12, 800 
St. Louis, Mo. (5236) ._- pi 13, 796 21, 251 25, 500 


See footnotes at end of table, p. 1854. 


| | | 
| | 
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Funds available for cancer chemotherapy research—Hospital and domiciliary 
data \—Continued 


Medical area and hospital 

(4000 Series, hospital and regional office activities; 5000 Series, _—— Fiscal year | Fiscal year 

hospital activities only; 6000 Series, hospital, domiciliary, 1 1959 1960 

and domiciliary activities) 

SAN FRANCISCO AREA 
G.M, & 8. HOSPITALS 
$12, 622 $17, 628 $21, 250 
22, 30, 295 36, 450 
15, 701 20, 576 24, 700 
8, 328 10, 980 13, 180 
14, 673 17, 868 21, 440 
= 3, 880 15, 823 19, 050 
Grand total, cancer chemotherapy research. ........ oe 353, 998 650, 000 780, 000 


1 Funds advanced from National Institutes of Health for conduct of research in cancer chemotherapy. 
2 Reserve for contingencies, central office personnel, employee travel and centrally procured supplies and 


equipment, 


Funds available for operation of VA hospitals and domiciliaries— Hospital and 


domiciliary data 


Medical area and hospital 

(4000 series, hospital and regional office activities; 5000 series, | Fiscal yee Fiscal ol peer Fiscal year 

hospital activities only; 6000 series, hospital, domiciliary, 1 1 1960 

and domiciliary activities) 

BOSTON AREA 
NP HOSPITALS 
$6, 203, 925 $6, 495, 741 $6, 559, 125 
6, 263, 623 6, 641, 786 6, 764, 263 
5, 451, 849 5, 820, 510 5, 983, 897 
6, 466, 772 6, 880, 533 7, 036, 863 
3, 926, 492 4, 191, 861 4, 347, 474 
8, 215, 561 8, 650, 604 8, 857, 915 
TB HOSPITALS 
Batavia, N.Y. (5126) ......-.......... 1, 583, 424 1, 695, 474 1, 791, 956 
Ye RRR Sees 2, 508, 819 2, 295, 766 2, 262, 198 
Rutland Heights, Mass. (5089) ......................-.-------- 3, 327, 613 3, 301, 182 3, 331, 125 
Sunmount, N.Y. (5006)_............- Hi 2, 919, 695 2, 845, 351 2, 901, 720 
G.M.& 8. HOSPITALS 

Sony, N.Y. (5247)... 6, 434, 337 6, 707, 764 . 
Bath, N.Y. (6002) 4, 108, 158 3, 919, 913 4, 142, 211 
9, 985, 438 10, 439, 535 10, 572, 074 
10, 871, 052 11, 680, 439 11, 747, 546 

6, 171, 960 6, 467, 675 6, 651, 255 
1, 271, 488 1, 349, 444 1, 404, 084 
ee EE eS eee 2, 232, 137 2, 287, 789 2, 391, 364 
8, 619, 295 9, 304, 981 9, 444, 729 
2, 755, 176 2, 867, 194 2, 969, 819 

3, 570, 297 3, 794, 873 3, 949, 347 

5, 197, 587 5, 449, 396 5, 550, 641 
White River Junction, Vt. (4005). .......-.----------.----. tk 1, 725, 933 1, 814, 389 1, $73, 124 


1 Reserve for contingencies, including possible shortage in estimated reimbursements. Includes amounts 


for reimbursement of centrally procured good: 


as penalty and nonpenalty mail to Post Office Dept. 


sand services. Also payments to other Federal agencies, such 


| 
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Funds available for operation of VA hospitals and domiciliaries—Hospital and 
domiciliary data—Continued 


Medical area and hospital 


(4000 series, hospital and regional office activities; 5000 series, | Fiscal year | Fiscal year | Fiscal year 
hospital activities only: 6000 series, hospital, domiciliary, 1958 1959 1960 
and domiciliary activities) 
TRENTON AREA 
NP HOSPITALS 
$6, 036, 958 $6, 362, 396 $6, 547, 414 
4, 644, 560 4, 934, 512 5. 031, 447 
8, O11, 549 8, 611, 838 8. 744, 237 
6, 612, 027 7, 056, 739 7, 145, 143 
5, 162, 055 5, 467, 772 5, 584, 150 
7, 066, 769 7, 258, 289 7, 382, 771 
2, 121, 998 2, 230, 727 2, 294, 723 
2, 920, 340 3, 053, 813 3, 166, 489 
G.M, & 8. HOSPITALS 
1, 544, 920 1,615, 867 1, 661, 593 
1, 408, 988 1, 498, 663 1, 546, 057 
3, 215, 594 3, 290, 813 3, 357, 575 
Huntington, W. Va. (5122)_._.-..._._..-- chad eiiclidaiaatcentabaiicamtel 1, 507, 520 1, 573, 682 1, 651, 559 
ee 5, 537, 232 5, 912, 840 6, 029, 060 
(WS 5, 804, 023 5, 928, 682 6, 021, 957 
ee ees 3, 832, 724 4, 054, 219 4, 198, 571 
7, 411, 723 7, 788, 253 8, 088, 605 
,7, 812, 963 8, 160, 993 8, 281, 140 
2, 027, 724 2, 153, 198 2, 192, 104 
3, 687, 826 3, 949, 778 4, 053, 594 
3, 488, 456 3, 658, 513 3, 727, 146 
2, 057, 689 2, 130, 652 2, 214, 709 
SUPPLY DEPOT 
1, 199, 000 1,357, 000 31, 398, 812 


1 Hospital and domiciliary. 


3 For inspection and rental costs of motion picture film shown at VA hospitals and domiciliaries, and 
EAM supply accounting service rendered VA hospitals and domiciliaries, 


COLUMBUS AREA 


NP HOSPITALS 


Battle Creek, Mich. (5100) 


TR HOSPITALS 


& 8, HOSPITALS 


Ann Arbor, Mich. (5287) 
Chicago, 


aw 


1, 493, 735 
16, 810, 096 


1, 625, 345 


1, 035 


6, 362, 022 
10, 219, 039 
4, 495, 616 
268, 643 


8 


ANS 


~ 


Sant 
#555 


BB 


_ 


- 


BE 
hv 


=> 
= 


‘For EAM supply accounting service rendered VA hospitals and domiciliaries. 


| | $7, 272, 737 
7, 161, 617 
1, 752, 803 1, 855, 635 1 
3, 259, 357 3, 586, 228 
4, 316, 668 
Iron Mountain, Mich, (5211) 1, $11, 78 — 
SUPPLY DEPOT 872 72, 259 
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Funds available for operation of VA hospitals and domiciliaries—Hospital and 
domiciliary data—Continued 


(4000 series, h 5000 series, | Fiscal Fiscal 
, hospital and regional office act : r Fiscal 
hospital activities only; 6000 series, hospital, domiciliary, 1958 1959 1960 
and domiciliary activities) 
ATLANTA AREA 

NP HOSPITALS 
Murfreesboro, Tenn. (5137) $3, 974, 835 $4, 124, 978 $4, 287, 625 
Salisbury, N.C. (5263) ...........- 4, 302, 845 4, 856, 504 5, 031, 983 
Tuscaloosa, Ala. (5121)_... 3, 687, 629 3, 840, 244 3, 980, 548 
Tuskegee, Ala. (5091)_...........- 7, 876, 946 8, 257, 538 8, 409, 183 

TB HOSPITALS 
7, 484, 351 7, 830, 756 7, 859, 662 

G.M. & 8, HOSPITALS 

2, 894, 072 3, 066, 263 3, 154, 319 
7, 742, 514 8, 060, 256 8, 265, 625 
4, 754, 237 4, 962, 181 5, 048, 202 
6, 406, 916 6, 982, 292 7, 120, 724 
3, 238, 930 3, 429, 787 3, 645, 804 
3, 987, 309 4, 244, 112 4, 399, 425 
3, 639, 337 3, 902, 678 4, 131, 517 
3, 262, 716 3, 426, 947 3, 602, 130 
3, 811, 034 4,051,714 4, 150, 657 
2, 584, 750 2, 672, 549 2, 721, 244 
3, 721, 813 3, 961, 791 4, O17, 454 
2, 520, 451 2, 626, 439 2, 699, 028 
Memphis, Tenn. (Kennedy) (5164). ........-.-....---.-.-...- 10, 734, 177 10, 534, 500 10, 528, 338 
1, 982, 816 2, 063, 351 2, 168, 771 
Mountain Home, Tenn. (6004) !_..........--.--..------------ 5, 160, 767 5, 333, 781 5, 449, 746 
4, 204, 111 4, 496, 788 4, 580, 604 

DOMICILIARIES 
1, 164, 990 1, 215, 187 1, 273, 349 

! Hospital and domiciliary. 
ST. PAUL AREA 

NP HOSPITALS 
$2, 696, 197 $3, 096, 358 $3, 161, 044 
5, 166, 849 5, 434, 7% 5, 641, 642 
2, 643, 059 2, 826, 373 2, 948, 145 

TR HOSPITALS 
eer a 3, 031, 883 3, 215, 000 3, 309, 617 

G.M. & 8. HOSPITALS 

OS SE ae a 2, 943, 142 3, 055, 865 3, 141, 425 
1, 617, 447 1, 667, 235 1, 747, 636 
1, 433, 894 1, 552, 621 1, 549, 437 
a enn 1, 371, 877 1, 444, 234 1, 479, 169 
Hot Springs, 2, 591, 686 2, 660, 395 2, 671, O44 
Iowa ity. 3, 765, 180 3, 882, 192 4, O11, 667 
1, 908, 268 2, 042, 036 2, 073, 441 
8, 507, 292 8, 859, 030 9, 079, 324 
761, 384 802, 983 944, 649 
Omaha, Nebr. (5259) 3, 281, 516 3, 401, 488 3, 622, 911 
Sioux Falls, 8. Dak (4038) 1, 862, 069 1, 944, 346 2, 014, 284 
11, 426, 504 11, 237, 978 11, 256, 803 
Clinton, Iowa (6017) 1, 253, 709 1, 300, 565 1, 351, 438 


1 Hospital and domiciliary. 


i 
| 

[ 
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Funds available for operation of VA hospitals and domiciliaries—Hospital and 
domiciliary data—Continued 


hospi 5000 series, | Fiscal Fiscal Fiscal 
ser’ ospital and regio 0 act. 4 ser’ ar ear 
activities only; 6000 series, hospital, domiciliary, 1958, 1959 1960 
and domiciliary activities) 
ST. LOUIS AREA 
NP HOSPITALS 
$2, 804, 002 $2, 965, 725 $3, 109, 993 
Jefferson Barracks, Mo. (5092). ........-.----.---------------- 4, 076, 309 4, 792, 286 4, 921, 304 
North Little Rock, Ark. (5078)................--....---....-.- 7, 370, 839 7, 787, 806 7, 961, 104 
6, 892, 672 6, 779, 991 6, 868, 092 
6, 925, 955 7, 181, 538 7, 301, 835 
TB HOSPITALS 
Fort Bayard, N. Mex. (5055).........-.......-.----.------.--- 1, 506, 300 1, 547, 626 1, 639, 517 
G.M, & 8, HOSPITALS 
Albuquerque, N. Mex. (5119)_ 3, 594, 551 3, 746, 158 3, 821, 331 
Alexandria, La. (5027) - -.. .. 3, 341, 287 3, 430, 903 3, 794, 240 
Amarillo, Tex, (5138) - -..._- 1, 205, 295 1, 247, 755 1, 310, 727 
Big Spring, Tex. (5207) - ------ 1, 631, 952 1, 734, 405 1, 805, 610 
1) 109; 999 1, 173, 925 1, 227, 684 
3, 534, 298 4, 803, 893 5, 139, 121 
3, 870, 058 4, 084, 647 4, 171, 554 
Fayetteville, Ark. 1, 680, 666 1, 756, 488 1, 868, 815 
Fort Logan, Colo, (5182) (standby).............--..--.-..---- 211, 153 172, 604 173, 216 
Fanetion; Oelo. 1, 156, 008 1, 182, 495 1, 230, 509 
SS a See 9, 036, 858 9, 730, 466 9, 869, 123 
3, 734, 807 3, 917, 379 4, 048, 795 
3, 416, 666 3, 592, 688 3, 689, 112 
1, 578, 586 1, 639, 990 1, 687, 131 
3, 456, 302 2, 451, 495 2, 557, 535 
2, 496, 441 2, 594, 151 2, 778, 322 
3, 836, 912 4, 031, 715 4, 150, 073 
Oklahoma City, Okla. (5224).....-....._.- Be Ss oS 3, 512, 680 3, 777, 107 3, 930, 528 
1, 340, 966 1, 380, 570 1, 439, 408 
4, 358, 739 4, 657, 795 4, 779, 262 
cn 2, 906, 766 3, 100, 397 3, 190, 794 
As. 7, 430, 124 7, 799, 610 7, 814, 282 
1, 911, 978 1, 980, 581 2, 087, 135 
1 Hospital and domiciliary. 
SAN FRANCISCO AREA 
NP HOSPITALS 
American Lake, Wash. (5004)..............------------------ $3,611,127 | $3, 786, 956 $3, 798, 166 
Palo Alto, Calif. (5024). .....- 5, 682, 922 5, 984, 147 6, 188, 082 
Roseburg, Oreg. (5133) __-- 2, 392, 516 2, 455, 154 2, 592, 200 
5, 555, 27 5, 934, 971 6, 007, 728 
B HOSPITALS 
3, 160, 651 3, 361, 164 3, 528, O11 
3, 417, 192 3, 597, 379 3, 689, 769 
2, 826, 570 2, 966, 568 3, 007, 984 
|... 2,523,477 | 2, 654, 798 2, 605, 316 
= 2, 755, 227 2, 676, 900 2, 665, 546 
G.M. & 8. HOSPITALS 
1, 629, 230 1, 713, 647 1, 766, 906 
SS ee eee 1, 995, 841 2, 099, 044 2, 170, 296 
oS ee eee 9, 577,332 | 10, 629, 814 11, 134, 019 
22, 874, 574 24, 188, 762 24, 645, 424 
5, 169, 077 5, 478, 387 5, 551, 083 
1, 825, 157 1, 892, 258 1, 951, 928 
4, 349, 714 4, 551, 318 4, 679, 648 
1, 340, 018 1, 442, 568 1, 535, 545 
EL OO ae 5, 359, 818 5, 610, 572 5, 689, 099 
3, 676, 926 4, 037, 148 4, 005, 030 
2, 740, 375 2, 912, 924 3, 029, 501 
1, 537, 853 1, 628, 880 1, 689, 536 
ancouver, Wash. (5177)...----------- .| 3,671,173 3, 787, 808 3, 867, 517 
DOMICILIARIES 
1, 743, 863 1, 832, 248 1, 910, 747 
Total, inpatient care .-| 733,776,647 | 771,122,000 | 790,779,000 


'G.M. & S., N.P. and domiciliary. 
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Funds available for contract hospitalization—Outpatient data by station number 


Fiscal year 
1958 


Fiscal year 
1959 


9001 
9035 
9070 


4038 Sioux Falls, 8. Dak 


5262 Phoenix, Ariz 


Boston, Mass 

St. Paul, Minn 

Brooklyn, N.Y 

New York, N.Y 

Hartford, Conn 

Newark, N.J 

Philadelphia, Pa 

Pittsburgh, Pa 

Baltimore, Md 


St. Petersburg, Fla 

Winston-Salem, N.C 

Nashville, Tenn 

New Orleans, La 

Montgomery, Ala 

Cleveland, Ohio 


Louisville, Ky 
Detroit, Mich 
Milwaukee, Wis 

St. Louis, Mo 
Kansas City, Mo 
San Francisco, Calif 
Los Angeles, Calif 


Muskogee, Okla 

San Antonio, Tex 

Manila, Philippine Islands 

Honolulu, T 

Juneau, Alaska 

Lubbock, T 

Syracuse, N.Y 

Veterans Benefits Office, Washington, D.C 
Togus, Maine 

White River Junction, Vt 

Jackson, Miss 

Des Moines, Iowa 

Ft. Harrison, Mont 


Cheyenne, Wyo 

Boise, Idaho 

Wichita, Kans 


Albuquerque, N. Mex. 
Huntington», Ww. Va... 


Buffalo, N.Y 
Denver, Colo_- 
Philadelphia, Pa... 
Cincinnati, Ohio 
Little Rock, Ark 
Chicago, Tl 
Wilmington, Del 
Albany, 
Manchester, N.H 
Sait Lake City, Utah. 
Wilkes-Barre, Pa___ 
Seattle, Wash 


Mexico City, Mex 


Paris, France 


So 


Rok 


= 


| 
1960 
$72, 556 $68, 243 70, 
55, 586 61, 482 
75, 125 62, 548 74, 955 
3004 26, 771 33, 465 29; 648 
3006 496, 564 437, 838 470, 220 
3008 49, 343 50, 021 56, 953 
3009 117, 307 61, 786 55, 226 
3010 183, 835 190, 908 146, 158 
3011 37, 450 35, 248 19,7 
3013 3, 150 4, 193 4,033 
44, 538 34, 842 17, 827 
99, 829 94, 149 113, 604 
3017 477, 769 491, 202 562, 735 
3018 45, 584 34, 261 36, 012 
3019 137, 857 162, 466 172, 920 
3020 10, 812 11, 383 13, 341 
3021 6, 028 6, 971 6, 500 
3022 30, 212 29, 375 31, 710 
3025 49, 092 47, 000 47, 855 
10, 083 10, 692 13, 466 
3027 8, 350 8, 365 6,917 
16, 974 14, 521 1 
3051 14, 012 10, 161 1 
3053 1, 100, 063 1, 231, 382 1, 
3058 3, 785 774, 030 
3059 1, 194, 073 1, 267, 906 sg 
3062 7, 395 9, 657 
3063 324, 081 419, 754 
3065 144, 216 183, 848 
3071 69, 706 55, 764 
3072 1, 263, 239 1, 397, 863 
4002 20, 781 14, 672 
4005 5, 354 6, 953 
4023 17, 757 30, 291 
4033 16, 492 15, 523 1 
4036 16, 180 15, 181 
4, 629 4,411 
4042 4, 267 6, 487 
4047 8, 911 9, 848 
4049 
4052 11, 185 7, 539 
4054 2, 838 2, 073 
3, 744, 313 3, 662, 893 3, 
3, 218 5, 155 
5119 5, 817 7, 746 
5140 allas, lex 2 916, 158 931, 988 
5208 I 720, 026 66, 341 
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Funds available for State home program—Outpatient data by station number 


Fiscal year 
960 


Boston, Mass 
St. Paul, Minn 
Hartford, Conn 
Newark, N.J 


Atlanta, Ga 
Cleveland, Ohio 
Indianapolis, Ind 
Detroit, Mich 
Milwaukee, Wis 

St. Louis, Mo 

San Francisco, Calif 


Fort Harrison, Mont 
Fargo, N. Dak 

Sioux Falls, 8. 
Cheyenne, Wyo 
Boise, Idaho-- 
Wichita, Kans 
Lincoln, Nebr-. 
Denver, Colo 


250 Manchester, N.H 
Seattle, Wash 


5 


— 


277 
333 
836 
848 
209 
612 
661 
18, 143 
949 
571 
997 
350 
553 


E28 


Ss 


~ 


= 
SAAN 


| 


ber 

year " Fiscal year | Fiscal year 

1953 | 

70, 426 9001 $481, 001 $492, 275 $492, 660 
62, 163 9035 217, 410 207, 914 259, 000 

74, 955 3004 148, 600 156, 066 157, 500 

29, 668 3008 519, 052 506, 100 525, 000 

70, 280 3009 116, 505 115, 500 124, 600 

56, 953 126, 281 123, 976 119, 700 

55, 226 3016 56, 543 116, 666 112, 000 

46, 158 3025 Mibingiimiganedtascumdmtinatdanimbeias 410, 282 407, 010 419, 184 - 
19, 720 3026 144, 026 138, 212 140, 400 

4,033 3029 515, 340 548, 143 565, 250 

17, 827 3030 se 120, 347 134, 747 121, 825 

13, 604 3031 57, 519 60, 291 60, 291 

62,735 3043 1, 365, 000 1, 365, 000 
36, 012 206, 752 353, 176 000 

72, 920 RR eae: 3, 706 4, 046 

6, 500 161, 700 161, 400 

31,710 4036 37, 873 41,177 

47, 855 4037 44, 510 41, 400 

13, 468 4038 81, 004 81, 201 

6,917 4042 We 3, 525 5, 972 

83, 493 4047 41, 480 38, 387 

67, 234 4052 26, 924 27, 566 

7, 056 5219 31, 997 30, 340 

16, 948 5238 Chica 626, 908 625, 410 

11, 280 

| 

| | 


AUTHORITY FOR HOSPITAL CONSTRUCTION AND BACK- 
GROUND OF OPERATIONS LEADING TO DECISION ON 
GIVEN SITE 


The basic legislative authority for hospital construction and acquisi- 
tion is reproduced below: 


38 Unitep States CopgE 


§ 5001. Hospital and domiciliary facilities 

(a) The Administrator, subject to the approval of the President, shall provide 
hospitals, domiciliaries, and out-patient dispensary facilities for veterans entitled 
under this title to hospital or domiciliary care or medical services. Such hospitals, 
domiciliaries, and other facilities may be provided by (1) purchase, replacement, 
or remodeling or extension of existing plants, or (2) construction of such facilities 
on sites already owned by the United States or on sites acquired by purchase, 
condemnation, gift, or otherwise. 

(b) Hospitals and domiciliaries provided by the Administrator under sub- 
section (a) shall be of fireproof construction. Where an existing plant is purchased 
it shall be remodeled to be fireproof. 

(c) The location of each hospital or domiciliary and its nature (whether for 
domiciliary care or the treatment of tuberculosis, neuropsychiatric cases, or 
general medical and surgical cases) shall be within the discretion of the Adminis- 
trator, subject to the approval of the President. 

(d) The Administrator may accept gifts or donations for any of the purposes 
of this section. 

(e) The Administrator, subject to the approval of the President, may use as 
hospitals, domiciliaries, or out-patient dispensary facilities such suitable buildings, 
structures, and grounds owned by the United States on March 3, 1925, as may 
be available for such purposes, and the President may by Executive order transfer 
any such buildings, structures, and grounds to the control and jurisdiction of the 
Veterans’ Administration upon the request of the Administrator. 

(f) As used in this section and in sections 5002 and 5003 of this title, the term 
“hospitals, domiciliaries, or out-patient dispensary facilities’ includes necessary 
buildings and auxiliary structures, mechanical equipment, approach work, roads, 
and trackage facilities leading thereto, sidewalks abutting hospital reservations, 
vehicles, livestock, furniture, equipment, accessories, accommodations for officers, 
nurses, and attending personnel, and proper and suitable recreational facilities. 


§ 5002. Construction and repair of buildings 

The construction of new hospitals, domiciliaries and out-patient 
dispensary facilities, or the replacement, extension, alteration, re- 
modeling, or repair of all such facilities shall be done in such manner 
as ix Passions may determine. The President may require the 
architectural, engineering, constructing, or other forces of any of 
the departments of the Government to do or assist in such work, 
and he may employ individuals and agencies not connected with the 
Government, if in his opinion desirable, at such compensation as he 
may consider reasonable. 

With this authority in mind, it is well to review the factors which 
led up to the establishment of the present system, as well as some of 
the details that go into determination of the need for and the location 
of a hospital. 

Prior to the enactment of Public No. 868, 7ist Congress, on March 4, 
1931 (authorizing an appropriation for additional hospital, domiciliary, 
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and outpatient dispensary facilities), it had been the custom of com- 
mittees of the Senate and House of Representatives which considered 
the appropriation authorization bills to embody in their reports recom- 
mended programs of construction by specific location or general area, 
However, during consideration of the bill which later became Public 
“No. 868, 71st Congress, a controversy developed. The Committee 
on World War Veterans’ Legislation of the House of Representatives 
included in its report on the bill (H. Rept. No. 2642, to accompany 
H.R. 16982, 7ist Cong.) a recommended hospital construction pro- 
am which made several changes in the program submitted by the 
Veterans’ Administration. The Committee on Finance of the Senate 
in its report (S. Rept. No. 1665) stated it believed the location of 
new hospitals and homes could better be left to the discretion of the 
Federal Board of Hospitalization with the approve! of the President. 
The committee of conference to which the bill was referred reported 
(H. Rept. No. 2944) that 't had been unable to agree; whereupon the 
House receded and concurred in the Senate amendment. 

In the debate before the motion to concur was adopted, statement 
was made that if the motion prevailed the bill would go to the Presi- 
dent with the House committed to the principle as set forth by the 
Senate and that all those who voted to support the motion would 
commit themselves to the definite policy that thereafter there would 
be no hospital allocation programs presented to the House. As 
stated, the motion prevailed and thereafter the Federal Board of 
Hospitalization considered and made recommendation to the President 
as to the need for hospital construction. 

The Federal Board of Hospitalization was created by direction of 
the President on November 1, 1921, for the purpose of coordinating the 
separate hospitalization activities of the Medical Department of the 
Army, the Bureau of Medicine and Surgery of the Navy, the United 
States Public Health Service, the United States Veterans’ Bureau, 
St. Elizabeths Hospital, the National Home for Disabled Volunteer 
Soldiers, and the Office of the Commissioner of Indian Affairs. For 
approximately 3 years the Board functioned under the supervision of 
a Chief Coordinator who was appointed by and directly responsible 
to the President. In 1924 a reorganization of the Board placed its 
activities under the chairmanship of the Director of the United 
States Veterans’ Bureau and provided that its recommendations 
should be transmitted to the Director of the Bureau of the Budget for 
the consideration of the President. 

Until the early 1940’s projects for the provision of hospital facilities 
for war veterans comprised the great majority of cases referred to the 
Board for consideration as there was little activity in the field of 
hospital construction by Federal agencies other than the Veterans’ 
Administration prior to World War II. With the expansion of the 
Armed Forces just before and during the early months of the war, a 
marked increase in Army and Navy hospital facilities occurred. 

To prevent overbuilding and duplication and to insure that postwar 
needs would be given adequate consideration in the planning of hos- 
pitals to care for current requirements, the President, on March 31, 
1943, directed that no further hospital or convalescent facilities 
should be acquired within the continental United States by the War 
and Navy Departments, the Federal Security mn th or the Veterans’ 
Administration, until such projects had been submitted to the Federal 


Board of Hospitalization for review and recommendation to him as 
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to location, type of construction, and for other factors affecting the 
overall requirements for postwar hospitalization. An exception was 


permitted in the care of emergency installations made necessary by 
epidemics or similar situations, and a later amendment to the direc- 
tive also authorized the Army and Navy to acquire temporary facili- 
ties of fewer than 150 beds without approval of the Board. In addition 
to the duties incident to this review of all Federal hospital projects, 
the President directed that the Board undertake a study of the 
complete problem of the hospitalization of the veterans of World 
War II, and the development of an overall plan for meeting this 
responsibility of the Federal Government. 

Details of the Board’s revised organization and functions under the 
President’s new directive were outlined in Budget Bureau Circular 
419 of May 7, 1943, revised August 1, 1943, as Circular No. A-27. 
This circular established the Federal Board of Hospitalization as an 
advisory agency to the Bureau of the Budget and provided that the 
membership of the Board be composed of a Chairman, who would 
not be deemed to represent any department or agency, the Commis- 
sioner of Indian Affairs, representing the Interior Department, 
including the Alaska Railroad; the Director, Bureau of Prisons, rep- 
resenting the Department of Justice; the Surgeon General, Bureau 
of Medicine and Surgery, representing the Navy Department; the 
Surgeon General, Medical Department, representing the War Depart- 
ment, including the Panama Canal; the Surgeon General, Public 
Health Service, representing the Federal Security Agency; and the 
Assistant Administrator in Cherge of Medical and Domiciliary Care, 
Construction and Supplies, representing the Veterans’ Administra- 
tion. The Chief Medical Director later represented the Veterans’ 
Administration as a member of the Board. 

The Federal Board of Hospitalization was abolished effective June 
30, 1948, bv Bureau of the Budget Circular No. A-27 Revised, dated 
June 25, 1948, entitled ‘Review and Coordination of the Hospital, 
Convalescent, and Domiciliary Programs of Federal Departments and 
Establishments.’’ This circular provides that the Bureau of the 
Budget will review and coordinate hospital, convalescent, and domi- 
ciliary programs developed and operated by all departments and 
establishments responsible for a similar review and coordination of 
such programs within his department or establishment. The circular 
directs each agency or department to submit to the Bureau of the 
Budget an itemized program of all new or additional bed-producing 

rojects it proposes to include in appropriation estimates, which the 

ureau of the Budget will forward to the President with recommenda- 
tion. The circular also provides that unless included in such approved 
annual program no project for acquisition of additional beds by new 
construction, major alteration, transfer, purchase, or leasing of or 
contracting for existing facilities, shall be initiated in any way in the 
continental United States, the Panama Canal Zone, or the Territories 
by any department or establishment until it has been submitted to the 
Bureau of the Budget for review and recommendation to the President, 
as to need, size, location, type of construction, and any other pertinent 
features, and until the: President has acted upon such recommendation. 

Exceptions are made in the case of seasonal, epidemic, or emergency 
requirements of a temporary nature and in the case of certain Army 
and Air Force hospitals. 


- 
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The following correspondence between the President and the 
Administrator of Veterans’ Affairs is highly significant with respect 
to the size and extent of the hospital system operated directly by the 
Veterans’ Administration. The first item is copy of the Adminis. 
trator’s letter of February 2, 1959, to the President requesting approval 
of an attached revised authorization for each heapital, and the second 
is copy of the President’s reply approving the proposed revision of 
authorized bed capacities and stating the President’s policies concern- 
ing the hospital system: 

WasuineTon, D.C., February 2, 1959. 
Tue PRESIDENT, 
The White House. 


My Dear Mr. Presipent: In order to bring up to date the authorized bed 
capacities of the Veterans’ Administration hospitals, it is requested that you 
approve the attached revised authorization for each of our hospitals. The revised 
authorizations, which total 125,000 beds for the Veterans’ Administration hospital 
system, are based on the present structural capacity of each of the existing 
hospitals as modified by previously approved hospital replacement and moderni- 
zation projects. Also shown are interim authorizations for hospitals affected 
by approved replacement or modernization projects, to remain in effect until the 
completion of each project. These revised authorizations, if approved, by you 
will provide a base for requests for Presidential approval of construction or other 
acquisition as the need arises. 

he need for approval of a revised authorization for each hospital is occasioned 
by many factors. It will bring together for the first time in one document 
authorizations which have been scattered in many documents since the establish- 
ment of the Veterans’ Administration. In many cases the number of beds ap- 
proved when the hospitals were constructed or acquired by the Veterans’ Adminis- 
tration are no longer current. As the practice of hospital administration has 
changed so has the number of beds which can be provided within the hospital’s 
physical plant at accepted bed-spacing criteria. Many of the physical facilities 
acquired from the military services after World War II have been unused for 
many years and have been demolished or transferred to other organizations or 
have deteriorated to the point that they could not be used today without the 
unwise expenditure of thousands of dollars for their rehabilitation. In addition, 
many of the modernization projects have resulted in the readjustment of beds 
so that a hospital’s bed capacity is no longer as originally approved. 

In the revised authorizations I am including the use of the 114 additional beds 
at the Veterans’ Administration hospital at Lake City, Fla. These beds can be 
provided by the modernization of building No. 38 which we had originally intended 
to convert for nurses’ quarters. The need for this purpose no longer exists and 
for a small cost these beds can be used for patients to compensate further for the 
shift of the veteran population to Florida. 

The proposed revised authorization also includes the Veterans’ Administration 
hospitals at Martinsburg, W. Va., and Vancouver, Wash., both of which were 
authorized to be acquired from the Army for temporary use pending the develop- 
ment of permanent hospital programs for those areas. The physical condition of 
these two hospitals is such that they can be continued in operation for the time 
being without the need for replacement and I, therefore, propose their continued 
use. 

It is also requested that you approve the utilization of unused buildings at the 
Veterans’ Administration hospital, Dublin, Ga., to provide 500 domiciliary beds 
and a revised authorization of 1,638 domiciliary beds for the Veterans’ Adminis- 
tration Center, Dayton, Ohio. The 500 domiciliary beds, when added to the 500 
hospital beds authorized for Dublin, Ga., will make full utilization of the hospital’s 
existing structural capacity. It will permit a reduction of 500 domiciliary 
in the 2,138 such beds at the Dayton, Ohio, center and the demolition of 5 obsolete, 
non-fire-resistant buildings there. 

I believe that an up-to-date authorized bed capacity for all Veterans’ Admin- 
istration hospitals and the shift in domiciliary beds from Dayton, Ohio, to Dublin, 
Ga., are urgently required and I recommend your approval. ' 

Respectfully, 


Sumner G. Warrrier, Administrator. 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1865 


Authorized bed capacities of Veterans’ Administration hospitals 


* Author- Interim authorization until completion of approved 
Location ized bed construction and modernization projects 
capacity 
1,005 
Albuquerque, N. Mex 500 
Alexandria, 842 
200 
American Lake, Wash__.......-..-..- 904 
300 
1,744 
291 
257 
273 
Battle Creek, Mich.................- 2, 055 
866 
196 
SE SE ccnscccescccnsccsnens 1, 500 | 1,636 beds authorized until completion of current mod- 
ernization project. 
250 
207 
923 
Brecksville, Ohio... 324 
Brockton, Mass. 988 
Bronx, N.Y 1,442 
Brooklyn, N.Y 1, 000 
Buffalo, N.Y 951 
Butler, Pa___..- 500 
1,7 
512 
So ae aes 133 | 151 beds authorized until completion of current modern- 
ization project. 
Chicago, Ill. (research) - 516 
Chicago, Ill. (West Side) 495 
2, 116 
Oincinnati, Ohio. ........-......... 813 
200 
Cleveland, Ohio 1,000 
Do_- 800 | 827 beds authorized until completion of construction of 
new hospital at this location. 
Coatesville, Pa_ 1, 602 
593 
800 
las, Tex... 798 
Danville, I 1, 729 
823 
914 
Des Moines, 386 
A 2,300 | 2,487 beds authorized until completion of current 
modernization project. 
Dublin, Ga____ 500 
Durham, N.C 489 
Dwight, Il 215 
ast Orange, N 950 
204 
Excelsior 209 
Fargo, N. 228 
Fayetteville, Ark 254 
Fayetteville, N.C 416 
ort Bayard, N. Mex 222 
Fort Harrison, Mont 262 
Fort Howard, Md 377 
Fort Lyon, Colo 681 
Fort Meade, 8. Dak...........-.-... 720 
200 
Fresno, Calif. .___ 250 
Grand Island, Nebr. 201 
Grand Junction, Colo. 152 
915 
es, Ill 2, 489 
Hot 8 , 8. Dak 255 
Houston, Tex... 1, 368 
Huntington, W. Va__...........---- 180 
Indianapolis, Ind...........-......-. 727 
Tron Mountain, Mich. 269 


33427—59——-119 
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Authorized bed capacities of Veterans’ Administration hospitals—Continued 


Author- Interim authorization until completion of approved 
Location ized bed construction and modernization projects 
capacity 

atin enncdspensannins 500 | 554 beds authorized until completion of construction of 
new hospital at this location. 

JeTe-son Barracks, 815 

Kansas City, Mo--- 500 

Fecourhtan, Va ----- 604 

1, 540 

471 

Lone Beach, Cail 1, 600 

3, 621 

481 

176 

Marlin, Tex ...--.- 201 

Martinsburg, W. Va.-_.--.---.--..-- 765 | 840 beds authorized until comeition of construction of 
the new 500-bed hospital at Washington, D.C. 

312 

1,000 | 1,378 beds authorized until completion of construction 
of new hospital at this location. 

Minne3polis, Minn.................. 1,014 

Mountain Home, Tenn__-....-..---- 555 | 575 beds authorized until completion of current modern- 
ization project. 

Murf-eesboro, Tenn 1, 307 

390 

pf NCA Sa 500 | 520 beds authorized until completion of construction 
of new hospital at this location 

300 

New Orleans, - 492 

Northampton Mass................. 1, 105 

North Little Rock, -.....-...- 2, 062 

Northport, Tong Island, N.Y 2, 488 

Oakland, Se oe eo 712 beds authorized until completion of construction of 
new hospital at this location. 

Oklahoma City, 488 

486 

Oteen, 944 | 1,063 beds authorized until completion of new clinic 
building at this location. 

1, 197 

951 

Providence R.I.........--... 3°3 

166 

Richmond, 1, 100 

Roanoke, Va- 2, 000 

Roseburg, 670 

Rutland Heights, Mass 540 

217 

Salt Lake City, Utah_............._- 710 

San Fernando, Calif................- 519 

San Francisco, 440 

320 

449 

270 

1,379 

495 

511 


i 
[| 
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Authorized bed capacities of Veterans’ Administration hospitals— Continued ° 
Aithor- Interim authorization until completion of approved 
Location ized bed construction and modernization projects 
capacity 
500 | 800 beds authorized until completion of construction of 
new hospital at this location. 
Tuscaloosa, 964 
1,851 | 1,978 beds authorized until completion of current mod- 
ernization project. 
Vancouver, Wash 575 
Wadsworth, 944 


Walla Walla, Wash_____- 


Washington, D.C____- 500 
West Haven, Conn__-_- 861 
West Roxbury, Mass... 304 
Whipple, Aris............. 382 
White River Junction, Vt____.._-_-- 188 
500 
n 
Change in authorized bed capacities of Veterans’ Administration domiciliary homes 
New 
author- 
ized bed 
i Location: capacity 
n 


Tue Waite Hovse, Washington. 
The Honorable SumNER G. WHITTIER, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D.C. 


Dear Mr. WuittierR: You have recommended my approval of a revised au- 
of thorized bed capacity for each of the Veterans’ Administration hospitals because 
in recent years there has developed a.considerable amount of uncertainty as to 
the total capacity of the hospitals. Since World War I numerous Presidential 
fe approvals have been granted for construction and acquisition of hospitals by the 

eterans’ Administration, and these usually have been related to the operation 
of a specific number of beds. However, these approvals—in terms of number of 
beds, nature of care, and location of facilities—have been rendered obsolete or 
have been modified throuzh necessity by deterioration or abandonment of facil- 
ities, changes in methods of medical treatment and hospital care, and other 
similar factors. 

For these reasons I agree with your recommendation and am returning as of 
this date with my approval your proposed revision of the authorized bed capacity 
of each of the Veterans’ Administration hospitals. These revised authorizations 
total 125,000 beds for the Veterans’ Administration hospital system. They are 
based on your determination of the present structural capacity of each of the 
hospitals with adjustments for approved hospital replacement and modernization 
projects. 

While this revision of the authorized bed capacity of Veterans’ Administration 
hospitals is a constructive step it does not solve the basic questions and uncer- 
tainties which exist concerning provision of hospital care to the Nation’s veterans. 
Each Administrator of Veterans’ Affairs has emphasized the need for a clear 
policy in this regard, with particular reference to the Federal Government’s 
responsibility for the care of wartime veterans with non-service-connected disa- 
bilities. In 1956 when the Administrator of Veterans’ Affairs recommended the 
establishment of a policy for the care of such patients, I requested that a study 
be made to show both where veterans are now receiving such care and an esti- 
mate of the magnitude of the non-service-connected war veteran patient loads 
for the next 30 years. 
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That study was completed last year and has been made public. Its findings 
when considered in relation to the hospital care responsibilities of other govern. 
mental jurisdictions and the responsibilities of the Federal Government to assist 
in the improvement of hospital facilities throughout the Nation, clearly indicates 
the urgent need for correcting existing uncertainties in the policies governing our 
veterans — care programs. Manifestly, the existing lack of clarity in the 
definition of Federal responsibility for the care of war veterans with non-service- 
connected disabilities makes difficult precise long-range planning by the Federal 
Government and denies other governmental jurisdictions a reliable foundation 
on which they may plan their hospital requirements for all their citizens. 

By statute, Congress has authorized the Administrator of Veterans’ Affairs, 
within the limits of Veterans’ Administration facilities, to furnish hospital care 
which he determines is needed for: 

(1) Veterans with service-connected disabilities; and 
(2) War veterans with non-service-connected disabilities who are unable 
to defray expenses of necessary hospital care. 

Laws enacted by Congress clearly establish the responsibility of the Federal 
Government to provide all the care required by veterans for disabilities resulting 
from their military service. The Veterans’ Administration provides effective care 
to veterans with such disabilities without delay by giving them priority in Vet- 
erans’ Administration hospitals, by contracting for their care in other Federal 
and community hospitals, and by providing them with outpatient treatment in 
Federal and non-Federal facilities. 

At best, however, the statutes furnish only broad guidelines as to the respon- 
sibility of the Federal Government with respect to the hospital care of war veterans 
for non-service-connected disabilities and there is the need for a clear policy gov- 
erning the role of the Federal Government in providing facilities for their care. 
For many years, the number of beds in Veterans’ Administration hospitals has 
been greatly in excess of the number needed to provide hospital care for veterans 
with service-connected disabilities. At present only one-third of the beds are 
occupied by veterans receiving care for disabilities resulting from their military 
service. The number of such veterans is now declining and the need for beds for 
their care in the future will decrease. Further, the recent study has disclosed that 
the Federal Government is now providing approximately one-half of all hospital 
beds oecupied by veterans with non-service-connected neuropsychiatric, tubercu- 
lar, and medical and surgical illnesses. The remaining 50 percent of the hospital 
beds occupied by veterans with non-service-connected illnesses are provided in 
non-Federal hospitals. A continuing inerease in the number of such non-Federal 
facilities has been encouraged by extensive Federal grants for hospital construc- 
tion. Such grants, together with other Federal programs of public assistance and 
vocational rehabilitation, have enlarged the capacity of other governmental juris- 
dictions to discharge their responsibilities for providing medical assistance to all 
their citizens including veterans. 

In light of these facts and recognizing that Congress, except in a few specific 
instances, has traditionally and properly left it within the discretion of the Presi- 
dent to determine and recommend to the Congress the extent to which facilities 
shall be constructed or otherwise provided for the care of veterans, I have adopted 
and approved the following four policies, which will govern my future approvals 
for construction or acquisition of Veterans’ Administration hospital beds: 

(1) Continuance of complete, high-quality hospital care for all veterans in need 
of such eare for service-connected disabilities. Such care will be provided in 
hospitals of the Veterans’ Administration, other Federal hospitals, and State and 
local community hospitals in the discretion of the Administrator. 

(2) Continuance, within the capacity of the 125,000 authorized beds in Veter- 
ans’ Administration hospitals, of the care of war veterans with non-service- 
connected disabilities, recognizing that basic responsibility lies with other gov- 
ernmental jurisdictions for providing hospital care for all citizens who are unable 
to defray the expense of hospitalization. 

(3) Shifting of beds or hospitals from one type of use to another by the Admin- 
istrator of Veterans’ Affairs as may be permitted by law and advances in medical 
treatment. 

(4) With the approval of the President and subject to the availability of funds, 
construction to provide beds or hospitals for replacement and modernization or 
to compengate for major geographic shifts in veteran population, all within the 
overall total of 125,000 authorized beds. 

Sincerely, 


i 
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Congresstonal authorizations and appropriations, Veterans’ Administration hospital 
and domiciliary construction program 


U.S. VETERANS’ BUREAU—HOSPITAL FACILITIES AND SERVICES 


Authorizations 
Apr. 20, 1922: Public Law 
194, 67th Cong. (sec. 3); 
$17,000,000. 


June 5. 1924: Public Law 
197, 68th Cong. (sec. 2), 
$6,850,000. 


Mar. 3, 1925: Public Law 
587, — Cong., $10,- 


May 23, 1928: Public Law 
Cong., $15,- 


? 


Deo. 23, 1929: Public Law 
29, 7ist Cong., $15,- 
000. 


Appropriations 

May 11, 1922: Public Law 216, 67th Cong., appro- 
priated $12,000,000 and allowed the Director to 
incur obligations for remaining $5,000,000 au- 
thorized by Public Law 194, 67th Cong. 

Apr. 2, 1924: Public Law 66, 68th Cong., appro- 
riated the remaining $5,000,000 authorized by 
ublic Law 194, 67th Cong. 

Dec. 5, 1924: Public Law 292, 68th Cong., appro- 

yee $3,850,000 to remain available until June 
0, 1925, and gave authority to incur obligations 
for the remaining $3,000,000. 

Mar. 4, 1925: Public Law 631, 68th Cong., extended 
the time above appropriation may be used until 
June 30, 1926. 

Mar. 3, 1926: Public Law 36, 69th Cong., appro- 
priated $3,000,000 authorized by Public Law 197, 
68th Cong. 

Mar. 3, 1926: Public Law 36, 69th Cong., appro- 
priated $5,000,000 authorized by Public Law 587, 
68th Cong. 

Apr. 22, 1926: Public Law 141, 69th Cong., appro- 
priated $4,000,000 authorized by Public Law 587, 
68th Cong. 

Feb. 11, 1927: Public Law 600, 69th Cong., appro- 
riated the remaining $1,000,000 authorized by 
ublic Law 587, 68th Cong. 

May 29, 1928: Public Law 563, 70th Cong., appro- 
riated $7,000,000 of amount authoriz by 

blic Law 480. 

Feb. 20, 1929: Public Law 778, 70th Cong., appro- 
riated $6,000,000 of the amount authorized 
M Public Law 480, with authority to incur 

obligations for the remaining $2,000,000. 

Apr. 19, 1930: Public Law 158, 71st Cong., — 
riated the remaining $2,000,000 authorized by 
ublic Law 480, 70th pag 

Mar. 26, 1930: Public Law 78, 71st Cong., appro- 
riated $8,000,000 of the amount authorized by 
ublic Law 29, 7ist Cong. 


VETERANS’ ADMINISTRATION—HOSPITAL AND DOMICILIARY FACILITIES 


Dee. 23, 1929: Public Law 
29, 7ist Cong., $15,- 
950,000. 

May 16, 1930: Public Law 
230, 71st Cong., $750,000 


(Togus, Maine). 
June 21, 1930: Public Law 
405, 7list Cong., $2,- 


000,000 (Southern States). 


July 1, 1930: Public Law 
492, 71st Cong., $650,000 
(Johnson City, Tenn.). 

July 3, 1930: Public Law 
505 Cong., 
$2,000,000 (Northwest 
Pacific States, Oregon). 


Feb. 23, 1931: Public Law 720, 71st Cong., appro- 
priated $7,950,000, the remaining amount author- 
ized by Public Law 29, 71st Cong. 

Feb. 23, 1931: Public Law 720, 71st Cong., appro- 
riated $750,000, the full amount authorized by 
ublic Law 230, 71st Cong. 

Feb. 23, 1931: Public Law 720, 71st Cong., appro- 
riated $1,000,000 of the amount authorized by 
ublic Law 405, 7ist Cong. 

Feb. 23, 1931: Public Law 720, 71st Cong., appro- 
riated $650,000, the full amount authorized by 

Public Law 492, 71st Cong. 

Feb. 23, 1931: Public Law 720, 7ist Cong., appro- 
riated $1,000,000 of the amount authori by 
ublic Law 505, 7ist Cong. 
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Congressional authorizations and appropriations, Veterans’ Administration 
hospital and domiciliary construction program—Continued 


VETERANS’ ADMINISTRATION—-HOSPITAL AND DOMICILIARY FACILITIES—Ccontinued 


Authorizations Appropriations 
Mar. 4, 1931: Public Law Mar. 4, 1931: Public Resolution 138, 71st Cong. 
868, 7ist Cong. (sec. 3), appropriated $5,000,000 of the amount authorized 
$20,877,000. by Public Law 868, 71st Cong. : 

Dec. 21, 1931: Public Resolution 3, 72d Cong,, 
allowed Administrator to incur obligations for 
full amount authorized. 

Dee. 21, 1931: Public Resolution No. 3, 72d Cong, 
allowed Administrator to ineur obligations for 
remaining amount authorized by Public Law 405, 
71st Cong. 

Dee. 21, 1931: Public Resolution No. 3, 72d Cong., 
allowed Administrator to incur obligations for 
remaining amount authorized by Public Law 505, 
71st Cong. 

June 30, 1932: Public Law 228, 72d Cong., appro- 
— $10,877,000 of amount authorized by 

ublic Law 868, 71st Cong. 

June 30, 1932: Public Law 228, 72d Cong., appro- 
priated $1,000,000, authorized by act of June 21, 

1930, Public Law 405, 71st Cong. 

June 30, 1932: Public Law 228, 72d Cong., appro- 
priated $1,000,000 authorized by act of July 3, 
1930, Publie Law 505, 71st Cong. 

June 16, 1933: Public Law 78, 73d Cong., appro- 

riated $1,000,000 of amount authorized by 
ublic Law 868, 71st Cong., Mar. 4, 1931. 

Feb. 2, 1935: Public Law 2, 74th Cong., appropri- 
ated $850,000, remaining balance authorized: by 
act of Apr. 23, 1928, Public Law 300, 70th Cong. 

Feb. 2, 1935: Public Law 2, 74th Cong., appropri- 
ated $25,000, remaining balance authorized by 
act of Feb. 20, 1929, Public Law 780, 70th Cong. 

Feb. 2, 1935: Public Law 2, 74th Cong., appropri- 
ated $50,000, remaining balance authorized by 

act of Feb. 26, 1929, Public Law 812, 70th Cong. 
No prior authorization. --_.. Aug 12, 1935: Public Law 260, 74th Cong., appro- 
: : priated $21,250,000 for extending facilities, ete. 
Mar. 19, 1936: Public Law 479, 74th Cong., appro- 
eng ae $4,000,000, remaining amount authorized 
y Public Law 868, 71st Cong., Mar. 4, 1931. 

No prior authorization _ ---- May 23, 1938: Public Law 534, 75th Cong., appro- 

priated $4,500,000 for extending facilities, ete. 
' Mar.. 16, 1939: Public Law 8, 76th Cong., appro- 

S priated $4,015,000 for extending facilities, ete. 

Apr. 18, 1940: Public Law 459, 76th Cong., appro- 
priated $2,165,000 for extending facilities, ete. 

June 27, 1940: Public Law 668, 76th Cong., appro- 
priated $1,000,000 for extending facilities, ete. 

Apr. 5, 1941: Public Law 28, 77th Cong., appropri- 
ated $3,500,000 for extending facilities, ete. 

May 24, 1941: Public Law 73, 77th Cong., appro- 
priated $1,000,000 for extending facilities, etc. 

June 27, 1942: Public Law 630, 77th Cong., appro- 
priated $4,557,000 for extending facilities, etc. 

June 26, 1943: Public Law 90, 78th Cong., appro- 
priated $4,557,000 for extending facilities, etc. 

Dec. 23, 1943: Public Law 216, 78th Cong., appro- 
priated $10,356,000 for extending facilities, etc. 

Apr. 1, 1944: Public Law 279, 78th Cong., appro- 
priated $31,650,000 for extending facilities, ete. 

June 27, 1944: Public Law 358, 78th Cong., appro- 
priated $7,374,500 for extending facilities, ete. 
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Congressional authorizations and appropriations, Veterans’ Administration 
hospital and domiciliary construction program—Continued 


VETERANS’ ADMINISTRATION—HOSPITAL AND DOMICILIARY FACILITIES—continued 


Authorizations 
June 22, 1944: Public Law 
346, 78th Cong., $500,- 
000,000. 


No prior authorization 


Appropriations 

Dec. 22, 1944: Public Law 529, 78th Cong:, appro- 
priated $10,571,000 for additions at existing and 
new facilities, ete. 

May 3, 1945: Public Law 49, 79th Cong., appro- 
priated $84,500,000 for construction providing 
additional beds and major replacement and recon- 
ditioning, ete. 

Dec. 28, 1945: Public Law 269, 79th Cong., appro- 
priated $158,320,000 for extending facilities and 
for new beds, ete. 

Mar. 28, 1946: Public Law 334, 79th Cong., appro- 
priated $147,442,500 for construction providing 
additional beds and major reconditioning, replace- 
ment, and new construction. 

June 21, 1946: Public Law 419, 79th Cong., appro- 
priated $441,250,000 in contract authorizations 
to supplement funds previously appropriated for 
new hospital construction. 

July 30, 1947: Public Law 269, 80th Cong., appro- 
priated $338,250,000 in contract authorization 
and withdrew $50,000,000 of cash previously ap- 
propriated for new hospital construction. The 
appropriation of $288,250,000 was for new hospi- 
tal construction, reconditioning, replacement, etc. 

June 30, 1948: Public Law 862, 80th Cong., appro- 
priated $202,000,000 to replace contract author- 
izations previously provided and appropriated 
additional contract authorization of $43,000,000 
for new hospital construction. 

Sept. 6; 1950: Public Law 759, 81st Cong., appro- 
priated $160,000,000 to replace contract author- 
ization previously appropriated for new hospital 
construction. 

Aug. 31, 1951: Public Law 137, 82d Cong., appro- 
priated $27,505,080 to replace contract authoriza- 
tion. previously appropriated for new hospital 

July 5, 1952: Public Law 455, 82d C 
uly 5, : Public Law . ong., appro- 
priated $108,791,000, of which $59,000,000 was 
to replace contract authorizations previously pro- 
vided and the balance of $49,791,000 for new 
obligational authority for new hospital con- 
struction, rehabilitation, modernization, etc., of 
existing facilities. 

July 27, 1953: Public Law 149, 83d Cong., appro- 
priated $38,685,664, of which $21,185,664 was to 
replace contract authorizations previously pro- 
vided and the balance of $17,500,000 for new 
obligational authority for new hospital con- 
struction. 

June 24, 1954: Public Law 428, 83d Cong., appro- 
priated $47,000,000 for new hospital construc- 
tion, and rehabilitation and modernization of 
existing structures. 

June 30, 1955: Public Law 112, 84th Cong., appro- 
priated $30,000,000 for new hospital construction, 
and rehabilitation and modernization of existing 
structures. 

June 27, 1956: Public Law 623, 84th Cong., appro- 
priated $51,635,000 for new hospital construc- 
tion, and rehabilitation and modernization of 
existing structures. 
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Congressional authorizations and appropriations, Veterans’ Administration 
hospital and domiciliary construction program—Continued 


VETERANS’ ADMINISTRATION—HOSPITAL AND DOMICILIARY FACILITIES—continued 


Authorizations Appropriations 
No prior authorization -_ _-_-_-_ June 29, 1957: Public Law 85-69 appropriated 
$42,500,000 for new construction, and rehabilita- 
tion and modernization of existing structures, 


VETERANS’ ADMINISTRATION—CONSTRUCTION OF HOSPITAL AND DOMICILIARY 
FACILITIES 
Authorizations ppropriations 

No prior authorization _ -_-_- Aug. 28, 1958: Public Law 85-844 appropriated 
$19,295,000 for hospital and domiciliary facilities, 
for planning and for major alterations, improve- 
ments, and repairs and extending any of the 
facilities under the jurisdiction of the Veterans’ 
Administration. 


VETERANS’ ADMINISTRATION—ADMINISTRATIVE FACILITIES 


Authorizations Appropriations 
No prior authorization... July 30, 1947: Public Law 269, 80th Cong., appro- 
priated $3,100,000 for the acquisition of sites and 
the construction of regional office buildings. 
Aug. 24, 1949: Public Law.266, 81st Cong., reduced 
the amount appropriated by $1,250,000. 


VETERANS’ ADMINISTRATION—GRANTS TO THE REPUBLIC OF THE PHILIPPINES 
FOR CONSTRUCTION AND EQUIPPING OF HOSPITALS 


Authorizations Appropriations 
July 1, 1948: Public Law Aug. 24, 1949: Public Law 266, 81st Cong., appro- 
865, 80th Cong., au- priated $9,400,000 for construction and equipping 
thorized not to exceed of hospitals. 
$22,500,000 ve the con- 
struction and equippi 
of hospitals in the Re 
public of the Philippines. 


VETERANS’ ADMINISTRATION—MAJOR ALTERATIONS, IMPROVEMENTS AND REPAIRS 


Authorizations Appropriations 
No prior authorization___._ July 5, 1952: Public Law 455, 82d Cong., appro- 
priated $8,750,000 for major alterations, improve- 
ments and repairs of existing hospital and domi- 
ciliary facilities. 

June 24, 1954: Public Law 428, 83d Cong., appro- 
priated $3,480,000 for major alterations, improve- 
ments and repairs of existing hospital and domi- 
ciliary facilities. 

June 30, 1955: Public Law 112, 84th Cong., appro- 
priated $3,900,000 for major alterations, improve- 
ments and repairs of existing hospital and domi- 
ciliary facilities. 

June 27, 1956: Public Law 623, 84th Cong., appro- 
priated $4,533,000 for major alterations, improve- 
ments and repairs of existing hospital and domi- 


ciliary facilities. 

June 29, 1957: Public Law 85-69 appropriated 
$2,028,000 for major alterations, improvements 
and repairs of existing hospitals and domiciliary 
facilities. ‘ 

(Effective fiscal year 1959 this eppropsiesion was merged with the appropria- 
miciliary Facilities’’). 


tion “Construction of Hospital and 
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Congressional authorizations and appropriations, Veterans’ Administration 
hospital and domiciliary construction program—Continued 


TREASURY DEPARTMENT—SUPERVISING ARCHITECT 


Authorizations Appropriations 

Mar. 3, 1919: Public Law Mar. 3, 1919: Public Law 326, 65th Cong., appro- 
326, 65th Cong., $9,-  priated $9,050,000 ($8,840,000 for construction, 
050,000. $210,000 for furniture and equipment). 

No prior authorization. ~ ~~~ Mar. 6, 1920: Public Law 155, 66th Cong., appro- 

priated $500,000 to continue in effect and carry 
out certain provisions of act of Mar. 3, 1919. 

Mar. 6, 1920: Public Law Mar. 1, 1921: Public Law 338, 66th Cong., appro- 
155, 66th Cong., $400,000 priated $400,000 for completion of buildings in 
(Cook County, iil.). Cook County, 

No prior authorization - - --- June 5, 1920: Publie Law 246, 66th Cong., appro- 

priated $295,000 to continue in effect certain 
provisions of act of Mar. 3, 1919. 

Mar. 4, 1921: Public Law Mar. 4, 1921: Public Law 384, 66th Cong., appro- 
384, 66th Cong., $18,- priated $18,600,000; not over $6,100,000 to be 
600,000. used for remodeling and extending existing plants. 

No prior authorization _- ~~~ Mar. 4, 1921: Public Law 389, 66th Cong., appro- 

priated $300,000 to continue in effect certain 
provisions of act of Mar. 3, 1919. 

June 16, 1921: Public Law 18, 67th Cong., appro- 
priated $750,000 in addition to the $1,500,000 
provided in act of Mar. 3, 1919, for construction 
at Dawson Springs, Ky., increasing the limit of 
cost to $2,250,000. 

June 16, 1921: Public Law 18, 67th Cong., repealed 
provision of act of Mar. 4, 1921, above, pertain- 
ing to the limitation of cost of $6,100,000 for 
remodeling, etc.; total amount appropriated by 
act of Mar. 4, 1921, to be available for purposes 
specified in that act. 

June 16, 1921: Public Law 18, 67th Cong., appro- 
riated $500,000 for recreation building, etc., 
ines, Ill. (Broadview Hospital). 

Feb. 17, 1922: Public Law 145, 67th Cong., apres 

priated $100,000 for repairs at Oteen, N.C.; 
$150,000 for repairs at Perryville, Md.; $50,000 
for repairs at West Roxbury, Mass.; $50,000 for 
repairs and remodeling at Palo Alto, Calif.; total, 
$350,000, 


WAR DEPARTMENT—NATIONAL HOME FOR DISABLED VOLUNTEER SOLDIERS 


Authorizations Appropriations 

June 7, 1924: Public Law Mar. 4, 1925: Public Law 631, 68th Cong., appro- 
217, 68th Cong., $1,500,- ere sg $1,500,000, the amount authorized by 
oo ee branch, Cali- ublic Law 217, 68th Cong. 
ornia). 

Mar. 4, 1927; Public Law Mar. 23, 1928: Public Law 181, 70th Cong. (War 
798, 69th Cong., $700,000 Department), appropriated $700,000, the amount 
(Marion, Ind). authorized by Public Law 798, 69th Cong. 

Feb. 13, 1928: Public Law Mar. 23, 1928: Public Law 181, 70th Cong. (War 
26, 70th Cong., $200,000 Department), appropriated $200,000, the amount 
= branch, Califor- authorized by Public Law 26, 70th Cong. 
nia). 

Apr. 23, 1928: Public Law Mar. 4, 1929: Public Law 1034, 70th Cong. (defi- 
300, 70th Cong., $2, 100,- ciency appropriation), appropriated $1,050,000 
eS branch, Cali- and gave authority to incur obligation $305,000. 
ornia). 


Mar. 26, 1930: Public Law 78, 71st Cong. (defi- 
ciency appropriation) appropriated $200,000 of 
oo amount authorized by Public Law 300, 70th 

ng. 
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Congressional authorizations and appropriations, Veterans’ Administration 


hospital and domiciliary construction program—Continued 


WAR DEPARTMENT—NATIONAL HOME FOR DISABLED VOLUNTEER SOLDIERS—Con, 
Authorizations 


Feb. 20, 1929: Public Law 
780, 70th Cong., $1,500,- 


000 (Dayton, Ohio). 


Feb. 26, 1929: Public Law 
812, 70th Cong., $150,000 


(Marion, Ind.). 


Appropriations 


appropriation), 


Mar. 26, 1930: Public Law 78, 71st Cong. (deficiency 
appropriation), appropriated $1,475,000 of the 
amount authorized by Public Law 780, 70th Cong, 

Mar. 26, 1930: Public Law 78, 71st Cong. (deficiency 

appropriated $100,000 


of the 


amount authorized by Public Law 812, 70th Cong, 


Appropriations for Construction to Veterans’ Administration (U.S. Veterans’ 
Bureau), fircal year 1922 to fiscal year 1959 


Fiscal year 


Hospital 
facilities and 
services, 
no year 


Hospital 
facilities and 


Construction 

of hospital 
and domicili- 
facili- 
jes | 


Grants to 
Republic of 
Phillipines 
for construc- 

tion and 

uippin; 
of hospitals 


Adminis- 
trative 
facilities 


Major 
alterations, 
improve- 
ments, and 
repairs 


42, 500, 000 
19, 295, 000 


1, 209, 321, 744 


- 1 Title changes from “Hospital and Domiciliary Facilities,” to ‘Construction of Hospital and Domiciliary 
Facilities’ fiscal year 1959 


2 Consolidation with 


“Construction of Hospital and Domiciliary Facilities” fiscal year 1959. 


1924-29 

| Total_......| 38, 000, 000 18, 850, 000 | ay 9, 400, 000 1, 850, 000 22, 691, 000 


000 
000 
000 
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Expenditures from Construction Appropriations to Veterans’ Administration (U.S. 
Veterans’ Bureau) fiscal year 1922 to fiscal year 1958 


Grants to 
Hospital Hospital | Construction | Republic of Major 
facilities and | facilities and | of hospital Phillipines Adminis- alterations, 
Fiscal year services, services, | and domicili-| for construc- trative improve- 
no year 1924-29 ary facili- tion and _ | facilities, VA | ments, and 
ties, VA equipp! repairs, VA 
of hospitals 
3, 065, 429 $2, 106, O88 
2, 042, 874 
2, 062, 026 
3, 962, 473 4976, 008 
8, 520, 628 521, 117 $21, 
3, 799, 556 (4, 8, 166, 
14, 220, 
1, 344, 
1, 870, 
8, 827, 
6, 592, 
5, 980, 
3, 422, 
2, 692, 
4, 852, 
15, 799, 
26, 943, 
27, 963, 
52, 969, 
141, 514, 998 
159, 658, 
144, 870, 896 
, 996, 
98, 057, 481 
52, 080, 
26, 161, 200 
21, 374, 508 
535 
37, 981, 869 18, 458, 516 1, 026, 238, 178 9, 399, 971 1, 789, 851 17, 058, 098 


Note.—Excludes following nonexpenditure transactions—transfer to emergency relief: Hospital facili- 
ties and services, no year, $9,662: hospital and domiciliary facilities, VA. $34,097. 
Hospital facilities and services, $391.484; hospital and domiciliary facilities, $58,975; grants to the Republic 
ofthe Philippines for construction and equipping of hospitals, $39. Transfer to payment of certified claims: 


Administrative facilities, VA, $60,149. Rescission public law; hospital facilities and services, 


Transfer to surplus fund: 


$8,469. 


Exrarpinriry REQUIREMENTS FOR ADMISSION TO HosprraL 


Sections 610 and 622 of title 38, United States Code, provide: 


§610. Eligibility for hospital and domiciliary care 


(a) The Administrator, within the limits of Veterans’ Administration facilities, 
may furnish hospital care which he determines is needed to— 
(1) a veteran of any war for a service-connected disability incurred or 
aggravated during a period of war, or for any other disability if such veteran 

is unable to defray the expenses of necessary hospital care; 

(2) a veteran whose discharge or release from the active military, naval, 

or air service was for a disability incurred or aggravated in line of duty; and 

(3) a person who is in receipt of, or but for the receipt of retirement pay 
would be entitled to, disability compensation. 

(b) The Administrator, within the limits of Veterans’ Administration facilities, 
may furnish domiciliary care to— 
(1) a veteran who was discharged or released from the active military, 
naval, or air service for a disability incurred or aggravated in line of duty, 

or a person who is in receipt of disability compensation, when he is suffering 
from a permanent disability or tuberculosis or neuropsychiatric ailment and 
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is eer ape from earning a living and has no adequate means of support; 
an 
(2) a veteran of any war who is in need of domiciliary care, if he is unable 
to defray the expenses of necessary domiciliary care. 
§ 622. Statement under oath 


For the purposes of section 610(a)(1), section 610(b)(2), and section 624(¢) 
of this title, the statement under oath of an applicant on such form as may be 
prescribed by the Administrator shall be accepted as sufficient evidence of ip- 
ability to defray necessary expenses. 


The form for admission to Veterans’ Administration hospitals is 
designated 10—-P—10, and on November 4, 1953, pursuant to VA Cir- 
cular 11, there was added to this form an addendum which requires a 
listing by all non-service-connected patients of the amount of their 
property, the amount of the mortgage thereon, if any, their assets, 
their income, and expenditures. 

An interesting case on the subject of re admission practice 
was decided in a midwestern State of December 21, 1956. Pertinent 
excerpts from the history of the case appear below: 


STATEMENT OF Facts 


The veteran, who entered active military service on August 26, 1918, and was 
honorably discharged on December 16, 1918, made application for hospitalization 
on form 10-P-10, executed February 19, 1954. On this form be stated he was 
financially unable to supply himself with the needed treatment. On the form 
10-P-10a he stated that he was a farmer, had property worth $50,000; had assets 
of $10,000; his average monthly expenses were $250 and his average monthly 
income was $434. 

He was admitted to the VA Hospital on March 29, 1954, for hernia repair and 


“was discharged “maximum hospital benefits’’ on April 7, 1954. 


On May 14, 1954, this case was submitted to the Department of Justice witha 
view to criminal prosecution if the facts warranted same. On August 9, 1954, the 
Department of Justice advised the VA that the criminal phase of the case was 
closed; that there was no basis for criminal prosecution. However, the matter 
was referred to the Civil Division for necessary action in connection with the civil 
fraud under section 231, title 31, United States Code. Suit was filed by the 
U.S. attorney in the U.S. district court, February 1955; the case was tried on 
April 19, 1956. The judge gave each side 15 days in which to file a brief. The 
United States Government filed a brief and on December 17, 1956, the judge 
announced from the bench that he would find the veteran guilty and impose a 
penalty of $2,000 and double the cost of the hospitalization, a total of $2,499. 


In the United States District Court for the District of 
Civil Action No. 
StaTes oF AMERICA, PLAINTIFF v. —— 


, DEFENDANT 
PLAINTIFF’s BRIEF 
I. INTRODUCTION AND ISSUE 


This is a civil action under the False Claims Act, 31 U.S.C. 231-235, for dam- 
ages arising from the defendant’s unauthorized hospitalization at the Veterans 
Administration Center, Wichita. 

It is not disputed that, on February 19, 1954, the defendant submitted an 
application with the Veterans’ Administration for hospitalization for the surgical 
repair of a hernia. Since the disability was not service-connected, hospitalization 
would be authorized only if the veteran stated that he was unable to pay for 
such treatment. In the application form, 10-P-10, plaintiff’s Exhibit 1, he 
answered ‘“‘No’’ to question 28, ‘‘Are you financially able to pay necessary eX- 
penses of hospital or domiciliary care?’’ On March 29, 1954 the defendant was 
admitted to the hospital and treated free. It seems clear from the testimony and 
from the defendant’s stipulation ! that he was able to pay, that there was no au- 


1 Transcript (T) 41. This stipulation was made in face of the defendant’s admission of assets totaling 
$60,000. Exhibit 2, 
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thority for free treatment. Although the plaintiff clearly is entitled to judgment 
for the value of the unauthorized hospitalization, $249.50,? it also is entitled to 
damages a8 provided by the False Claims Act. 

Since the defendant admitted that he was able to pay at the time he repre- 
sented that he was not, the sole question presented is whether he knew that his 
statement was false. 


Il. THE EVIDENCE ESTABLISHES THAT THE DEFENDANT KNEW THAT HIS STATEMENT 
WAS FALSE 


The defense has attempted to make it appear that, because the defendant 
disclosed substantial assets on the addendum to the oppseation, VA form 10—-P-10a 
(plaintiff’s Exhibit 2), he did not intend to make a false statement. The answer 
to this convenient assertion is that the only material statement that the defendant 
made was his‘answer to the critical question 28 in the application. The informa- 
tion that he supplied in the addendum, form 10—P-—10a, or that he may have 
furnished in any other way, was neither material nor relevant to the defendant’s 
eligibility for free hospitalization. 

The defendant claimed benefits authorized by the Act of March 20, 1933, as 
amended, 48 Stat. 9, 38 U.S.C.A. 706. The Act provides, in pertinent part, 

“* * * That any veteran of any war * * * who is in need of hospitalization 
or domiciliary care and is unable to defray the necessary expenses therefor (in- 
cluding transportation to and from the Veterans’ Administration facility), shall 
be furnished necessary hospitalization or domiciliary care (including transporta- 
tion) in any Veterans’ Administration facility, within the limitations existing in 
such facilities, irrespective of whether the disability, disease, or defect was due to 
service. The statement under oath of the applicant on such form as may be 
prescribed by the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses.”’ [Emphasis added.] 

The VA implemented the statute by its own regulation which provided for 
hospital treatment or domiciliary care for wartime veterans “* * * who swear 
that they are unable to defray the expense of’’ such service. 38 C.F.R. (1949 - 
Ed.) 17.47(d)(1)(ii). The financial inability provision was further supple- 
mented by the following regulation: 

“‘*Unable to defray expenses of hospitalization or domiciliary care (including 
transportation to and from a Veterans’ Administration facility).’ The affidavit of 
the applicant on VA form 10—P-—10 that he is unable to defray the expenses of 
hospitalization or domiciliary care (including transportation to and from a Vet- 
erans’ Administration facility) will constitute sufficient warrant to furnish hospital- 
ization or domiciliary care (including Government transportation to cover trans- 
portation to the facility).’’ Revised November 30, 1951, 17 F.R. 12093, 38 
C.F.R. 1949 Ed. 17.48(c¢) (2). 

As shown in plaintiff’s supplemental memorandum, pages 4-6, the Veterans’ 
Administration was bound by the applicant’s response to question 28, and it was 
enjoined from using information obtained from any other source, including the 
addendum, in considering the applicant’s entitlement. 

The VA issued emphatic instructions against the use of information submitted 
in the addendum to dissuade the applicant from submitting a claim, or to dis- 
qualify him. A certified oe § of VA’s Circular No. 11, dated November 4, 1953, 
entitled ‘‘Purpose and Use of the Addendum to VA form 10—P-—10”’ is submitted 
herewith. The two most important instructions in the Circular are: 

“3. This addendum may be used in no way whatever to deny hospitalization 
to a veteran, as the law specifically provides that ‘the statement under oath of 
the applicant * * * shall be accepted as sufficient evidence of inability to defray 
hecessary expenses.’ 

“4. If a veteran-applicant for hospitalization signs the oath of inability to pay 
contained in VA Form 10—-P-10, that is legal evidence of eligibility for hospitali- 
zation and the applicant shall be admitted when a bed is available and the need 
for hospitalization has been medically determined.” 

The law, regulation and instructions created a situation where the veteran 
alone determined his financial ability and the determination of eligibility for 
treatment automatically followed his statement. 

Congress developed this procedure as the only workable, expeditious way of 
furnishing treatment for needy veterans, and it chose to rely on their honor rather 
than erect a complex, rigid standard of measuring eligibility. Congress fre- 


? Plaintiff’s Exhibit 3, the statement of account, 
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quently considered the possibility of establishing such objective financial standards 
but concluded that the factors were too many and too diverse to apply without 
causing inevitable injustices. 

In the hearings of the Subcommittee on Hospitals of the House Committee 
on Veterans Affairs, First Session, 83rd Congress, Representative Secrest ex- 
pressed the problem this way: 

“Ts it an agp ang operation, or is it cancer, where he may linger 1 year or 
10 years? o can draw a bill and say that this veteran should be denied 
hospitalization and this veteran should be given hospitalization, on the basis of 
any financial statement? If we do not put it into the biil, the Veterans’ Adminis- 
tration has to put it in regulations. I just cannot see for my part how we can 
draw a law that would not make things 10 times worse than they are now” 
(Hearings, p. 1955). 

Thus, Congress recognized that circumstances constituting financial inability in 
one case might not do so in another. Where, other factors being the’ same, a 
veteran with an annual income of $10,000 may be well able to afford a tonsillec- 
tomy of anticipated cost, he may be unable to pay for hospitalization for a more 
serious or a chronic condition where the cost cannot be estimated. The various 
combinations of assets, income, obligations and the nature and severity of dis- 
abilities are so numerous that a generously motivated Congress chose to permit the 
applicant to assess all the personal factors and determine his financial ability which 
in turn, automatically determined his eligibiiity for free treatment. 

All of the testimony shows thet the admission to the VA hospital at Wichita 
was in accordance with the law, regulation, and instructions. r. Warne, the 
registrar assistant, testified that he did precisely what he was required to do. 
When the applicant gave a ‘‘No” answer to question 28 on the 10—-P-10, Mr. 
(rite yin him eiigible for free hospitalization. He could do nothing else 

-11-16). 

Mr. Mason’s testimony explains the manner in which the addendum was com- 
pleted. The episode that he described occurred at least two or three days atter 
the defendant’s admission and presumably after the operation (T.17—26). 

The testimony of Mr. Wayne W. Jones, the registrar, clearly explains the 
hospital admission procedure which evidently followed instructions closely. He 
stated that the 10-P—10a was not considered in determining eligibility (T.30), 
and that Mr. Warne determined eligibiiity solely by reference to the defendant’s 
representation of ability (T.33-35, 39).* 

Innocent ignorance is a threadbare cloak for fraud. The defendant does not 
wear it convincingly. He stated that he cannot read well because he had only a 
seventh grade education (T. 45). But he did not have to read anything; the ques- 
tions were read to him (T. 6, 7). Furthermore, he never denied that he very 
well understood the- meaning of question 28. Even if he had made such an 
assertion, it would be incredible viewed in the light of his obviously successful 
business and farming ventures, and his knowledge of general commerce acquired 
through the purchases sales, and pledges of substantial real and personal prop- 
erty. Although he may not be able to conjugate Latin verbs, there is nothing 
about this defendant that suggests naivete in monetary affairs. Notwithstanding 
his brief formal education, the defendant enjoyed a knowledge of general business 

ractices that many a college graduate might envy, plus specific knowledge of 
VA compensation and medical benefits. With knowledge acquired by his earlier 
transactions and those of his son of procedures to obtain veterans’ benefits, it is 
quite reasonable to infer that the defendant knew very well that the VA was not 
in business to treat on a fee basis, and, in all likelihood, he knew that the VA 
treated only eligible persons and then without charge. lf he made an inquiry of 
a service organization representative, as he testified (T. 50, 51), that would be 
further reason to believe that he knew that treatment was free.4 Thus, not only 
is his testimony that he offered to pay for his treatment questionable because it is 
inconsistent with his statement that he could not pay, but it also is inconsistent 
with the assertion that the defendant sought advice concerning the availability 
of treatment. 


2On April 9, 1956, the General Accounting Office published its report to the House Committee on 
Veterans’ Affairs, Part II of which was concerned with ‘Ability of Veterans to Pay for Hospitalization 
Involving Non-Service-Connected Disabilities.” House Committee Print No. 232, 84th Congress, 2nd 
Session. With respect to the conclusive effect of the veteran’s statement of financial inability regardless 
of disclosure of assets on the addendum, GAO reports: 

“No case was found in which a veteran was denied hospitalization because of his financial status, a3 

ed on the addendum, if he had sworn that he was unable to pay for hospitalization’’ (p. 166). 
4 VA’s bill is based upon costs computed for budget purposes. ? 
§ It appears significant that the defendant made no attempt to corroborate the alleged offers to pay.’ 


OPERATIONS OF VA HOSPITAL AND MEDICAL PROGRAM 1879 


The crux of this element of the case is contained in the defendant’s testimony 
T. 57): 

( “Q, Pike did you tell them that you couldn’t afford to pay for the hospital- 
ization 

“A. Well; I didn’t exactly tell them that I couldn’t afford it. If I could have 
it done there, I would like to have it done because I was a veteran. 

“Q. You answered the question that you were financially, whether you were 
financially able to pay the expense of hospitalization, you said ‘No,’ didn’t you? 

“A. Well, I guess I did.” 

And defendant evaded the logical question about his rejected offers: ‘‘What 
did you expect them to tell you after you had told them that you couldn’t pay 
for (T. 57, 58). 

The flimsy excuses that the defense has offered cannot erase the fact that the 
defendant knew precisely what he was doing when he said ‘‘No.’”’ The record 
and all the facts taken together, lead to the inescapable conclusion that he delib- 
erately passed himself off as a veteran who couldn’t pay for treatment and there- 
fore as a member of the eligible class of veterans. It is inconceivable that a man 
with the defendant’s native ability, his demonstrated worldly wisdom, and his 
experience with veterans’ benefits would have made the patently false representa- 
tion unless he did so to obtain free treatment. 

The plaintiff suggests that the evidence shows, at least by its preponderance, 
that the defendant well knew that he falsely represented his financial ability in 
his claim of entitlement to hospitalization, and that he is liable therefor under the 
False Claims Act. Although the plaintiff is not obliged to establish more than 
that the defendant filed the claim “knowing such claim to be false’’, the proof 
leads to the inevitable conclusion that the defendant deliberately misrepresented 
himself as an eligible veteran by reason of need, well knowing that such a state- 
ment was the sole key to obtaining free treatment, and well knowing that the 
VA could not and would not withhold treatment merely because he disclosed his 
assets in the addendum. 

The evidence establishes all the facts required by the statute, vis, the defendant 
made a false statement in his claim for hospitalization; he admitted he was able 
to pay when he represented that he was not, so that he obviously knew that he 
was making a false answer to a simple question that required a yes or no response. 
Whether or not the defendant disclosed his assets on the addendum or in any other 
manner is entirely irrelevant and has no redeeming effect upon the materially 
false statement. The representation of financial inability in response to question 
28 was a mandate to the VA to grant free hospitalization without considering 
any other information. 

It is not necessary that the plaintiff prove that the defendant made his false 
statement with intent to defraud the Government, but merely that he knew that 
his representation was false. The statute only provides a civil remedy and it 
has no criminal sanctions. United States ex rel. Marcus v. Hess, 317 U. 8. 537, 
549; 63 S. Ct. 379; 87 L. Ed. 443 (1942) ; United States v. Griswold, 24 F. 361, 366, 
aff. 30 F. 762 (C. A. 9, 1885). 

The first two clauses of 31 U. 8. C. 231, proscribe acts done with knowledge 
that they were “false, fictitious or fraudulent’”’ or that the defendants made 
certifications knowing that they were ‘false or fraudulent.” [Emphasis added.] 
The disjunctive construction of these clauses raise a burden of proof limited to 
knowledge of falsity and it does not also require proof of intent to defraud. 
United States v. Rohleder, 157 F. 2d 126, 129-130 (C. A. 3, 1946); United States v. 
Grannis, 172 F. 2d 507, 514 (C. A. 4, 1949). 

Knowledge of falsity frequently implies intent to defraud. This case appears 
to be within the general rule. However, even in the rarer instances where a 
statement is made with knowledge of its falsity but when proof of intent to defraud 
is lacking, the false statement still mav damage the Government if only by 
pereine the sovereign right and authority to make determinations based upon 
rue facts. 

The defendant’s position that he did not intend to defraud the Government 
(T. 50), may be a good defense to a criminal prosecution but is not available to 
him in this civil action for damages. The evidence clearly establishes the facts 
imposing liability under the False Claims Act. 
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III. DEFENDANT'S CONDUCT IS PART OF A PATTERN OF ABUSE THAT ADVERSELY 
AFFECTS AN IMPORTANT GOVERNMENT PROGRAM 2 


Apart from the damage which the Government sustained as measured either 
by the value of the unauthorized services rendered or by the provisions of the 
alse Claims Act, the cumulative effect of such abuses is an important additional 
damage. As indicated in the Government’s earlier memoranda, the diversion of 
Pa funds and services in the course of the Veterans’ Administration’s half 
illion dollar a year medical program has been a major concern to both the 
executive and legislative branches of the Government. 

Upon the request of the House Committee on Veterans’ Affairs, the General 
Accounting Office investigated 852 hospitalization cases from 51 vA hospitals to 
test the efficacy of the addendum. (Report (footnote, page 6, supra), 160, 161.) 
A copy of the report is furnished. In an earlier report, dated January 24, 1954, 
the neral Accounting Office found that 293 of 336 veterans hospitalized for 
non-service-connected conditions had incomes of $4,000 to $48,000 and that 66 
had net worths of $20,000 to $487,000. (Report, 159.) Upon discovery of some 
flagrant abuses, at the committee’s suggestion the VA adopted the present 
addendum for the purpose of focusing the veteran’s attention on the propriety 
of his responses to the affidavit of inability to pay.® 

To illustrate briefly the damage that accumulated abuses of this kind do to 
the medical program, the GAO reports that, in its current survey of 852 hospital- 
ized non-service-connected veterans, 257 had net worths ranging from $15,000 to 
$25,000, and 166 had net worths ranging from $25,000 to over $100,000. (Report, 
167, Table No. 5-A.) Other tables contained in the report reveal shocking abuses. 
Although the actual extent of the abuses and the total amount of funds appro- 
priated for needy veterans that was diverted to the benefit of ineligible veterans 
cannot be accurately counted, the sample indicates that it is very substantial. 
But infrequent sanctions do not legalize frequent abuses. 

Without changing admission procedures, VA hospitals were instructed to 
refer to the Administrator all cases in which the statement of financial inability 
treme to be clearly false. (Circular No. 11, paragraph 9, Report, 170.) The 

O found that the VA nonptia reported only a small fraction of such cases, 
(Report, 169.) The scope o porns abuses can be further estimated by the 
report that about 54 percent of hospitalizations are for veterans without service- 
connected disabilities (Report, 164), and the average cost of a patient-day in a 
VA general medical and surgical hospital during fiscal 1955 was $18.95. (Report, 


163.) 

Are as the monetary loss may be, the more shocking aspect is that, among 
the abusers are people like this defendant, who enjoy a reputation for honesty 
and respectability in their communities. Yet, they muffle their consciences and 
pass themselves off as members of the clearly defined group to which the nation 
acknowledges a special obligation. 

During the last quarter of a century broad programs have been established 
and expanded, such as social security, housing financing, agricultural subsidies, 
and numerous veterans’ benefits. As a practical matter the Government cannot 
police every phase of every program and must place wider reliance upon the 
people involved. When part of the population imposes upon the confidence of 
the majority, the programs are distorted. At the very least, the need is multi- 
plied for more inspectors, more investigators, more examiners, more clerks (and 
probably more lawyers) to assure against thwarting the legislative programs. 

Veterans’ hospitalization is not an obscure, complex program encumbered by 
technical forms. Its pu e is obvious, its mechanics are sheer simplicity, and 
they are common aoulotos among veterans. 

here is no preerem whose purpose is more plain, whose procedure is more 
simple, or which requires information in clearer language than veterans’ hospital- 
ization. No record could prove the facts characteristic of these circumstances 
more positively than this one. If the evidence herein should fail to impose civil 
liability upon the defendant, then there is no instance of flagrant abuse for which 
a defendant may not invoke the refuge of ignorance-confusion-innocence to evade 
responsibility. 

e can only speculate that, unless the plaintiff can enforce its remedies for 
abuses of this kind perpetrated by persons in whom Congress has reposed special 
trust, the program, thus corrupted, may be reduced, restricted, or saddled with 


6 In the instant case, the defendant had 40 days between the time he made the statement and completed 


the addendum and the day he was admitted to the hospital in which to reconcile the statement 
review of the assets. (T. 58.) 
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redtape safeguards, all at added administrative cost and all to the disadvantage 
of the very class which it was designed to aid. 


IV. CONCLUSION 


The plaintiff submits that the facts and law impel the conclusion that the de- 
fendant made and presented to the United States a false claim knowing it to be 
false, and that he is liable for damages under the False Claims Act. 

In reliance upon the defendant’s false, material representation, the Veterans’ 
Administration furnished ds and services to the defendant contrary to law. 
Therefore, the defendant is liable alternatively for common law fraud and for 
debt. 

For the foregoing reasons, the plaintiff respectfully asks for judgment in ac- 
cordance with its complaint. 
FARMER, 
United States Attorney.. 
Royce D. SickueEr, 
Assistant United States Attorney. 
Maurice 8, MEYER, 
Attorney, Department of Justice. 


In the United States District Court for the District of 
Unitep States oF AMERICA, PLAINTIFF, ». ——————— DEFENDANT. 
FINDINGS OF FACT, CONCLUSIONS OF LAW AND JOURNAL ENTRY OF JUDGMENT 


The above entitled cause came on regularly for trial and the court having duly 
considered the evidence and being fully advised in the premises now finds the 
following: 

FINDINGS OF FACT 


I 


The defendant, ---————,, was admitted and treated at the Veterans’ Hospital 
in , , for the surgical repair of a hernia, a disability which 
was not service-connected. Mr. ——————— was admitted to the hospital after 
signing under oath an application which included a “No” answer to a question 
stating ‘“‘Are you financially able to pay necessary expenses of hospital or domi- 
ciliary care.’”’ The defendant was in fact financially able to pay for the treatment 
which he received. When the defendant signed the application he well knew 
that he had given a false answer. The defendant signed the application in the 
face of a “warning”? immediately below his signature, which provided as follows: 
“If you knowingly make a false statement of any material fact in or in connection 
with this application you are subject to possible forfeiture of veterans’ benefits 
and prosecution in the United States Courts,” 


IL, 


The defendant, —-————, did not know whether or not he was eligible to be 
admitted to the Veterans’ hospital, and basically relied upon the Veterans’ 
Administration to pass upon his eligibility. Such eligibility, however, is to be 
determined from the veteran’s statement under oath that he is financially unable 
to pay for medical service on such form as may be prescribed by the Veterans’ 
Administration. This statement of the veteran is to be accepted by the Veterans’ 
Administration as sufficient evidence of the veteran’s inability to defray necessa 
expenses. Therefore, the Veterans’ Administration must rely on and accept the 
defendant’s statement that he, was unable to pay for his, medical treatment, 
and there was.no duty on the official taking the defendant’s application to more 
periculariy interrogate defendant as to his eligibility for free medical treatment. 

e defendant himself, not the Veterans’ Administration, is the immediate judge 
of whether or not he was financially able to afford treatment elsewhere. { 


The defendant’s motivating force in to the Veterans hospital was not to 
avoid the medical expenses but to receive the benefit of the fine services of this 
particular Veterans hospital, and the defendant, d upon the time 


dh 
of entrance into said hospital admit a net worth of $50,000 on the “Addendum to 
33427—59——120 
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VA Form 10-P~10’, and when admitted assumed he had been found eligible for 
such free treatment. Dous ; 

Although the defendant in the “Addendum to VA Form 10—P-—10” admitted the 
net worth of some $50,000, he permitted the false answer in the application to 
stand and signed the “‘Addendum”’ immediately below in the following paragraph 
which states: “The facts in the foregoing financial statement are made by me 
and are hereby certified to be correct to the best of my knowledge and belief. 
In view thereof, I have stated under oath on VA Form 10—-P-10, and hereby swear 
(or affirm) that Tam unable to defray the necessary expenses of the hospital treat- 
ment (domiciliary care) for which I have applied,’ Phe furnished “Addendum” 
is merely given to prompt the veteran into telling the truth as to his financial 
ability, because it is the Veterans Administration policy not to become the judge 
of the veteran’s eligibility for treatment, but to rely on the veteran’s statement 
that he is unable to pay for medical service. , 


IV 


The cost of defendant’s hospital treatment was $249.50. The defendant, 
——_—_-——-, offered to pay for the expenses of his medical treatment on at least 
two different occasions, subsequent to his operation. 


CONCLUSIONS OF LAW 
I 


The defendant knowingly made and presented for payment or approval a false, 
fictitious or fraudulent claim against the United States of America by stating in his 
application for medical treatment to the Veterans’ Administration that he was 
unable to pay for medical treatment for the purpose of obtaining free hospital 
treatment, whereas the defendant in fact was financially able to pay the cost of 
his medical treatment, and at the time he made his claim the defendant well knew 
the claim was false, fictitious and fraudulent, in violation of 38 U. S. C. 706 and 
31 U.S. C. 231. ve 


_ The plaintiff, United States of America, shall have judgment against the 
defendant in the sum of $2,499.00 and the eosts of this action. 
Dated this ——————— day of November, 1956. 
, Judge. 
Assistant U. 8. Attorney. 


Attorney for Defendant. 


Approved: 


DEVELOPMENT OF THE VETERANS’ ADMINISTRATION Hospitau SySteM 
THROUGH 1958 


. Following World War I hospitalization for veterans was supplied 
by the Treasury Department through the U.S. Public Health Serv- 
ice. Appropriations for the purchase or construction of veterans 
hospitals by the Treasury Department, were in Public Law 326, 65th 
Congress, and in the first Langley Act, Public Law 384 of the 66th 
Congress. Before the first building program. was completed the 
Veterans’ Bureau was established; ‘and completed as well as uncom- 
pleted veterans hospitals were turned over to the new agency. 

-. Following World War I, a number of temporary hospitals were in 
operation for varying lengths of time. Many ofthese were closed on 
the completion of early building programs, but some have continued 
in operation to the present with'teplacement of many buildin 4 
new construction, . A similar situation, occurred after World War. 

wher a number ‘of temporary military hospitals, as well as some per+ 
manent ones were transferred to the Veterans’ Administration. ink 


| 
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The following tabulation sets forth for each hospital and domiciliary 
now in operation the date it was opened by the Veterans’ Adminis- 
tration as well as the method by which it was acquired. It will be 
noted that in most instances the VA has added additional construc- 
tion to those hospitals acquired by transfer or purchase. 

The chronological acquisition of VA hospitals falls logically into 
three periods, namely, from World War I to establishment of the 
Veterans’ Administration in 1930; 1930 to the close of World War II, 
1946; and the post-World War II period, 1946 to the present time. 
Of the hospitals and domiciliaries currently in operation, 45 were 
acquired prior to 1930, 47 were acquired from 1930 through 1945, and 
82 were acquired after 1945. 

The VA hospital and domiciliary system currently comprises 171 
hospitals and 17 domiciliaries of which 14 are operated in conjunction 
with hospitals as hospital domiciliary centers or a total of 174 stations." 
Of this number 5 were initially acquired by purchase, 56 by transfer 
from other Government agencies, and 113 by construction. Of this 
latter category 64 new hospitals and 12 additions to existing hospitals 
were authorized in the post-World War II construction program. 
Except for the NP hospitals at Cleveland, Ohio, and San Francisco, 
Calif., which are under construction and the Cleveland, Ohio, and 
Washington, D.C., G.M. & S. hospitals, which are now being devel- 
oped, this program has been completed. 

With completion of the post-World War II new hospital construc- 
tion program, emphasis is shifting from additional hospital construc- 
tion to improvement and modernization of existing facilities and 
replacement of those that are in temporary construction or in obsolete 
and wornout buildings that are beyond the point of economical repair. 

No authorizing legislation is required for the building of additional 
hospitals, but approval of the VA, clearance by the Budget Bureau, 
approval by the President, and appropriation of funds are necessary 
steps in the order required. 

he VA hospital construction program, as it exists today, is com- 
posed of three major activities under the construction of hospital and 
domiciliary facilities appropriation, namely, new hospital construction, 
hospital replacements, and modernization, improvements and repairs. 


1 Certain tals because of consolidated m: it submit consolidated reports, resul 
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Method of acquisition of VA hospitals and homes by year opened 


Year 

con- Hospital Type How acquired 
struc- | by VA 

tion 

1) 1922 | Atlanta, Ga GE) & B.cid.cccceenk Transfer and construction. 

1863 1922 | Boise, Idaho.._............-.- G.M. &§ Do. 

1901 1922 ronx, N.Y G.M.&8 Do. 

1806 1924 | Excelsior Do. 

1899 1922 | Fort Bayard, N. Mex......... Do, 

1893 1922 | Fort Harrison, Mont.......... Ay Do. 

1867 1922 | Fort Lyon, Do. 

|| M. & transfer, and 
1920 1922 | Knoxville, Iowa NP.. a purchase, and con- 
struction. 

1884 1922 | Lake City, Transfer and construction. 
1895 1922 | North Little Rock, Do. 

1920 1922 | Oteen, N.C_-.. TB... Do. 

1922 1922 | Outwood, Do. 

1918 1922 | Perry Point, Do, 

1399 | 1922 | Sheridan, Do. 

1858 1922 | Walla Walla, Wash. Do. 

1919 1922 — D. C. (Mount | GM & 8__...--.--..-. Do. 

1903 1922 | Whipple, Ariz TB and domiciliary-._- 

1923 1923 BG... Purchase and construction. 

1923 1923 | Muskogee, 

1923 1923 | Tuskegee, 

1922 | 1923 | Rutland He hts, Mass aMehser>. pte id atts Transfer and construction. 
1924 1924 | American 

1924 | 1924 | Battle Creek, Do. 

1924 1924 | Castle Point, N. Y..........-- 

1924 1924 | Chillicothe, Ohio NP_. Do. 

1924 1924 | Northampton, Mass-... NP.. 

1924 1924 | St. Cloud, Do. 

1924 1924 | Sunmount, Do. 

1925 1925 | Aspinwall, Do. 

1925 1925 | Livermore, Calif. TB.. Do. 

1926 1926 | San Fernando, Calif..........- Do. 

1927 | 1927 | Minneapolis, Do. 

1928 1928 | Bedford, Do. 

1928 1928 | Northport, N.Y NP.. Do. 

1928 1928 | Portland, Do. 

1928 1928 | Tucson, Do. 

1929 1929 | Alexandria, La. RY Cae Do. 

1929 | 1929 | Fargo, N. .M. Do. 

1878 |, 1930 Bath, N.Y GM, & 8. hospital Transfer and construction. 

an 

1930 1930 | Coatesville, Pa. Construction. 

| 1990 | Danville, Th Transfer and construction. 
1867 1930 | Dayton, G.M. & 8. and domi- | 
1907 1930 | Hot Springs, 8. Dak.-.-........|----. do. ‘ 

1870 1930 | Kecoughtan, do. = 
1930 1930 | Lincoln, Nebr_................ | Construction. 
1888 | 1930 | Los le a G.M. & 8. and domi- | ‘Transfer and construction. 
1930 1930 Leet, NJ NP.. 
1890 1930 arion, Ind_ NP. Transfer and construction. 
1903 1930 | Mountain Home, Tenn. ---.-- G.M. & 8. and domi- 
1930 1931 | Newington, Conn............. 
1866 1930 Togas Matne Transfer and construction. 
1884 1930 | Wadsworth, Kans............. G.M. & 8. and domi- Do, 
1867 1990 | Wood, Wis..................--|....- do Do. 
1932 1932 | Albuquerque, N. Mex---....- G.M. & 8.....-...---- Do. 
1932 1982 | Columbia, 8.C_..............-. G.M. & 8.....--..-.-- Do. 
1932 1932 | Huntington, W. Va..........- Do. 
1931 1932 | Indianapolis, Ind. (Cold| TB-.-..-.-......-.-.-.-- Do. 

Spring d.). 
19382 1932 - ‘ City, Utah (12th | G.M. & 8..........--- Do, 

ve.). 


3 Originally built between 1900 and 1919; exact year not available. 
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Method of acquisition of VA hospitals and homes by year opened—Continued 


Year 
con- | opened Hospital Type How acquired 
struc- | by VA 
1933 1933 | Bay Pines, 
1933 1933 Do, 
1933 1933 Do. 
1933 1933 Do, 
1933 1933 Do. 
1934 1934 Do. 
1934 1934 Do. 
1934 1934 Do. 
1934 1934 Do. 
1934 1934 Do. 
1935 1935 Do. 
1938 1938 Do. 
1939 1939 Do. 
1939 1939 Do. 
1940 1940 Do. 
1940 1940 Do. 
1940 1940 Do. 
1940 1940 Do. 
1940 1940 Do. 
1940 1940 | Murfreesboro, Tenn Do. 
1900 1941 | Fort Howard, ‘Transfer and construction. 
1878 1945 | Fort Meade, 8. Transfer and construction. 
1943 1946 | Cleveland, Ohio............__- G.M. Do. 
1943 1946 | Jackson, Miss_.--.-........... .M. Do. 
1944 | 1946 | Martinsburg, W. Do. 
1943 1946 | McKinney, Tex-_.............- G.M. Do. 
192 | 1946 | Memphis, ‘Tenn. (Kennedy)..| G.M. Do. 
1946 | Nashville, G.M. Do. 
1911 1946 Calif. G.M. Do. 
1943 1946 | Richmond, Va-_. G.M. Do. 
1946 | San Juan, P.R_- GM. Do. 
1942 1946 | Swannanoa (Div Do. 
1943 1946 G.M. & 8. and domi- Do. 
1946 | Thomasville, Ga._............| Domiciliary........... 
1941 1946 GUM. & . 
1925 1947 Do. 
1947 
1947 1947 
1947 1947 Transfer and construction. 
1942 1948 miciliary........... fer. 
1942 1949 Domiciliary .........-- Do. 
1949 & Construction. 
1946 1949 G.M. & 8.......... ---| Transfer and construction. 
1949 1949 G.M. ase and construction. 
1950 1950 G.M. tion. 
1950 1950 | G.M. Do. 
1950 1950 G.M. Do. 
1950 1950 G.M. Do. 
1950 G.M, Do. 
1950 1950 G.M. Do. 
1950 | 1950 G.M. Do. 
1950 | 1950 G.M. Do. hey 
1950 1950 -| G.M. Do. 
1943 1950 G.M. Transfer and construction. 
1950 1950 G.M. mstruction. 
1950 1950 G.M. Do. 
1950 1950 G.M. Do. 
1950 1950 Do. 
1950 1950 Do. 
1950 1950 Do. 
1950- 1950 Do. 
1950 1950 Do. 
1951 1951 Do. 
1 Transfer and construction. 
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Method of acquisition of VA hospitals and homes by year opened—Continued 


con- | 0 Hospital T How acquired 
tion 

1951 1961 | Beckley, W. G Construction. 


1951 1951 | Clarksburg, W. Leann 
1951 1951 | Denver, 


1951 1951 Seattle, 
1952 1952 Indianapolis’ ina: (10th St.)__. 
1952 1952 


1952 1952 | Salt ho eal City, Utah (Fort P 


Do 
1953 1953 | Ann Arbor, G.M. 
1953 1953 + G.M. 
1 1953 | Brockton, Mass__.___._______- NP 
1 1953 Chicago, 1 (West Side) ...... G.M. 
1953 1953 | Chicago, Ill. (research) G.M. 
1953} 1953 | Durham, G.M. 
1953 1953 | Oklahoma City, G.M, 
1953 1953 | Philadelphia, Pa._............ G.M. 
1953 1953 | Pittsburgh, Pa................ NP 
1953 1953 alisbury, N.C._.........---.. NP 
1953 1953 | 8 G.M. 
1953 1953 est Haven, Conn-----__---- G.M. 
1954 1954 we G.M. 
1954 1954 New & ork G.M. 
1954 | 1954 GM. 
1954 1954 Pa.. G.M. 
1955 1955 NP 
1958 1958 | Topeka, 
UNDER CONSTRUCTION 
Cleveland, Ohio. b> NP... Do. 
Palo Alto, Calif. Do. 
AUTHORIZED BUT NOT UNDER 
CONSTRUCTION 
Cleveland, G.M. & Do, 
Jackson G.M. & Do. 
ville, G.M. & Do. 
Oakland, Calif.?__..... G.M.& Do. 
ash G.M. & Do. 
, G.M.& Do. 
Coral Gables, Fla.? G.M. & Do. 
1 Partial 
2 Replacemen 
Addition and replacement. 


Orig- 
ciliary. 

¥51 1951 Dated & 
1951 1951_ | Poplar Bluff. Mo 
et 
G 

i 
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VA construction appropriations 
YEAR 1955 
Hospital and domiliary facilities: 


New hospital program: Amount 
San Francisco, Calif., 1,000 bed NP (balance)__.._..-_-_-- $15, 500, 000 
Topeka, Kans., 1, 000 bed NP (balance) 2 14, 500, 000 

Replacement program: Long Beach, Calif., lst phase, 561 beds. 8, 000, 000 

Rehabilitation and modernization: 1955 program 11, 910, 000 

Total hospital and domiciliary facilities program __- --- 53, 144, 548 
Prior year savings applied to program.._____________._- — 6, 144, 548 
Net hospital and domiciliary facilities appropriation 
fidesl bee Jet 47, 000, 000 
Major alterations, improvements and repairs: 
1055, syaives 3, 480, 000 
Total fiscal year 1955 construction appropriations. __-_- 50, 480, 000 
Prior year savings applied to program.____._-_-...-_-.- 6, 144, 548 
Total fiscal year 1955 construction programs---------- 56, 624, 548 


' FISCAL YEAR 1956 


Hospital and domiciliary facilities: 
New hospital program: Advance to city of Cleveland, Ohio 
(by transfer authorized fiscal year 1955 by Public Law 


Replacement program: Downey, Ill., 815-bed NP, technical 
Rehabilitation and modernization: 1956 program._._._-.--.. ., 24, 785, 000 
Initial portable equipment... 3, 000, 000 
Total hospital and domiciliary facilities, fiscal year 1956 
Prior year savings applied to program_......-...-.-.---....! — 2, 685, 000 


Net hospital and domiciliary facilities appropriation 1956__ 30, 000, 000 
Major alterations, improvements and repairs: 


Total fiscal year 1956 construction appropriations __--- 33, 900, 000 

Prior year savings applied to program._........---.---- 2, 685, 000 
Total fiscal year 1956 construction programs......---- 36, 585, 000 
SSS 


4 Also $150,000 for site purchased for Oakland, Calif., from application of prior year savings. 
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VA construction appropriations—Continued 
FISCAL YEAR 1957 
Hospital and domiciliary facilities: 
New hospital program: Amount 


( Washington, D.C., 500-bed G.M. & S., technical services.. $1, 100, 000 
Cleveland, Ohio, 800-bed G.M. & S., technical services. _. 


Replacement program: 
Downey, IIll., 815-bed NP, construction. 21, 200, 000 
Jackson, Miss., 500-bed G.M. & 8., technical services. _- 1, 172, 000 
Oakland, Calif., 500-bed G.M. & S., technical services_...._ 1, 025, 000 
Nashville, Tenn., 500-bed G.M. & 8, technical services.. _1, 500, 000 
Rehabilitation and modernization: 1957 program 23, 687, 700 
initial portable equipment... 5, 138, 000 
Total hospital and domiciliary facilities, fiscal year 1957 
' Prior year savings applied to program.___.............. —4, 244, 486 
Net hospital and domiciliary facilities appropriation for 
4 fiscal year 1968..... ul 51, 635, 000 
Major alterations, improvements and repairs: _ 
Total fiscal year 1957 construction eppropriations. Ia ote 56, 168, 000 
Prior year savings applied to program__..........-..-- 4, 244, 486 
Total fiscal year 1957 construction programs. ---_-.__~- 60, 412, 486 
FISCAL YEAR 1958 
| Hospital and domiciliary facilities: 
Jackson, Miss., 500-bed, & $11, 558, 000 
Nashville, Tenn., 500-bed G.M. & 8., construction and 
Wood, Wis., 1,250-bed G.M. & S., technical services De 109, 
Rehabilitation and modernization: 
Total hospital and domiciliary facilities, fiscal year 1958 
42, 873, 000 
canis Prior years savings applied to program. .-_----------.-- — 373, 
Net hospital and domiciliary facilities for 
or altera ions, improvement and repairs: , 
ior year;savings applied to program... 261, 400 
Net major alterations, improvement and repairs appro- 
Total fiscal year 1958 construction appropriations - - _- 44, 528, 000 
Prior year savings applied to program_________________- 634, 400 
Total fiscal year 1958 construction programs. --------- 45, 162, 400 


' 
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VA construction appropriations—Continued 
FISOAL YEAR 1959 
Construction of hospital and domiciliary facilities: 


Replacement program: Amount 
Jackson, Miss., 500-bed G.M. & 8., construction___.._._- $2, 876, 800 
Nashville, Tenn., 500-bed G.M. & 8., construction______- 5, 291, 000 
Bay Pines, Fla., 650-bed G.M. & S., technical services... 1, 722, 200 
Coral Gables, Fla., 800-bed G.M. & 8., technical services 

and site....... 0A 2, 250, 000 
Long Beach, Calif., 820-bed G.M. & §., teehnical services. _1, 035, 000 


Memphis, Tenn., 1,000-bed G.M. & §., technical services. 2, 270, 000 
Modernization, improvements and repairs: 


Major: 1959 program, technical services___........----- 1, 425, 000 

Total fiscal year 1959 construction programs-_-_--_-.._- 20, 020, 000 
Prior year savings applied to program_-_-_-.....-.--..---- 2 —725, 000 


Total fiscal year 1959 construction appropriations. --- - 19, 295, 000 


FISCAL YEAR 1960 


Construction of hospital and domiciliary facilities: 
Modernization, improvements, and repairs: 


Major: 
1959 program, construction and initial portable 
1960 program, technical services_._........-..-.--- 2, 780, 000 
Minor: 1060 program 3, 000, 000 
Total fiscal year 1960 construction program and fiscal 
year 1960 appropriation request__.......-..-..--- 20, 159, 000 


—er prior year savings of $1,374,000 transferred to Cleveland, Ohio (Brecksville) NP hospital 
pro: 


| 
' 
7 
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THE PAY SCALES OF THE 
CLASSIFICATION ACT. OF 1949, 
AS AMENDED MARCH 1955, JULY 1956, 
AND JANUARY 1958 


(The top line opposite each grade number shows the rates which became effective the beginning of the first 
pay period after March 1, 1955, in most cases March 13, 1955. The tates for GS-17 and GS-18 followed by 
single asterisks became effective the first pay period after June 30, 1956, in most cases July 1, 1956. The 
second line shows the rates which became effective the beginning of the first pay period after January 1, 
1958, in most cases January 12, 1958.) 


GENERAL SCHEDULE - BASIC PER ANNUM RATES 
SCHEDULED RATES TY RATES step 
b c d e f Z x y z RATE 
l 2,690 2 2,860 | 2,945 | 3,030 3;115 | 3,200} 3,285}. 3,370 | 3,455 85 
0. 3,150 | 3,245 | 3,340 | 3,435 | 3,530] 3,625 | 3,720 | 3,815 95 
> 2,960 3,045 | 3,130 | 3,215 | 3,300 3,385 | 3,470] 3,555 | 3,640 | 3,725 85 
3,255 3,350 | 3,445 | 3,540 | 3,635 3,730 | 3,825] 3,920 | 4,015 | 4,110 95 
3 ae 3,260 | 3,345 | 3,430 | 3,315 3,600 | 3,685] 3,779 | . 3,855 | 3,940 85 

5 3,590 | 3,685 | 3,780 | 3,875 4 


4 | 3, 3,970 | 4, 4,160 | 4,350 95 

4 | 3415 | 3,300] 3,585 | 3,670 | 3,755 | 3,840 | 3,925] 4,010 | 4,095 | 4,180 | 85 

3,755 _| 3,850 | 3,945 | 4,040 | 4,135 | 4,230 | 4,325] 4,420 | 4,515 | 4610 | 95 

5 | 3,670 | 3,805 | 3,940 | 4,075 | 4,210 | 4,345 | 4,480 $65 4,750 | 4,885 133 
4,040_| 4,190 | | 4,490 | 4,640 | 4,790 | 4,940 5,240 5,390 1 

6 | 4,080 | 4,215 | 4,350 | 4,485 | 4,620 | 4,755 | 4,890] 5,025 | 5,160 | 5,295 | 135 

4,490 | 4,640 | 4,790 | 4,940 | 5,090 | 5,240 | 5,390] 5,540 | 5,690 | 5,840 150 

7 | 4325 | 4,660} 4,795 5,065 | 5,200 | 5,335] 5,470 | 5,605 | 5,740 | 135 


,185 135 
5,470_| 5, 5. 5,920 | 6,070 | 6,220 | 6,370 6,670 | 6,820 150 
9 | 3440 | 5,375] 5,710 | 5,845 | 5,980 | 6,115 | 6,250] 6,385 | 6,520 | 6,655 | 135 
6,585 6,735 £ 7, 150 
1 | 2915 | 6,050] 6,285 | 6,320 | 6,455 | 6,590 | 6,725] 6,860 | 6,995 | 7,130 | 135 
6,655 | 6, 6,955 | 7,105 _| 7, 205 | 7, 130 
11 | $390 | 6,605 | 6,820 | 7,935 | 7,250 | 7,465 7,680 | 7,895 | 8,110 } 215 
A 7, 7,510 | 7,750 | 7,990 | 8, 8,470 | 8,710 | 8,950 
12 | 7-370 | 7,785 | 8,000 | 8,215 | 8,430 | 8,645 8,860 | 9,075 | 9,290 } 215 
8, 8,810 | 9, 9,290 | 9, 9,770 | 10,010 |10,250 
13 | 8:990 | 9,205 | 9,420 | 9,635 | 9,850 | 19,065 10,280 | 10,495 [10,710 } 215 
9,890 _| 10,130 | 10,370 | 10,610 | 10,850 11,330 | 11,570 _|11,810 
14 | 10,320 | 10,335 | 10,750 | 10,965 | 11,180 | 11,395 11,610 | 11,825 {12,040 215 
Lf 075 | 12,315 12,795 | 13,035 [13,275 240 
15 | 14,610 | 11,880 | 12,150 | 12,420 | 12,690 12,905 | 13,120 [13,3354 270 
12,770_| 13,070 | 13,370 | 13,670 | 13,970 14,210 | 14,450 [14,690] 300 
1% (1% 13,115 | 13,330 | 13,345 | 13,760 215 
14,190 4,670_| 14,910 | 15,150 2 
7 14,190 | 14,405 215 
17,500 


** Authorized by section 703 of the Classification Act of 1949, as amended 
©°* Longevity step rate for grade GS-15 is the same es for grade GS-14 
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COMPARISON OF VA MEDICAL EMPLOYMENTS FACTORS AND CONDITIONS WITH THOSE PREVAILING 
IN THE STATES 


Salary range 


$4, 425-$9, 530 


abe 


Veterans’ Administration 
ma. 


tacky 


Indiana. 
Kansas 
Ken’ 


naan 


| | 
| 
| 
| 
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ag 


2, 327-3, 536 
1, 260-1, 920 
2, 310-3, 120 


7, 032-15, 200| 
9, 144-19, 020 


"6, 120-14, 160 | 


8, 100-12, 600 


14, 001-15, 002 
12, 000-15, 600 | 940-15, 600 | 


784-16, 750 


16, 116-19, 020 


7, 400-17, 160 


15, 000 


South Carolina 
South Dakota 


Texas. 


Vermont. 


3 $1,500 a be added for Board certification. 
ome. 


2 Nonmedical. 
4 Soldiers’ 


pied. (For medical 


-) 


he position occu’ 


medical 


on t 


ary 
ualifications 


1 If Board certified, sal: 
manager the range shown is that 


rate is based on q' 
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Maintenance 
States Outside practice Leave Life insurance Retirement Education and Uniforms 
Quarters Meals training 
dministration. - -....-- Yes, but charge made.| Occasional charge 15 to 30 days’ annual; | Yes, contributory-.... Yes tribu 
Veterans’ A made. 13 to 15, sick, p In most instances... 
Alabama - Yes, except nurses and | Yes manager...| 14d "No.... Y¥ itri 
all but manager. but manager. sick leave, No, laundry free... 
days sick leave. -| Yes....... No 
Yes, rent charged Yes, with charge -....- 1} days for each Yes, with charge...... Yes, contributory_.__. Leave “Yes 
month, 
Yes, doctors and Allowance for doctors | Medical manager 10 days annual, 12 
Dela i managers only. and managers only. only. . days sick leave. NO...----0.-.-.00---4 No 
Yes, in most cases.....} Yes, in most cases_..-- Yes, contributory--.... Yes, contributory..... Yes. No 
ays sick annu 
Georgia.....----------------------- Yes, at minimum Yes, at minimum Oia mestcaavaucaceanns 15 days annual, 15 Yes, joint contribu- Yes, joint contribu- essional 
charge. charge. days sick leave. TB beepttal 
ss en woawaraneweasenne Yes, minimum Yes, minimum Permitted doctors if 10 to 15 days ann No....................| Yes, joint contri cases 
Miinols. . .. charge to all but charge to ail but not living at hos- 5 days sick per ba- | ‘Yes, inmost 
manager, manager. pital, nurses if not employed. 
conflict with hos- 
— Yes, charge tto | Yes, cl tt — _ 1 al, 12 N Y a 
es, except to es, charge except to 12 days annual, 1 ‘= 
es, for num- ays annual, es, contributory . Yes, doctors only...._ assist 
ber professional 30 days sick leave, Laun- 
| to others. 
| Kansas.....----------------------- Yes, charge except to | Yes, charge except to | 12 days annual, 12 manager. 
manager. manager. days sick leave. =a Ne 
Yes, with charge-.-... Yes, with charge_....- Discouraged Yes, contributory... Yes, except dentists | No 
nursing assist- 
an 
Louisiana... .....------------------ Yes, mental hospital Yes, mental hospital | No 14 days annual and Yes, joint contribu- Yea, 
only, minimum only, minimum sick leave for each tory. tory. . 
charge. charge. month of service, 
Yes, at contract rate... Yes, at cost. No..------.----------- 5 Yes, contributory. -..- Practical nurses only..| No ol 
] ays sick leave. 
Massachusetts Student nurses only...| Student nurses only...| Yes, doctors by per- | 10 days to 4 weeks | Yes, im most cases.....} No.......-............| 
mission. annual, 15 days slek = Nurses --| Yes, pay only.........| Yes, dostorsanty, 
eave. 
Yes, minimum charge-| Yes, minimum charge.} Yes, doctors oceasion- | 13 days annual, 13 | Yes, contributory_--.. Yes, contributory. Nurses only .| No Yes, contributory. .... No Yes... Yes, doctors 
ally. days sick leave. and nongaa 
Yes, minimum charge | Yes, minimum charge | Yes, part-time doctors.| 12 to 24 days annual, |..... Yes, joint contribu- | In service. No, laundry provided.|.... | No Merit yo” 
except to manager. except to manager. 1 day per month of tory. : 5 
service sick leave. 
Yes, doctors and man- | Yes, minimum 15 to 30 days annual, | In service, nurses......| No, laundry provided.| No - No. «| 
ers, minimum Ld to 75 days sick 
charge. eave. 
Yes, managers, social | Yes, in some cases...-- 15 days annual, 
workers and doctors. days sick leave. 3 
days sick leave. 
| a Yes, charge except to | Yes, charge except to | Yes, nurses and doc- | 12to20 days annual, 15 | Yes, noncontributory- 
manager. manager. tors. days sick leave. 
New Mexico..............-...--.--] Yes, doctors and man- | Yes, except nurses...-. No.....---.---------- 15 days annual, 12 to } Yes, contributory. ---- 
agers. 15 days sick leave, 
New York......-_- Yes, in some cases.....| Yes, minimum charge.| .----] 13 to 20 days annual, | 
12 days sick, 5 days 
personal leave. 
North Yes, salary deduction.| Yes, salary 3 weeks. . 
North Yes, charge except to | Yes, minimum charge.| 18 days maximum an- | Social Security...-.. No Yes, contributory.....} No-. No Yes. 
manager. nual; 24 days maxti- 
mum sick leave. 
a Limited, charge to | No............-------- Discouraged -_......-- 10 days annual; 15 | No Yes, contributory... Limited... No No Yes. No Yes, except managers. 
; employee. days sick leave. 
Yes, “charge to em- | “10-415 days annual; Yes, contributory. No, laundry free.....-| No Yes, except manager... No Yes. 
ayYS SICK leave. 
tors. ays sick leave. assistants. 
Rhode Yes, minimum charge.| days annual; 18 | Yes, joint contribu- | Yes, contributory.....|Inservice doctors and | No, laundry at special | Yes, contributory - Yes, except manager. No Yes. 
ays sick leave. tory. nurses. x 
South Carolina .| Yes, salary deduction.| Yes, doctors only in| 15 days annual; 16 | do Doctors only.......... No, laundry No. No Yes, except managers. 
, off-duty hours. days sick leave. 
Tennessee... ___ No Yes, part time profes- | 24 days maximum an- | Yes, joint contribu- | Yes- Yes, except nurses.....| Yes, contributory In some cases. 
sional staff. pp 20 days tory. id 
sick leave. except doctors, 
Yes_..... Yes, xcept managers | 10 days annual; 18 No Yes, contributory_...- No. No No. No. No 
and doctors. ays sick leave. 
a No, except manager...| 1 meal per day_.------ Dicicciaiicwncca¥annincond 2 weeks annual; 12to | No Social security.... -. .| Nurses only........... Nurses only. No No No #. 
Vamont! 30 days sick leave, 
Yes, minimum charge.| Yes, minimum charge.| 12 to 18 days annual, | Yes, contributory.-...| No, except nursing | No.....-- Yes. nurses, and sock! 
15 days sick leave. assistants. 
No, except manager...| No, except manager_..| 12 to 15 days annual, | -| No. No No. Yes... nurses iad nursing 
12 days sick leave, i assistants. 
Yes, minimum charge.| Yes, at cost... 1 to 3 Yes, joint con- Yes, contributory.-.-- In some Cases No No Yes. 
tenance to manager; tenance to manager; fi 
token salary deduc- token salary deduc- = 
tion to others. tion to others. we 
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'The committee did not receive requested information. 
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Health insurance 


No, laundry in some 
cases. 
Yes, nursing assist- 


Yes, noncontributory- 


No, medical care at 
mental hospital. 


No, group insurance 
available. 


No, except practical 


nurses. 
Yes, except manager. 


pay to nurses. 
No, except TB 


Yes, pay only 


Yes... 


No, at special 
rate. 
No, laundry provided. 


Optional 
Yes, contributory 
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tion and Uniforms FE Transfer Differential pay for | Periodic pay increases 
ning nightwork and promotion 
In most instances.....| Yes...............-...| Yes, except for man- 
and nursery 
nly. 
cal directors. 
-------------| | - - No, except minimum | Yes, except supervi- | No, except doctors. 
sors. 
essional TB hospital only-.-... Yes, TB hospital 
ees. nurses, 
medical managers, 
ants only. Laun- 
dry to others. 
sing assist- 
tory. 
iy...........| No....................| Yes, contributory.....| Yes, doctors and nurses 
workers. 
268, Not obligatory... “Yes, ‘pay, merit ‘pro- Yes. 
mo! 
pme cases.....| Yes, Yes, nurses only_.....| Yes, doctors and chief 
nurse, 
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[No. 120] 
COMMITTEE ON VETERANS’ AFFAIRS, HOUSE 0F REPRESENTATIVES 


VeETERANS’ ADMINISTRATION, 
DEPARTMENT OF INSURANCE, 
Orrice or Cuier INsurRANCE D1REcTOR, 


Washington, D.C., August 18, 1959. 
Hon. Ouin E. Treacue, 


Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 


Dear Mr. Teacue: In response to your request, I am enclosing 
a set of tables, bringing Committee Print No. 98, 85th Congress, up 
to January 1960. 

As before, these figures are based on the assumption that dividends 
are paid up to the paid-up age, but not thereafter. If the dividends 
are trentait as described in our letter to you, dated April 30, 1957 
(reprinted on pp. 5-6 of Committee Print No. 98), the estimated costs 
on national service life insurance are as follows: 

Cost assuming suspension of dividends on national service life insurance policies 

but payment at withdrawal or death at— 

e 60 $8, 927, 625, 700 

5, 337, 781, 800 

2, 947, 234, 700 
Very truly yours, 

H. 
Chief Insurance Director. 


34086— 59— No. 120 


2 


Estimated cost of paying up term policies at age 60 
U.S. GOVERNMENT LIFE INSURANCE 


Average amount of business 
in force at age 60 


Estimated claims for period 


and above 
Year 
Amount of Amount of 
Number of | insurance (in| Number of | insurance (in 
policies thousands of policies thousands of 

dollars) dollars) 
13, 689 86, 179 880 440 
13, 000 82, 077 919 5, 673 
12, 209 77, 248 941 5, 850 
8, 643 55, 087 4,661 29, 165 
4,071 30, 341 3, 561 22, 604 
2,361 15, 555 2, 009 13, 062 
1,178 7,777 933 6, 128 
Es BEEP 336 2, 203 782 5, 138 

NATIONAL SERVICE LIFE INSURANCE 
50, 412 324, 452 1, 260 7, 980 
60, 101 392, 527 1, 534 9, 841 
82, 211 550, 771 2, 201 14, 453 
154, 223 1, 071, 901 20, 376 188, 511 
326, 129 2, 329, 099 47, 346 333, 091 
554, 852 3, 980, 270 89, 021 633, 393 
599 5, 889, 860 147, 130 1, 055, 018 
TELE ERE IEE IOS 908 3, 417, 465 1, 376, 469 10, 543, 096 
TOTAL 

1960. 55, 581 $351, 989 1, 842 $11, 439 
aden, 64, 101 410, 631 2,140 420 
73, 101 474, 604 2, 453 15, 514 
Slibhohinnipchnnknndaenebaiemmmdiinmadcatle teeta 82, 930 545, 446 2, 792 17, 861 
93, 553 622, 671 3, 161 414 
162, 866 1, 126, 988 25, 037 167, 676 
| ree ai 330, 830 2, 359, 440 50, 907 695 
557, 213 3, 995, 825 91, 030 455 
815, 777 5, 897, 637 148, 063 1, 061, 146 

1985 and later-- 463, 244 3, 419, 668 1, 377, 252 548, 
Total 1, 704, 677 12, 857, 854 


| 


Bl | 


3 


Estimated cost of paying up term policies at age 65 
U.S. GOVERNMENT LIFE INSURANCE 


Average amount of business 
in force at age 65 


Estimated claims for period 


and above 
Year 
Amount of Amount of 
Number of | insurance (in| Number of | insurance (in 
policies thousands of policies thousands of 
dollars) dollars) 

7, 375 205 534 $3, 178 
8, 289 49, 843 626 3, 738 
8, 927 54, 057 713 4, 276 
1963_ si 9, 243 56, 579 781 4,724 
9, 336 57, 824 837 5, 097 
7, 886 49, 719 4, 372 27, 089 
= 1, 876 12, 148 1, 867 11, 973 
921 6, 112 847 5, 521 
1935 and later_.. 316 750 4, 893 

364 $2, 223 

452 2, 804 

556 3, 482 

720 4, 490 

923 5,779 

8, 751 56, 317 

22, 132 150, 559 

50, 287 354, 243 

91, 925 654, 321 

1, 020, 962 7, 662, 085 

1, 197, 072 8, 896, 303 

898 $5, 401 

1,078 6, 542 

1, 269 7, 758 

1, 501 9, 214 

1, 760 10, 876 

13, 123 83, 406 

25, 515 171, 859 

52, 154 366, 216 

92,772 659, 842 

1, 021, 712 7, 666, 978 

1, 211, 782 8, 988, 092 


n 

of 
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Estimated cost of paying up term policies at age 70 
U.S. GOVERNMENT LIFE INSURANCE 


Average amount of business 
in force at age 70 Estimated claims for period 
and above 
Year 
Amount of Amount of 
Number of | insurance (in| Number of | insurance (in 
policies thousands of policies thousands of 
dollars) dollars) 

1, 676 $9, 753 170 $983 
2, 094 12, 304 218 1, 268 
2, 576 15, 299 274 1, 609 
3,101 18, 478 337 2, 009 
3, 617 21, 576 408 2, 420 
4, 663 301 2, 947 17,745 
3, 681 23, 327 2, 996 18,717 
1, 577 10, 127 1,679 10, 697 
567 3, 693 692 4, 457 
174 1, 146 625 4, 093 


122 $674 
156 

199 1, 172 
261 1, 567 

333 2, 
3, 467 21, 716 
9, 918 64, 217 
24, 736 169, 767 
55, 331 392, 845 
704, 436 5, 143, 613 


TOTAL 

$24, 058 292 $1, 657 
30, 995 374 2, 155 
40, 135 473 2, 781 
51, 181 3, 576 
63, 608 741 4, 453 
113, 542 6, 414 39, 461 
260, 171 12, 914 82, 934 
635, 314 26, 415 180, 374 
1, 324, 866 56, 397, 202 
939, 110 705, 061 5, 147, 706 


809, 305 5, 862, 


[No. 98] 
Marcu 14, 1957. 
To: Chief Insurance Director. 
From: Associate General Counsel for Legislative Services. 
Subject: Request of Committee on Veterans’ Affairs for cost informa- 
tion and other data re proposed paid-up term insurance. 

1. The chairman, House Committee on Veterans’ Affairs, through 
the committee counsel, has requested certain information regarding 
cost and other aspects of a proposal to amend the law to provide 
that all U.S. Government pod NSLI policies issued under the World 


War Veterans’ Act and section 602 of the NSLI Act on the 5-year 
level premium term plan be considered “paid-up” at (a) age 65; or 
(6), in the alternative, at age 70. 


| | 
NATIONAL SERVICE LIFE INSURANCE 
2, 515 $14, 305 
4, 128 24, 836 
6, 762 42, 032 
13, 480 85, 241 


Si ! 
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2. The chairman is interested in an estimate of the number of 
policies, by veteran groups, which presently would come within the 
scope of the proposals; an estimate of the approximate number 
which might qualify annually thereafter; pertinent mortality data; 
the effect on other policyholders; the cost involved, particularly with 
respect to the effect on the trust funds; together with any other 
information which you feel would be pertinent to such proposals. 

3. We are informed that it may be assumed (1) that such policies 
would be required to be in force upon attainment of the stated ages; 
(2) that no minimum period for the payment of premiums would be 
required; (3) that the present bar under section 619, NSLI Act as 
to issuance of insurance will continue; and (4) that current mortality 
experience will continue without substantial change in the future. 
Such additional arbitrary assumptions as may be necessary for your 
estimate purposes may be secured from Mr. E. B. Patterson, counsel 
to the committee. 

4. The chairman has asked for this information at the earliest 
practicable date and it will be appreciated if you will forward your 
reply through this office. 

T. F. Datey. 


APRIL 4, 1957. 


To: Associate General Counsel for Legislative Services. 

From: Chief Insurance Director. 

Subject: Request of Committee on Veterans’ Affairs—your memo- 
randum of March 14. 


1. The committee’s request is for cost data and other pertinent in- 
formation on the following question: 

How much will it cost and what will the effects be of suspendin 
all future premium payments on term policies after an | 
attains age 60? age 65? age 70? 

The age 60 figures were requested by Mr. Patterson, committee 
counsel, as a result of a conversation that the Chief Actuary had with 
him on the general subject. 

2. The total estimated cost is summarized in the following tabula- 
tion: 

Total cost to pay up term policies 


At age 60 At age 65 At age 70 
U.S. Government life insurance -..........---..-------- $121, 758,000 | $109, 208, 000 $30, 038, 000 
National service life insurance (par. only).......-.------ 13, 056, 854,000 | 9, 321, 338, 000 6, 038, 700, 000 


13, 178, 612,000 | 9, 430, 546,000 | 6, 115, 738, 000 


Detailed year-by-year figures on this cost as well as on the average 
number of policies and insurance in force in future years are shown on 
the attached pages. For example, we find that on the paid-up-at-65 
basis the annual cost initially will run a modest $4 million, will rise to 
& maximum of something between $300 million and $400 million, and 
then drop off gradually to zero as the business goes off the books. 

3. These calculations assume that dividends will be paid during 
the premium-paying period. If dividends were suspended and the 
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excess premium retained and applied at maturity to meet a portion 
of the cost of paying these policies up, the above cost figures would 
be affected to a considerable extent. To obtain an accurate estimate 
of the cost under these conditions would require long extensive calcu- 
lations, the expense of which could hardly be justified in view of the 
magnitude of this cost under any set of conditions. However, a very 
rough calculation on a unit basis with many broad assumptions as to 
average age, etc., indicates that the total cost on the paid-up-at-65 
basis might be reduced perhaps 35 to 40 percent if dividends were 
suspended for the premium-paying period but with the accumulation 
paid at death or withdrawal prior to age 65. 

4. Since the fund could not financially support any such scheme 
the extra cost of this added benefit would have to be borne by the 
Government through the medium of congressional appropriations. 


SumNER G. WHITTIER. 


Estimated cost of paying up term policies at age 60 
U.S. GOVERNMENT LIFE INSURANCE 


Average amount of busi- 
ness in force at age 60 | Estimated claims for period 
and above 


Amount of Amount of 
Number of | insurance (in | Number of | insurance (in 
policies thousands thousands 

of dollars) of dollars) 


13, 056, 854 


8, 488 
10, 179 


82, 
173, 147 
365, 138 
662, 075 

1, 085, 942 
10, 791, 639 
13, 178, 612 


14, 443 89, 748 739 4, 511 
13, 717 87, 425 4, 831 30, 194 
9, 219 59, 391 4, 971 31,444 
5,014 32, 712 3, 798 24, 370 
2, 518 16, 770 2, 143 14, 083 
1, 257 8, 385 995 6, 607 
358 2, 375 835 5, 539 
NATIONAL SERVICE LIFE INSURANCE 
62, 050 409, 198 7, 996 51,810 
156, 897 1, 096, 607 20, 729 141, 703 
331, 783 2, 382, 782 48, 167 340, 768 
564, 471 4, 072, 010 90, 564 647, 992 
OR 828, 720 6, 025, 613 149, 681 1,079, 335 
470, 933 3, 496, 233 1, 400, 330 10, 786, 100 
TOTAL 
ee 75, 767 496, 623 12, 827 
166, 116 1, 155, 998 25, 700 
336, 797 2, 415, 494 51, 965 
566, 989 4, 088, 780 92, 707 
829, 977 6, 033, 998 150, 676 
471, 291 3, 498, 608 1, 401, 165 
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Estimated cost of paying up term policies at age 65 
U.S. GOVERNMENT LIFE INSURANCE 


Average amount of busi- 


ness in force at age 65 | Estimated claims for period 
and above 


Amount of Amount of 
Number of | insurance (in| Number of | insurance (in 
policies thousands policies thousands 

of dollars) of dollars) 


SB 
cos 


- 


| 238 


6, 020 36, 626 409 
7,090 43, 221 498 
9, 572 59, 342 3, 871 
is onancdubciitindbcecessochtisdbvcosncnt« 8, 747 56, 197 4, 850 
2, 081 13, 731 2,071 
NATIONAL SERVICE LIFE INSURANCE 
6, 868 42, 263 233 1,399 
8, 643 53, 862 297 1) 821 
17, 698 112) 431 3, 129 19, 668 
47, 758 315, 349 9, 084 58, 987 
119, 209 835, 275 22, 975 157, 698 
248,838 | 1, 791,037 52, 203 371, 039 
..... .. 416,297 | 3,007,085 95, 428 685, 345 
278,876 | 2.013.290} 1,059, 869 8, 025, 381 
TOTAL 
12, 888 78, 889 642 3, 854 
) 15, 733 97, 083 795 4, 826 
27,270 171,773 7, 000 43, 419 
56, 505 B71, 546 13, 934 89, 605 
123, 976 866, 316 26, 728 181, 773 
| 250, 919 1, 804, 768 54, 274 384, 572 
417,319 3, 013, 993 96, 368 691, 585 
979,226 | 2,015,650 | 1, 060, 701 8, 030, 912 


Estimated cost of paying up term policies at age 70 
U.S. GOVERNMENT LIFE INSURANCE 


Average amount of business 
in force at age 70 Estimated claims for period 
and above 
Year 
Amount of Amount of 
Number of | insurance (in| Number of | insurance (in 
policies thousands of policies thousands of 
dollars) dollars) 
1,174 6, 804 114 640 
1, 568 9, 258 156 905 
5, 584 34, 712 3, 529 21, 764 
1970-74. 4, 408 28, 611 3, 588 22, 957 
679 4, 530 82 5, 466 
208 1, 405 748 5, 020 
NATIONAL SERVICE LIFE INSURANCE 
2, 032 11, 335 94 520 
1960-64. 4, 489 27, 302 1, 107 6, 591 
en oe Se ee 13, 938 88, 716 3, 585 22, 601 
37, 234 246, 500 10, 255 66, 835 
92, 525 650, 676 25, 576 176, 595 
190, 520 1, 375, 038 57, 211 408, 862 
134, 908 976, 205 728, 371 5, 353, 321 
TOTAL 
183 1,015 
250 1, 425 
2, 793 16, 757 
7,114 44, 365 
13, 843 89, 792 
27, 587 189, 715 
58, 040 414, 328 
729, 119 5, 358, 341 
838, 929 6, 115, 738 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF INSURANCE, 
Washington, D.C., April 30, 1957. 
Hon. E. Tracun, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 

Dear Mr. Teacue: The figures previously furnished you on the 
cost to pay up USGLI term policies at specified ages assume the sus- 
pension of all dividend payments after the paid-up age. For example, 
on the ‘‘Age 60” figures no dividends are payable on any policy after 
the attainment of age 60; similarly for ‘“Age 65” and “Age 70.” 

In our previous submission we estimated in a very approximate 
manner the effect of suspending dividends on NSLI term during the 
premium paying period prior to 65 with the condition, however,that 
the dividend accumulation would be paid at death or withdrawal 
prior to that age. It is my understanding that a similar estimate is 
desired for the ‘Age 60” and “Age 70” figures. Proceeding along the 
same lines with the same broad assumptions that we previously made, 
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we find that a suspension of dividends as indicated would reduce the 
“Age 60” cost by somewhere between 25 and 30 percent, and the 
“‘Age 70” cost by somewhere between 45 and 50 percent. 
Very truly yours, 
Sumner G. WHITTIER, 
Chief Insurance Director. 


New cost assuming suspension of dividends on NSLI policies but payment at 
withdrawal or death at— 
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